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Abstract

Title: What do we tell the Coroner? Clinicians understanding of reportable deaths in Victoria

Background

Coroners in Australia have the important role of investigating unnatural and unexpected deaths,
collectively referred to as “reportable deaths”. While there is some guidance in the legislation that
governs the Coroners’ death investigations and associated processes, the cause and circumstances
of deaths that occur in the healthcare setting can be particularly complex. A clear and unambiguous
understanding of what equates to a reportable death is integral to clinical practice and it is the nexus
between the Coroner’s expectations and the practises and understanding of clinicians which has
inspired this study.

The central aim of this research study was to determine clinicians’ reporting and understanding of
deaths which meet the criteria for reporting to the Coroners Court of Victoria.

Methods

A sequential explanatory mixed method research design was utilised, involving the collection of
guantitative and qualitative data. There were three studies performed in this research endeavour

In study one, a retrospective audit of the medical records of deceased inpatients in one healthcare
organisation over a 12-month calendar year was undertaken. Bivariate descriptive analysis of the
data was completed, with identification of whether there was a reporting error or not. This
information was utilised to inform the development of the semi structured interview questions and
clinical scenarios for study 2.

Study two comprised two parts; in the first part, 22 clinicians were interviewed to determine their
understanding and responsibilities and the role of the coroner regarding reportable deaths.
Following thematic analysis the data highlighted six individual themes. The second part of study two
included examination of the same 22 clinicians of 10 clinical scenarios and whether the death met
the legislative reportable criteria. In study 3, an in-depth review of the cases that were identified in
study 1, as having a reporting error was performed.

Results

In study 1, the findings reflected contemporary society in view of demographics and gender
distribution. The majority of the cases were reported by registrar level of clinical staff, and deaths
most frequently occurred between 1201 — 1800 hours in both groups.

The themes that were identified following review of the data obtained from the semi structured
interviews in study two included: Timing of reporting of deaths; Lack of awareness/knowledge;



Fear/blame/stigma regarding reporting deaths; Educational requirements; Accountability-
transparency of any contributing factors to death and Practicality of reporting deaths.

In the second part of study 2, the clinical scenarios there was little consensus across all of the
scenarios with the “correct” answer. In study 3, 5.1% of deaths were identified with a reporting
failure indicating that the death was not reported or was inappropriately reported.

Conclusion

This study found that there was a lack of consistency in the clinician’s understanding in which deaths
meet the reportable criteria and are reportable under the Coroners Act 2008 (Vic). The implications
of this study for clinicians, health services, the Coroners Court of Victoria and patient outcomes were
described. It is acknowledged that despite the relatively small number of cases in this study where
there was a reporting error it is relevant and the opportunity for deaths to undergo independent
review is invaluable for informing patient safety.
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Chapter 1 Introduction to the study

1.1 Introduction
This thesis examined clinicians’ understanding of their role in reporting deaths to the coroner. The

study explored any identified barriers, real or perceived, to this process. There is also reference to
the delivery of safe patient care and the contribution that an independent and objective mortality
review can make. This study involved health professionals who work at a tertiary hospital in
Melbourne, Victoria, and applied a mixed methods research design to determine the level of

reporting of deaths to the Coroners Court of Victoria (CCOV).

In this chapter, the role of the coroner will be described, from its medieval roots to the modern-day
mandate. The influence on patient safety, death prevention and the benefits of independent
mortality review will also be discussed. There will also be reference to the study setting and
significance of the study. In Chapter 2, the discipline of patient safety and its application to the

coroner’s death investigation will be explored.

1.2 Background to the study
The role of the coroner in Victoria emerged from medieval times and has evolved to include the

adoption of the English coroner’s system at the time of English settlement. The role and duties of
the coroner today, under the Coroners Act 2008 (Vic.), include specific criteria and circumstances for

reporting deaths to the CCOV.

The data for the study was drawn from the calendar year 2015 and was, therefore, contextualised
with other Victorian statistics for the same year. In 2015, there were 39,955 deaths registered in
Victoria with the Registry of Births, Deaths and Marriages (BDM). It is a legal requirement that a
death must be notified to BDM within 48 hours of it occurring. Of these deaths, over 6,000 cases are
reported to the CCOV (Annual Report Coroners Court of Victoria, 2015). This number has increased,
with over 7,000 deaths reported to the CCOV in 2017-2018 (Annual Report, Coroners Court of
Victoria, 2018). Deaths that are reported to the CCOV and meet the reportable death criteria require
investigation. This investigation is not only to fulfil legislative requirements to determine the
person’s identity, cause and, in some cases, the circumstances of the death but also as a means of
identifying the preventability of deaths. This is one way that the reporting of deaths to the coroner,
and the subsequent investigations, can assist with determining if there are systemic issues of
concern within health care organisations. These can be addressed by coroners through
recommendations directed to public statutory authorities and entities. If these deaths are not

reported to the CCOV, then a valuable opportunity for review and for making potential
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recommendations to inform patient safety may be missed. To gain some understanding of the role
of the coroner in patient safety, it is important to understand how the role has evolved, including

the specific functions of the modern coroner.

1.3 Origin and history of the Coroner’s role

Medieval times
An early reference to the role of coroner (or crowner, as it was known in the tenth century) occurs in

the Articles of Eyre. The Eyre is the term given to the judicial circuit followed by itinerant judges.
Primarily, the role of these judges was to settle disputes and to hold court, in a process that was
known as “holding the pleas of the crown” (McKeough, 1983, p191). This was a suboptimal process
which ceased to be effective, due to a lack of transparency and under-reporting of deaths. As a
result of this, during the reign of King Richard, in 1194, there was a new group of officers, consisting
of three knights and one clerk, appointed. Their role was “custos placitorum coronas” or “keeping
the pleas of the Crown”, in other words, to protect the Crown’s fiscal interests from corrupt sheriffs
(Cordner & Loff, 1994). The coroner, at this time, had both judicial and financial responsibilities and
was appointed to the role by the counties where he resided. Within this role, the Coroner was also
required to record the revenue that may be owed to the King following a death, as part of the legal

administration applicable at that time.

An unexpected, violent or unnatural death that occurred provided a potential source of revenue, as
the Crown was able to claim the perpetrator’s estate (Dorries, 2004; Freckelton & Ranson, 2006).
Similarly, people who died from suicide had their death investigated, in anticipation of being found
guilty of the crime of “felo de se” or “self-murder” (suicide). Such a finding ensured that the goods
and chattels of the deceased also became available to the Crown (Freckelton & Ranson, 2006,).
Deaths which occurred due to shipwreck or fires, or any discovery of “buried treasure” in the
community, all contributed to the Crown’s revenue. Death due to suicide and fire are two areas of
investigation into death that the coroner continues to have jurisdiction over today (Freckelton &
Ranson, 2006). It is of note that a sudden or unexpected death in the community was reviewed by
coroners in the early days, albeit for different reasons than contemporary death investigations,
which today determine if there are any preventable factors that contributed to the death. In

previous times, the emphasis was very much directed towards financial interests.

1.4 Registration of deaths

Historically, the coroner’s role also comprised record keeping, where monies owed to the King from
the administration of justice were all documented (Dorries, 2004). This provided an additional

source of revenue for the Crown and ensured that the Crown’s financial interests were kept
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protected during criminal proceedings. Indeed, this is where the first recordings of what were
deemed reportable deaths are documented, as any person who became aware of someone who had
died, either suddenly or unnaturally, was expected to raise a “hue and cry” and, effectively, be
responsible for notifying or reporting the death to the coroner, so that the coroner could attend the
scene of death (Dorries, 2004; Freckelton & Ranson, 2006). The process to be followed, according to
the law, involved the notification of four local neighbours (people who lived nearby) and also the
bailiff. Following these notifications, the coroner would be summoned, and this would be considered
to be the emergence of a reportable death. There was considerable incentive to follow this expected
procedure, as there were financial penalties if it did not occur (Freckelton & Ranson, 2006). Notably,
the statute De Officio Coronatori, in effect in 1276 in the United Kingdom (UK), formed the basis of

the coroner’s duties in death investigations for ongoing times (Freckelton & Ranson, 2006).

As society developed, the need to accurately and adequately record births and deaths led to the
enactment of specific legislation to record both births and deaths, and later marriage. In the UK the
key legislation was the Births and Deaths Registration Act 1836 (UK). The Act was in response to
concerns raised by the public regarding the level of review of the medical causes of death. There
were also concerns that deaths due to homicide may not have been reported (Martin, 2016). Prior to
the legislation being enacted, the responsibility for recording births, deaths and marriages was held
by the local church parishes. Under this Act, the coroner was obligated to inform the local registrars
if a death had occurred, and supply information to the registrar following an inquest, if one had been
held, referring to what was the cause of death. English Coronial practice was guided by the Coronial
manual. During the 19™ century these manuals evolved with versions written in Canada, New
Zealand and the colonies of Van Diemans Land and New South Wales. (Trabsky, M 2016). This
contributed to the increased importance in the coroner’s role in determining the circumstances of

deaths, which is a core component of the role today (Freckelton, 2006; Dorries, 2004).

1.5 Qualifications and Mandate of Coroners

Although, historically, the English legal system was imposed on many nations, the role of the coroner
has further evolved, both in England and internationally. While the work of the coroner has its
origins in English society (Dorries, 2004), the business of the coroner has been adapted and shaped
in different directions. There were no formal qualifications required to be a coroner, and landowners
performed the role in the UK until 1926 (Martin, 2016). Changes, at this time, to the Act required the
coroner to be an experienced physician with legal qualifications or formal legal qualifications. In
Australia, due to the practicalities of availability, appropriately qualified personnel, police
magistrates or local justices performed the role of coroner (Pudney & Grech, 2016). In the United

States, there has been discussion regarding the optimal model between the medical examiner and
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the coronial system. Coroners are elected to their role, but the role is not clinically based and,
therefore, they are unable to perform medical investigative procedures, such as autopsy.
Conversely, medical examiners have a background more suited to physical examination and,
therefore, are able to perform the procedural requirements. There is ongoing debate as to which is
the more appropriate or preferred professional to oversee the medicolegal investigation (Hanzlick &
Fudenberg, 2014). Over time, the responsibilities of the coroner have changed. For example,

coroners today do not have any financial responsibilities (Freckelton & Ranson, 2006).

Modern coroners’ responsibilities have retained the mandate to determine the deceased’s identity
and cause of death and have expanded to include a mandate to consider injury and death
prevention opportunities that arise from a coroner’s investigations, which include making
recommendations or comments, where deemed appropriate, to prevent future similar deaths
(Sutherland, 2014). These changing directions and developments culminated in the most recent
legislation in Victoria, made in 2008, in which the Coroner’s role now includes an explicit focus on

injury and death prevention (Bugeja & Ranson, 2017; Hinchey et al, 2016).

1.6 Modern Day Coroner

1.6.1 Appointment of Coroners — International perspective.
In Canada, coroners are appointed to their positions whereas in the United States (US), they may be

elected or appointed, depending upon the jurisdiction. Canadian coroners are generally medical
practitioners, with some discrepancies between provinces. Juries are used and recommendations
are formulated that assist in death prevention and learning. Medical examiners are sometimes
physicians, experienced in pathology or forensics, who may act as coroners and are usually
appointed (Freckelton & Ranson, 2006). In the UK, in the past, a coroner must be a lawyer or a
doctor with at least five years’ experience (Dorries, 2004). More recently, in the UK, a medical
practitioner must also have a legal qualification to be a coroner (Dillon & Hadley, 2015). The role of
the Coroner is to determine the name of the deceased, the cause of death, and whether an autopsy
and/or an inquest is required. This position is usually appointed and recompensed by the local

authority, usually the county (Dorries, 2004).

Internationally, the investigations into deaths are performed by different professional groups. For
example, in France, the police are actively involved in the review of deaths, in Italy all suspicious or
unnatural deaths must be reported to either the judicial or public health authorities and, in Japan,
unexpected deaths, including those that occur in hospitals, are reported to and, subsequently,

investigated by the police (Kamishiraki et al, 2010).
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1.6.2 Effectiveness of the role of the Coroner
In the UK, concerns have been raised, previously, in relation to the effectiveness of the Coroner’s

role, including the transparency of death reviews, in the light of two significant events. These events
were the Bristol Royal Infirmary Inquiry in 2001 and the criminal investigation into Dr Harold
Shipman in 2003 (Middleton & Buist, 2014). In the 1990’s, the Bristol Infirmary investigation noted
that there was an increased mortality rate of infants post cardiac surgery, compared to other
National Health Services (NHS). There were 53 paediatric cardiac surgery cases examined, of which
29 children had died and four had suffered severe brain damage. As a result of that review, the need
to improve clinical governance systems, such as mortality reviews and audits of quality, was

recognised (Walshe & Offen, 2001).

In 2000, a general practitioner in the UK, Dr Harold Shipman, was charged with having murdered 15
patients. It emerged that the doctor had murdered up to as many as 200 patients with fatal
injections. The relevant issue that emerged concerned the doctor’s claims and subsequent
documentation in which he noted that all the patients had died of natural causes, which he recorded
on the death certificates. This alerted the authorities to the ease in which records, such as death
certificates, could be falsified, which led to a resultant lack of public confidence in the system of

death review (Freckelton& Ranson, 2006; Middleton, 2014).

Similarly, in 2008, concerns were raised by the Healthcare Commission in the UK regarding the Mid
Staffordshire Trust and their mortality data. Within this health service, the mortality data were
considered unreliable, which was attributed to coding errors. However, this was later proven to be
an incorrect assumption and a Royal Inquiry was commissioned to review the deaths and the care of
patients within the health service. The inquiry, known as the Francis report, also exposed concerns

regarding the coronial service in the UK and information supplied on death certificates.

The monitoring of mortality rates within hospitals has long been recognised as a valuable measure of
quality and safety of care. There is a belief that an important link or opportunity to review the
preventability of a death may be missed if deaths are under-reported or not reported at all. This is
particularly evident where deaths occur in settings such as the community or within healthcare

organisations (Higginson et al, 2012).

1.7 The role of coroner in Australia
Historically, in Australia, the coronial system is based on the UK system, with key legislation

introduced in 1865, known as the Coroner’s Statute (Hinchey, 2016; Freckelton & Ranson, 2006).
This legislation designated the roles of the coroner and the powers that were included within the

jurisdiction. The coroner did not require any specific qualifications at this time (Freckelton & Ranson,
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2006). Under the Coroners Act 1865, and then under succeeding acts until 1985, there was a
requirement to hold an inquest to determine the cause of death of any person who was shown to
have “drowned, died suddenly or died whilst detained in any lunatic asylum, mental hospital or
prison”. Inquests at this time were performed as quickly as possible, as they were held with the
physical presence of the body throughout the entire the process. In Victoria, the practice of having a
jury as part of the inquest ceased in the early 1900s. Members of the police force have always been
actively involved in the Coroner’s investigations, and this is a practice that continues today. Of
interest in the mid-19"" century, is the storage of bodies during the investigation, which occurred in
hotels and public houses until a central city mortuary was established in Melbourne in 1855

(Freckelton & Ranson, 2006).

In 1841, the first coroner of Melbourne, Dr William Wilmot, was appointed, and he served in this
role until 1857. Following Wilmot, the Melbourne coroners were magistrates, with the last
Melbourne city coroner being Mr Hal Hallenstein in 1985. Following a review of the Coroners Act, in
1985, Mr Hallenstein was appointed as Victoria’s first State Coroner in 1986, until he resigned in

1994.

There are eight jurisdictions in Australia, each with its own legislative coronial requirements,
including variable definitions of what is considered to be a death that must be reported (a
‘reportable death’). In all the jurisdictions, deaths that occurs in a violent or unnatural way, or are
related in some way to health care, are deaths that are reportable to the coroner’s office. There are
some discrepancies between the jurisdictions, with the precise descriptions of healthcare-associated
deaths, including the timing of hospitalisation, for example (refer to Table 1.1 for a comparison of

the criteria for reportable deaths, according to jurisdiction).

Both New South Wales (NSW) and the Australian Capital Territory (ACT) are the only jurisdictions in
Australia that refer a person who has not been cared for by a doctor for six months prior to the
death as meeting the criteria for reporting to the coroner. Four of the jurisdictions, South Australia
(SA), NSW, Queensland (QLD) and ACT, refer deaths defined as ‘suspicious’ or ‘unusual
circumstances’ ‘as also being reportable. When referring to healthcare-related deaths, the
terminology is variable. In Western Australia (WA) and the Northern Territory (NT), it is stated that a
death which occurs during or as a result of an anaesthetic is reportable, as defined by the Coroners
Act 1996 (WA) and the Coroners Act 1993 (NT). In SA, reporting criteria are met if a death occurs
during, as a result of, or within 24 hours of a surgical procedure or an anaesthetic. Additionally, if the
death occurs within 24 hours of inpatient discharge or following treatment in an emergency

department, it is also reportable (Coroners Act 2003 [SA]). South Australia is the only Australian
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jurisdiction that refers to deaths that occur on an aircraft during a flight or a vessel during a voyage

as being reportable (Coroners Act 2003 [SA]).
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Table 1.1 Criteria for reportable deaths in Australia, according to jurisdiction

Jurisdiction and year Victoria (Vic) New South South Western Queensland Tasmania Northern Australian

of Act 2008 Wales Australia Australia (QLD)2003  (TAS)1995 Territory  Capital Territory
(NSW)2009  (SA) 2003 (WA) 1996 (NT) 1993 (ACT) 1997

Unexpected Yes No Yes Yes No Yes Yes No

Violent or unnatural Yes Yes Yes Yes Yes Yes Yes Yes

Suspicious or unusual No Yes Yes No Yes No No Yes

circumstances

Resulted directly or Yes No No Yes No Yes Yes Yes
indirectly from an accident

or injury

Health care related Yes Yes Yes Yes Yes Yes Yes Yes
No death certificate able to Yes No Yes No Yes No Yes Yes
be signed

Not seen by doctor within No Yes No No No No No Yes

previous 6 months

Unknown identity Yes No No Yes Yes Yes Yes No
Held in Yes Yes Yes Yes Yes Yes Yes No
care/police/custody/mental
health
Unknown Cause of death Yes Yes No No No Yes No No
(Coroners Act Coroners Act Coroners Act 2003 Coroners Act, Coroners Act Coroners Act  Coroners Act Coroners Act 1997
2008 (Vic), 2009 (NSW), (SA) 1996 (WA 2003 (QLD 1995 (Tas), 1993 (NT), (ACT),
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1.8 Reporting deaths in Victoria
In Victoria, the Coroners Act 2008 (Vic.) outlines the functions expected of coroners. The office was

renamed in 2009, from State Coroner’s Office (SCO) to Coroners Court of Victoria (CCOV). This
change was one of several that were a result of a thorough review and were implemented in 2009
(Annual Report Coroners Court of Victoria, 2015). Furthermore, coroners’ rules were created,
relating to the practice and procedures of CCOV, to support the Coroners Act 2008 (Vic.), which
came into operation in November 2009. There were also Coroners Regulations established in 2009,
which were made under section 117 of the Coroners Act 2008 (Vic). The objectives of these

Regulations, which described the requirements, are to:

“(a) to provide forms and machinery provisions for —

(i) Investigations and inquests into deaths; and
(ii) Investigations and inquests into fires; and
(b) to prescribe various matters necessary to be prescribed under the Coroners Act, 2008”.
(Coroners Regulations, 2009)

According to the Coroners Act 2008 (Vic.) it is a legal requirement that the coroner will determine a
number of factors regarding the death. These include the identity of the deceased person, the cause
of death, and, in certain cases, the circumstances in which the death occurred. The coroner has
jurisdiction if the body is in Victoria or the death occurred in Victoria or the cause of death occurred

in Victoria or the person ordinarily resided in Victoria at the time if death.

The process in Victoria when a death occurs is that a death certificate is commonly completed and
forwarded to the Registry of Births, Deaths and Marriages (BDM). The Registry operates under the
auspices of the Victorian State Government and is responsible for the registration of all births,
deaths and marriages that occur in Victoria. The information on the death certificate is examined
and may be referred to the CCOV for further review if there has been something documented on the
certificate that suggests the death is reportable. If this occurs, the circumstances surrounding the
death is then reviewed by the office of the CCOV and further review may be indicated. In a study by
Neate et al. (2013) evidence presented showed that 48% (n=320) of deaths reviewed had
information on the completed death certificates that indicated that the death met the reportable
criteria (Neate, 2013). This indicates that there was minimal linking of the reportable criteria and
documentation of contribution to deaths within the death certificate and therefore potentially not
recognising which deaths meet the reportable criteria. The process that is followed following a death

occurring is outlined in the flow chart below.
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Figure 1.1 Flow chart of coronial process in Victoria. Source: Modified from CCOV
WWW.coronerscourt.vic.gov.au

In the healthcare context, if a death meets the reportable criteria, a phone call is made to the COCV.
This is usually the role undertaken by the medical practitioner within the healthcare setting.
According to Victorian legislation, however, any person who believes that a death is reportable has a
legal responsibility to report the death to the CCOV. When the report is accepted by the CCOV, the
deceased is given a unique case number and the medical practitioner then completes the electronic
medical deposition form. Details of the deceased are recorded on the form, including demographics,
a brief clinical history and any particular area of interest to be raised with the forensic pathologist

regarding the autopsy.

With the reform of the Act in 2008 (enacted in 2009), there was a strengthening of the prevention
component of the Coroner’s role. The legislation in Victoria also states that findings where the
Coroner makes recommendations must be published on the CCOV’s website, to aid with the
promotion of public health and safety activities within the community. These recommendations are
also required to be responded to publicly, within determined timeframes, according to Section 73 (1)

of the Coroners Act 2008 (Vic.) (Bugeja & Ranson, 2017).

1.9 Reportable deaths in Victoria
In Victoria, a reportable death includes a number of situations. The criteria for reportable deaths in

Victoria are described in Table 1.2.

Table 1.2 Criteria for reportable deaths in Victoria.

e where the death was unexpected, violent or unnatural.

e if the death occurs as a result of an accident or injury, either directly or indirectly, it is
reportable. Moreover, there are no time frames attached to this criterion; or example,
trauma deaths, falls that result in a complication such as fractured neck of femur, or
drowning.

e adeath that occurs (i) during a medical procedure, and is unexpected (criteria one) or (ii)
following a medical procedure where the death is or may be causally related to the medical
procedure-and a registered medical practitioner would not, immediately before the
procedure was undertaken, have reasonably expected the death (criteria two); *

e if the medical certificate cause of death is not signed, or it unable to be signed.

e if the identity of the person is unknown.

e people who are held in custody, or in care, such as guardianship under the Department of
Human Services, in the legal custody of the Department of Justice or Chief Commissioner of
police, or in the custody of a police officer or protective services officer, or in the process of
being taken into custody or being detained or in the process of being taken into custody to
be detained all are criteria for reportable deaths. People who die whilst admitted or
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committed to an assessment or treatment centre under the Alcoholics and Drug Dependent
Persons Act, 1968 (Vic) must be reported to the coroner, as must any person in an approved
mental health service (Coroners Act 2008 (Vic).

Notes: The term “medical procedure” is defined to mean a procedure performed by or under the general supervision
of a medical practitioner and includes imaging, internal examination and surgical procedure.

In determining whether the death meets Criteria One, the medical practitioner should consider the following
questions: Would the person have died at about the same time if the medical procedure was not undertaken? Was
the medical procedure necessary for the person's recovery? If ‘no’ to any of the above (and the death meets criteria
two) - the death is reportable

In determining whether the death meets Criteria Two, the medical practitioner should consider the following
question: Before the medical procedure was performed, was the person’s condition such that death was foreseen as
more likely than not to occur? If ‘no’ to the above question (and the death meets criteria one) - the death is
reportable (Coroners Act 2008 (Vic).

Death investigation or review within the healthcare sector can be an extremely valuable tool for the
provision of safe patient care. The actual number of preventable deaths is very difficult to
determine. For example, in England, the figures are estimated to be anywhere between 800-400,000
deaths per year (Hogan, 2014). The under-reporting of deaths may be an indication of wide-spread
system-based issues, such as the review of deaths and informing patient safety initiatives at a local
level with broader themes identified by the CCOV. Whilst it is unavoidable that people will die in
hospital, the information that can be obtained following review of these deaths is very valuable. The
value at an organisational level is gained through promoting reflection on practice and effecting any

potential changes to practice and care delivery to patients (Hogan et al, 2015).

1.10 Study setting
The study setting is a tertiary referral facility of over 980 beds, with 400 acute beds across several

sites in Melbourne, Australia. Australian public hospitals are funded by Medicare, which covers
almost all costs incurred in the hospital, with a mixed funding model. In 2016-2017, Australian spent
$181 billion on healthcare, which was 10% of the gross domestic product (GDP). This comprised
Commonwealth funding (41%), State funding (27%), and the remainder funded by individuals,
private health insurers and non-government organisations (Victorian Government Health

Information, 2019).

Healthcare is offered under a three-tiered health system in Victoria. These tiers include:

e Primary care: care offered by general practitioners and nursing and allied health clinics;

e Secondary care: the provision of specialist services, usually following referral from primary
care providers; and

e Tertiary specialist care, especially of complex medical or surgical procedures.
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Across Victoria, the hospitals are categorised as specialist, tertiary, major, outer metropolitan,
regional and sub regional. Figure 1.2, below, illustrates the spread of hospitals across the Melbourne

metropolitan area in 2015. (Victorian Government Health Information, 2019).
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Figure 1.2 Metropolitan Melbourne public hospitals (2015)

The hospital in this study is a long-established, major academic, public health service providing

healthcare, health professional education and health research. It provides a comprehensive range of
acute, sub-acute, mental health, outpatient and outreach services to the local community. There are
almost 97,000 separations with approximately 1,200 deaths annually within the facility. Separations
are defined as episodes of care, which are completed when the patient is discharged, dies, transfers
to another hospital or changes the type of care (AIHW, 2016). It is the state-wide provider of a range
of services, some of which include specialist work in cancer, neurology, endocrinology, mental

health, infectious diseases, rehabilitation, sleep medicine, intensive care, emergency medicine and a

range of other specialties. There are no neonatal or obstetric services offered at the hospital.

The local government area that the facility services has a population of over 126,000 people, with

885 births and 1,531 deaths recorded in 2015 when the data for the study were collected (Australian

29



Bureau of Statistics, 2015). Of this population, just over 11% of the population was aged over 70

years, which reflects the aging population.

1.11 Study aim
The aim of this study was to determine clinicians’ understanding of the types of deaths that meet

the criteria to be reported to the CCOV.

1.12 Study objectives
The objectives of this study were to:

1. examine the frequency and characteristics of deaths at one healthcare facility during one
calendar year;
2. examine factors that impact on a clinician’s decisions to report a death to the coroner; and,

3. determine a clinician’s knowledge of the legal requirements of reporting a death in the
healthcare facility to the coroner.

1.13 Significance of the study
Much of the available literature regarding coronial processes has been directed towards the use of
autopsy for investigation and the review of deaths. This study describes other perspectives, such as
the role of a mortality review to inform and influence safe patient care delivery. A local mortality
review is recognised as being beneficial, however, the independent review by coronial services is
also very useful. Within contemporary patient safety frameworks, there is reference to the need for
capability for independent mortality and morbidity reviews of deaths within health care settings and
the opportunity for shared lessons across the sectors for healthcare professionals (Duckett et al,
2016). Following the investigation of reportable deaths, coroners have the opportunity to identify
procedural and systemic improvement to clinical care. There is also the chance for state-wide
oversight and identification of any “clusters” or groups of death. The identification and investigation
of these cases, to determine any commonalities, can also contribute to patient safety, with the
information being feedback to the clinical areas and more widely. The importance of these findings
to influence clinical practice, assist in policy change and support review of standards of practice
cannot be underestimated and allows for lessons to be learned. The importance of the prevention
component that may be identified in the review is one factor that remains very valuable to society

and, indeed, can serve as catalyst for change to health and safety practices.

The contribution of the discipline of patient safety is further described in Chapter 2. The
understanding of clinicians, however, regarding their legal requirements to report deaths to the
coroner and the lessons that may be learned from this independent review have not been

established.
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This study, therefore, is significant, as it will contribute to the body of knowledge pertaining to the
role of the coroner and mortality review. This study will also determine the understanding of
clinicians’ regarding their responsibilities to report deaths to the CCOV and identify any real or

perceived barriers to this process.

1.14 Structure of the thesis
This thesis is organised into seven chapters. The study has been introduced in Chapter 1, with

discussion regarding the history and evolution of the coronial services, internationally and nationally,
and their influence on patient safety, particularly within healthcare. Chapter 2 will describe
Donabedian’s framework, as a theoretical basis. The evolution of the concept of patient safety from
an international, national and then state-focussed perspective will be presented. A scoping review of
the available scientific research literature on clinicians’ practices and understanding of reporting
inpatient deaths to coronial services and the impact of the medico-legal death investigation process
on patient safety is presented in Chapter 3. In Chapter 4, the research strategy that was utilised,
mixed methods, will be described. The methods used for data collection and analysis in both the
guantitative and qualitative phases of the research will also be presented. The results and discussion
of Study 1, the retrospective audit will be presented in Chapter 5. Chapter 6 will present the results
of Study 2, the key informant interviews and clinical scenarios with discussion of the findings. In
Chapter 7, the findings of Study 3, which is the cases where a reporting error was identified, and the
discussion of these cases will be presented. The final chapter, Chapter 8 will present the

recommendations and conclusions of the study.
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Chapter 2 The concept of patient safety

“It may seem a strange principle to enunciate as the very first requirement in a hospital that
it should do the sick no harm. It is quite necessary nevertheless to lay down such a principle.”
Florence Nightingale, 1860.

2.1 Introduction
This chapter-explores the concept of patient safety, which underpins this study’s aim and questions.

This study seeks to examine issues relating to reportable deaths and factors that may impact
clinicians’ reporting of such deaths and the influence that this has on patient safety. In this context,
there has been an increased attention to patient safety, due to the awareness that patients were
being harmed whilst they were in hospital and that this harm was preventable (Emanuel et al.,
2017). Likewise, this potentially preventable harm may result in the death of a patient and so there

is a need to ensure that there are appropriate measures in place to monitor and prevent this harm.

Following a review of the available literature on the topic of patient safety frameworks, one
framework was identified as forming the basis of contemporary quality assurance for patient care.
The model or framework that was identified was developed by Dr Avedis Donabedian. The method
of assessment of quality patient care was described by Donabedian (Donabedian, 1966) and this will

be discussed as forming the foundation for the theoretical framework for this thesis.

There will be further reference to Donabedian’s framework, particularly regarding the outcome
measures of adverse events and deaths. These domains are used to describe how identification and

review of adverse events and the mortality review process informs patient safety.

2.2 Development of patient safety
Patient safety has evolved through the recognition that patients in hospitals were at risk of harm.

This harm was usually due to system issues or system breakdowns. Once this was acknowledged, it
allowed for insights and the subsequent expansion of knowledge following specified events
(Emanuel et al., 2017). These insights highlighted an ongoing reference to a concept referred to as
patient safety and this led to the need for a clear definition of patient safety. Within the literature,
the definition of patient safety is broad. It is considered a philosophy or a way of doing things, with
its own framework, ethical principles and methods (Emanuel et al., 2017). It can also be considered a
discipline, with its own body of expertise or, even, as an attribute of health systems (Emanuel et al.,

2017).

Emanuel et al. (2017, p. 6) describes patient safety as:

... a discipline in the health care sector that applies safety science methods toward the goal
of achieving a trustworthy system of health care delivery. Patient safety is also an attribute
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of health care systems; it minimises the incidence and impact of, and maximises recovery
from, adverse events.

Other accepted definitions include that provided by the Institute of Medicine (IOM), which defines
patient safety as freedom from accidental injury (Kohn et al, 2000), and that of the World Health
Organization (WHO), which refers to the absence or reduction of risk of preventable harm to a
patient (WHO, 2019). Other terms refer to patient safety as a field, or a framework for quality health
care delivery (Australian Commission on Safety and Quality in Health Care (ACSQHC), 2019). Broadly,
patient safety is the extent to which patients are protected from actual or potential harm whilst they

are receiving care (Hibbert et al, 2016).

One measure of determining whether there is safe delivery of care, and freedom from preventable
harm to patients, is an open and transparent mortality review process. The value of mortality review
in the pursuit of safer patient care cannot be underestimated as a tool to provide potential lessons
for treating clinicians (Hogan et al., 2015). Similarly, the role of an independent review of the
circumstances surrounding a death, as provided by a Coroners’ investigation, is also beneficial as a
review of system-level issues. Of course, the deaths that are reportable to the CCOV provide an
opportunity for a broader perspective on deaths across the state of Victoria and for the
identification of any clusters of deaths. One component of the role of the CCOV is prevention of
deaths, which is also very useful. For the review of the circumstances of deaths, the deaths are
required to be reported to CCOV if they meet the specified criteria. For these deaths to be reported,
therefore, requires a clinician to have a clear understanding of which deaths are reportable,

especially from a healthcare delivery perspective.

Donabedian is regarded as the founder of quality assurance (Ayanian & Markel, 2016; Best &
Neuhauser, 2004). He recognised that quality healthcare could be assessed and evaluated. For this
to occur, Donabedian also recognised that there was the need for ongoing governance and
processes to be in place to describe the delivery of quality healthcare (Ayanian & Markel, 2016).
There were three concepts that Donabedian described in his seminal paper, published in 1966,
which aimed to assist in the evaluation of quality health care. These concepts are structure, process,

and outcome (Figure 2.1).
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Figure 2.1 Donabedian’s concepts for evaluation of quality care

The structure concept includes the setting and context of the care being delivered. When referring
to the setting, here, this includes the resources that are within the setting, together with factors,
such as infrastructure, the health providers’ capacity to deliver care, staff qualifications and the

administrative systems that support and direct healthcare delivery to patients.

The processes of care concept measures the way systems or processes deliver healthcare; for
example, incident identification and management, and communication with patients regarding
delays for appointments. It also includes the appropriateness of information gathered, how it is

utilised and the culture of organisation.

The health outcome concept measures are not always easily quantified but relate to whether goals
of care are achieved, including recovery, survival and restoration of function. Putting it simply, to
achieve good patient outcomes, health services need the right inputs as well as reliable processes
and monitoring of these indicators to assist them with keeping the quality of care high (Donabedian,
1966). Examples of measures include the percentage of patients who have died as a result surgery or

the rate of surgical complications.

Within Donabedian’s original framework there are also six domains used to evaluate the outcomes
of healthcare delivery (Donabedian, 1966). Some are easily measured, such as the number of deaths
as an outcome of management, the number of adverse events during patient management, and the
number of re-admissions to hospital following discharge. Outcome assessment, however, is not

particularly scientific or research-based, and not very easily measured (Donabedian, 1966).

The six domains used to evaluate the outcomes of health care delivery are:

death,
e adverse events,
e resource use,

e re-admission,
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e quality of life; and,

e activities of daily living.

Outcome measures, such as the quality of life or activities of daily living, are subjective and more
difficult to measure. Donabedian (1966) refers to the outcomes measures as the ultimate validators
of the effectiveness and quality of healthcare, however, also refers to the need to consider other
variables, as part of a patient ‘s management, before undertaking quality assessment (Donabedian,
1988). These variables include pre-existing conditions and the natural progression of disease

(Donabedian, 2005).

The structure-process-outcome model has, consequently, been utilised to assist in the development
of performance measures for healthcare facilities (Ayanian & Markel, 2016). Donabedian’s model
has been accepted and used within the literature to support the development of quality standards

(Haj et al, 2013).

Donabedian continued to refine and further develop his framework over his career, to further
describe how the quality of care impacts on patient outcomes (Ayanian & Markel, 2016). In 1990,
Donabedian also described the quality aims that would be used to inform the core aims of the health
care system into the 21 century. These core aims constituted the delivery of safe, effective, patient-
centred, timely, efficient and equitable care to all patients. These aims have also informed the
development of metrics, globally, to assist the measurement of quality of care delivery (Ayanian &
Markel, 2016). The esteem in which Donabedian and his model is held is exemplified by Berwick and
Fox who describe the work as a masterpiece and “to this day, his subheadings would compose an
adequate framework for a course syllabus on measuring the performance of health care” (Berwick &
Fox, 2016, p. 237). Against this background, there has been increased attention to patient safety
due to the awareness that patients were being harmed whilst they were in hospital and that this

harm was preventable.

2.2.1 Development of patient safety - an international perspective

In the late 1990s, patient safety in hospitals gained momentum. The literature presents a variety of
definitions of patient safety, some of which have been provided earlier. These definitions can be
summarised as “the avoidance of unintended or unexpected harm to people during the provision of
healthcare. Patients should be treated in a safe environment and protected from avoidable harm”
(NHS, 2019). It is expected that hospitalised patients will not be harmed, either actually or

potentially, and will be free from accidental injuries (Kohn et al., 2000).
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As a measure of quality care delivery, several studies have reported the contribution of adverse
events and harm caused to patients receiving hospital care, through the review of medical records.
Leape et al. (1991) published a study that described a retrospective review of 30,196 randomly
selected medical records from 51 hospitals in the state of New York during 1984. This study found
that 3.7% (1,133) of patients were injured and that almost 28% of these were due to negligent care,
therefore, potentially preventable (Leape et al. (1991). This study has been replicated with some
variations across the world, including Canada, United Kingdom and Denmark, with similar findings

(Baker et al., 2004)

The continued impetus of the reference to patient safety was reflected in the publication of the
ground-breaking paper, ‘To Err is Human’ by the Institute of Medicine (Kohn et al., 2000). The paper
presented the necessity for a system to safeguard patients in healthcare facilities. Findings included
the fact that there were up to 98,000 Americans who died annually as a result of medical errors,
together with a multibillion dollar cost due to the loss of earnings and healthcare costs associated
with medical errors (Kohn et al., 2000). Other factors that were identified in the paper as challenging
to measure included a loss of trust in the system by patients and a loss of confidence in the system
by healthcare professionals (Kohn et al., 2000). It was recognised there was a need to review all
cases with adverse events which resulted in serious injury or death, in an effort to identify any
system improvements that could be implemented.(Kohn et al., 2000). The finding by the IOM
galvanised governments and healthcare facilities to recognise the importance of patient safety and
this period saw the creation of patient safety as a discipline. There were a variety of
recommendations that suggested a focus on leadership, learning from errors, and a standardised

approach to a safety culture in healthcare organisations, would be beneficial (Kohn et al., 2000).

Over recent years, there have been several inquiries into patient safety, internationally, and, more
locally, in Australia (Braithwaite et al, 2006). The Bristol Royal Infirmary and the Bristol Royal
Hospital for Sick Children in the United Kingdom were the focus of one of the highest profile
investigations in recent times (Braithwaite et al, 2006). In this review, in 1995, it was identified that
the quality of paediatric cardiac surgery that was being delivered was poor, with suboptimal
outcomes. Issues were raised within the organisation but there was no acknowledgement or actions
to address what was occurring. Key findings following this investigation revealed a system with
fundamental weaknesses, including cultural issues in the organisation, where there was no
guestioning of performance despite mortality data indicating that there were serious issues

(Department of Health, 2001).
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Between 2005 and 2008, the care that was being provided by the Mid Staffordshire General Hospital
NHS Trust to their patients was noted to be dreadful (Francis, 2013). The mortality rate of the Trust
was higher than other similar trusts. A public investigation revealed that poor care was being
provided and issues existed with the management oversight of care delivery and also governance

(Francis, 2013).

Over a nine-month period in 1994 at the Winnipeg Health Service in Canada, it was noted that there
were 12 paediatric deaths post cardiac surgery (Braithwaite et al., 2006). Similar to the Bristol
Infirmary, there had been concerns raised by the clinical staff and patients’ relatives regarding the
standard of care prior to the investigation being instigated. The findings of a coronial inquest by the
Chief Examiner of the Province of Manitoba, in 1995, indicated that five of the 12 deaths were
preventable, four of the 12 deaths were potentially preventable and one of the deaths was not
preventable. There was insufficient information in two of the 12 cases to determine whether death
was preventable or not. The coroner also identified systemic issues that resulted in poor care
delivery. These issues included poor staffing, policies not in place, leadership issues, poor

communication and a lack of quality assurance processes (Braithwaite et al., 2006).

There were commonalities identified in the recommendations across all of these investigations.
These included that the organisational cultures were not transparent and did not allow for concerns
to be raised and acknowledged, there was a general lack of procedures/policies in place, and there
were deficits in team work, documentation and communication (Braithwaite et al., 2006). These
examples of investigations and subsequent recommendations have all informed the development of
patient safety, internationally, by identification of commonalities. The commonalities include
organisation cultural issues and the lack of internal processes to identify and monitor patient safety

issues as they arise.

2.2.2 Development of patient safety - the Australian perspective
Similarly, across Australia, there have also been several investigations into suboptimal healthcare

delivery that have informed the development of safer patient care. In Western Australia, by 2001,
there had been several inquiries into the practice that was occurring at the King Edward Memorial
Hospital (KEMH) (Douglas et al., 2001). This tertiary hospital was the primary provider of obstetric
and gynaecological care in the state. Concerns had been raised regarding the standards of care
provided over several years, which had resulted in several informal and formal reviews, internally
and externally. The report of an inquiry that was published in 2001 indicated that there had been
multiple infrastructure changes, mergers between services and a changing executive staff which had

impacted on the ability of the staff to deliver good care to their patients. It was also revealed that
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there was under-reporting of clinical incidents and adverse events, with no real processes in place
for review of these events indicating deficits in the clinical governance procedures (Douglas et al,
2001). There were also 605 deaths reviewed, within the boundaries of the inquiry, which revealed
that there were eight deaths that should have been reported to the coroner, but in fact had failed to

be reported

In 2017, Oakden Older Persons Mental Health service in South Australia, a facility that consisted of
three wards, was closed amidst claims of poor care of the residents (Lander, 2018). There were
claims of assaults against the consumers, including excessive seclusion, and other suspected
misconduct by staff towards the consumers that was not reported to the Australian Health
Practitioners Regulation Agency (AHPRA). Other issues included poor governance within the faculty
and a failure of leadership. Complaints were made repeatedly by family members which eventually

escalated to a review by the Chief Psychiatrist (Groves et al. 2017)

Another high-profile investigation involved Bundaberg Base Hospital in Queensland and a surgeon
whose competence was questioned (Dunbar et al. 2007). There were 20 or more complaints raised
by clinical staff, both nursing and medical, about the standard of delivery of care. There were also
potentially 13 surgical deaths that met the coroner’s reporting criteria that were not reported, and it
was determined that the care that the patients received was unacceptable (Davies, 2005). The
investigation identified substantial individual performance issues. There were also system-wide

concerns, as follows:

e the recruiting and credentialing processes for medical staff was not thorough or robust;

e there were inadequate review of deaths within Bundaberg Hospital and also across
Queensland Health at this time; which may have contributed to;

e under reporting of deaths that meet the coronial reportable criteria.

According to section 7 of the Coroners Act 2003 (Queensland), “... a death certificate should not be

issued unless a coroner advises the doctor that the death is not a reportable death”.

Historically, adverse clinical outcomes were thought, globally, to be due to the contribution of
clinical complications and, therefore, not able to be avoided (Australian Commission on Safety and
Quality in Health Care [ACSQHC], 2019). This was disproven when the methodology utilised by
(Leape et al. 1991) was replicated in an Australian study undertaken in 1992, under the auspices of
the Australian Commonwealth Department of Human Services and Health. The Australian federal
government department wanted to ascertain the number of patient admissions that were
associated with adverse events. Of 14,179 admissions across 28 hospitals in the states of New South

Wales and South Australia that were reviewed, there was an adverse event noted in 16.6% (n=2,353)
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of admissions (Wilson et al. 1995). Again, in this study, there was recognition that 51% of the
adverse events were potentially preventable and 4.9% (n=112) of these patients died. This research
by (Tricco et al. 2018; Wilson et al. 1995)) in Australia also identified that one in 10 patients who are
hospitalised will have a complication of care whilst they are in hospital. Usually, there is only a minor
impact on the patient. There is a group of people, however, for whom these complications result in

permanent disability or even death.

2.2.3 Development of patient safety - the Victorian perspective
More locally, in Victoria, there have been various investigations of sub-optimal care delivery within

the health care sector. In 2002, there were allegations made to the Health Services Commissioner
regarding the practice of nursing staff at Royal Melbourne Hospital (RMH). Issues identified centred

on medication management, leadership, clinical incident reporting and operational management.

The allegations were referred for review to the Victoria Police and the Coroner (Health Complaints
Commissioner, 2002). The investigation centred on one clinical area, with deaths being reviewed by
the Victorian Coroner’s office due to accusations made of inadequate care delivery and even

escalation of deaths.

More recently, in 2015, the Minister for Health in Victoria commissioned a review of the clinical
governance, including the management, of significant clinical incidents at the Djerriwarrh Health
Service (Duckett et al. 2016). This health service consists of six facilities, including a 42-bed acute
care hospital, a residential aged care centre and other community-based centres and services in the

North-Western regional area of Melbourne, Victoria (Duckett et al. 2016).

The Djerriwarrh Health Service came to the attention of the state government following a dramatic
series of events. The review, known as Targeting Zero, (Duckett et al. 2016) was requested because
there were deficits noted in the processes that were being followed by the service. The inadequacies
were revealed when there was delayed recognition and review of the deaths of seven infants who
had died from preventable and potentially avoidable deficiencies in care delivery, reflecting the lack
of monitoring of outcome measures. Issues were identified in the structure and processes of care
delivery as also described by Donabedian (Donabedian, 1966). These system issues included the
reporting framework for significant events within the organisation, were reviewed and
recommendations were put in place, at a state level, in reference to leadership and ongoing
governance at both the Board and at the Department of Health and Human Services levels (Duckett

et al., 2016).
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The establishment of Safer Care Victoria (SCV) as an entity was informed by the findings of the
Targeting Zero report (Safer Care Victoria, 2018). One of the responsibilities of SCV was to not only
monitor and improve quality and safety within organisations but also to provide support to health
services, in order to identify and manage these areas. To facilitate this, 70 recommendations were
formulated, to be implemented by the end of 2020. The Victorian Clinical Council (VCC) was formed
at this time. The aim of this group of more than 70 people from a variety of disciplines was to review
system-level issues (Safer Care Victoria 2017). The VCC, together with the clinical networks, was
tasked with identification of processes that would decrease the number of high-impact but
potentially preventable events and reduce variations in clinical practice. The areas included patient

experience, hospital readmissions and mortality.

The process of monitoring, responding and acting upon the CCOV recommendations is another focus
of SCV. The two-way information sharing between SCV and the CCOV was identified as beneficial for
ensuring that recommendations are implemented and support is offered to health services, as
required. The process is also a vehicle for the sharing of findings to health services and the CCOV,
regarding work that may be undertaken (Safer Care Victoria 2017). At the time of writing, significant
progress had been made to the implementation of these recommendations (Safer Care Victoria

2017).

A brief summary of a section of recent investigations of circumstances, which have impacted on the

provision of patient care, is presented in Table 2.2.

Patient safety has developed due to the essential need to improve patient safety in healthcare
facilities by putting in place measures to reduce harm occurring to patients. This has primarily come
about due to an enhanced awareness of preventable adverse events, through monitoring and
research (Duckett et al., 2016). Public reporting of measures that determine patient safety and
quality-of-care delivery has been not as forthcoming or advanced in Australia as it has been
internationally (ACSQHC 2019). Several high profile investigations, as described, with resultant
concerns raised publicly regarding the safety of health systems were also the impetus for change
within Australia (Duckett et al., 2016). The focus on system issues versus individual performance
issues has also become more evident, as has the use of principles of human factors (Dekker, 2011).
Along with this focus is also a focus on the role of governance and leadership within organisations,
as oversight of adverse events and the associated systems may contribute to the preventability of

these events (Duckett et al., 2016).
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2.3 Adverse events in healthcare
The rate or frequency of adverse events is considered an indicator or measure that determines

whether the delivery of safe, quality care to patients has occurred (Baker et al., 2004). As referred to
by Donabedian when describing the evaluation of the outcomes of healthcare delivery, domains
such as death and the frequency of adverse events are outcome measures of safe and effective

healthcare delivery (Donabedian, 1988).

There are a variety of definitions used to describe the term ‘adverse events’. They can be defined as
“an unintended injury that is caused by medical management and that resulted in measurable
disability” (Leape et al., 1991, p. 377). The definition by Baker et al., (2004, p. 1678), however, states
adverse events are, “unintended injuries or complications resulting in death, disability or prolonged
hospital stay that arise from healthcare management “. The Australian Institute of Health and
Welfare (AIHW) defines adverse events as “incidents where harm resulted to a person receiving
health care” and the number of these events is deemed as one measure of safe and quality care
delivery to patients (Australian Institute of Health and Welfare 2018). In Victoria, SCV refers to an
adverse event as occurring when there is harm to a person who is receiving healthcare. The concept
of whether the event is preventable is one of the common factors of all the definitions that address

where harm is caused to the patient.

Furthermore, there are defined categories of more serious adverse events which result in the death
of a patient, and these are reported as sentinel events. Sentinel events are a cohort of significant
adverse events with meet specific criteria that result in serious harm or even death to patients. In
order to gain some consistency and clarity, in Australia, there is an agreed list of events which are

deemed to be sentinel events. (ACHS 2019).

2.3.1 Sentinel events
There has been a recent review of the list of sentinel events nationally, with a strengthening of the

categories. Although these events are numbered 1 to 10, this is not reflective of their severity.
Victoria has maintained an extra category, category 11, which allows for the reporting of any other

adverse patient safety events that result in serious harm or death. These are presented in Table 2.1.

Table 2.1 List of sentinel events —Australia (effective 1/7/2019)

Category Descriptor

1 Surgery or other invasive procedure performed on the wrong site resulting in
serious harm or death

2. Surgery or other invasive procedure performed on the wrong patient resulting in
serious harm or death
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Category Descriptor

3.

4.

b

L RN

11.

Wrong surgical or other invasive procedure performed on a patient resulting in
serious harm or death

Unintended retention of a foreign object in a patient after surgery or other invasive
procedure resulting in serious harm or death

Haemolytic blood transfusion reaction resulting from ABO incompatibility resulting
in serious harm or death

Suspected suicide of patient in an acute psychiatric unit or acute psychiatric ward
Medication error resulting in serious harm or death

Use of physical or mechanical restraint resulting in serious harm or death.
Discharge or release of an infant or child to an unauthorised person

Use of an incorrectly positioned oro-or naso-gastric tube resulting in serious harm
or death

All other adverse patient safety events resulting in serious harm or death (Victoria
specific category) *

*In Victoria, additional work has been undertaken to further categorise the events to be notified in category
11. Events that occur under any of these sub-categories require notification if there has been serious harm or
death to the patient. These include:

Clinical process or procedure-refers to delay or non-performance of a diagnosis, assessment or
intervention.

Falls- serious harm or death as a result of a patient fall(s)

Deteriorating patients- failure to identify, escalate or respond to a patient’s clinical deterioration
Self harm (behaviour)- intended self harm that result in serious harm or death (suicide). This includes
suspected suicide of a person within a health care facility or whilst a patient is on approved or non-
approved leave as a compulsory patient.

Communication of clinical information-incident due to issues with administration or documentation
of clinical information or failure of an administrative process to be performed adequately, orin a
timely manner

Medical advice or equipment- errors related to medical advices or equipment

Nutrition- variety of errors that are associated with provision of nutrition and food to patients
Resource or organisational management- a lack of resources or deficiencies in organisational
management, such as staffing, bed availability or management

Healthcare associated infection — this includes infections of the blood stream, surgical site,
intravascular cannula or urinary drain infections that are acquired within a healthcare setting.

Patient accidents, such as thermal or chemical injury, poisoning, and bed entrapment occur whilst a

patient is receiving healthcare (Safer Care Victoria, 2019). According to AIHW, 2018, from 2007 to

2008 and from 2015 to 2016, the rate of adverse events in hospitals increased from 4.8 to 5.4 per

100 separations (AIHW 2018). This increase in numbers may have been due to the changing acuity of

patient profile or increased reporting within hospitals. The majority of adverse events that are

notified for review do not always result in death. This cohort is important to be reviewed objectively

to determine causation and potential prevention of the death to inform patient safety and quality

care delivery.

Occasionally, following the review of a clinical incident that reported as a sentinel event, there may

be factors identified that meet the criteria for reporting to the coroner. In 2017 to 2018, 92 of the
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122 sentinel events reported in Victoria resulted in death of the patient. Figure 2.2 illustrates the

breakdown of sentinel events in Victoria and the significant number of deaths that resulted.

Degree of impact

B Harm-=death
® Harm=permanent loss of functioning

B Harm=permanent reduction in
functioning

Harm=temporary reduction in
functioning

® Harm=no loss/reduction in
functioning/significantly inconvenienced

B Unknown

Figure 2.2 Breakdown of sentinel events reported in Victoria 2017-2018
State of Victoria, Australia, Safer Care Victoria, January 2019 (www.safercare.vic.gov.au)

2.4 Preventability of adverse events/deaths
The terms ‘preventable deaths’ and ‘avoidable deaths’ appear to be interchangeable within the

literature. An avoidable death, as defined by Bourke & Vale, 2018, is one where “there was a greater
than 50 % probability of avoidability in the event of trained medical review”(p 21). In Canada, it was
noted, following the retrospective review of inpatient notes, that up to 51% of these adverse events
may have been preventable (Baker et al., 2004). These factors reference a potentially avoidable or
preventable death in the background of an adverse event. The level of causation or contribution to
the potential avoidability of an adverse event or death is also a factor. Examples include a failure to
recognise the deteriorating patient and inadequate escalation of care, and incorrect treatments,

diagnoses or management of patients (Baker et al., 2004).

The AIHW describes potentially avoidable deaths from a broader, variable-based process, also
referring to specific groups, such as indigenous people, heart disease and other chronic conditions

(AIHW, 2018).
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The notion of preventability is often raised within the patient safety literature. Bourke and Vale
(2018) demonstrated a less than expected number of deaths that were deemed avoidable following
review. They surmised that there may have been some subjectivity regarding the identification of
these deaths. The vulnerability of clinicians to litigation or prosecution is an issue, as they are
required to report to the family if there was an avoidable component to the death following review
(i.e., open disclosure is required) (Bourke & Vale, 2018). Over time, there has been greater
importance placed on health care organisational culture to allow clinicians to feel supported and
comfortable in being transparent and open and to discuss when care has not occurred according to

expectations.

A component of this transparency is the discussion with patients, their families or significant others
that occurs when a patient has been harmed during health care delivery. To achieve this
transparency, there needs to be the appropriate systems in place to support clinicians performing
this task which, therefore, allow the opportunity to also determine if there are any lessons to be
learned. Whilst acknowledging that there are existing legal requirements for reporting deaths to the
coroner, an openness of review can also inform practice and or system changes to further assist in

the delivery of safe patient care.

Baker et al. (2004) utilised a 6-point scale for the medical record reviewers to determine whether an
adverse event may have been preventable. Wilson et al., 1995 assert that preventability of an
adverse event is determined by the review of an error in management or judgement regarding the

delivery of care to the patient, utilising the same 6 point scale (Figure 2.3).

Virtually no evidence of preventability

Slight to modest evidence of preventability

Preventability not quite likely (less than 50/50, but “close call”)
Preventability more than likely (more than 50/50, but “close call”)
Strong evidence of preventability

Virtually certain evidence of preventability

o Uk wnNE

Figure 2.3 Scale utilised to determine the preventability of an adverse event
(Wilson et al., 1995, Baker et al., 2004)

2.5 Performance monitoring and patient safety.
Currently, in Australia, the safety of a hospital is assessed by monitoring multiple variables, with the

development of national clinical indicators to measure care delivery (Gardner et al., 2013). These are
not direct measures but rather indicate areas that require greater analysis. There are 20 clinical

indicator sets; for example, those focussed on the emergency department, anaesthesia and
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perioperative care and other clinical areas (ACHS, 2018). Hospital-wide indicators include monitoring
of patient deaths and the number of deaths that occur in the low mortality diagnosis-related groups
(DRGs). These deaths are unexpected, as the patient was admitted without a prominent risk of
mortality. The analysis or further scrutiny of these measures of quality care follow Donabedian’s

structure-process-outcome formula (ACHS, 2018).

There has been further development, at a national level by the Australian Commission on Safety and
Quality in Health Care (ACSQHC), of the performance indicators, under two dimensions. Dimension 1
includes safety and appropriateness to describe/measure safe care. In Dimension 2, patient outcome

measures include mortality and avoidable hospital readmissions (ACSQHC, 2018).

2.5.1 Mortality monitoring and its role in patient safety
Within health care settings, numerous methods are used to monitor and review deaths to determine

their potential preventability. The monitoring of mortality rates within hospitals has long been

recognised as a valuable measure of quality and safety of care (Hogan et al., 2014).

Florence Nightingale was an early influencer in reference to measuring mortality numbers and
identification of the contributory factors to inform the quality of care delivery (Karimi & Alavi, 2015).
In 1854, she went to the British camps during the Crimean war with a group of nurses, where she
described the soldiers being cared for in terrible conditions. Nightingale identified that 600 of every
1,000 soldiers were dying from infectious and communicable diseases due to the environment. She
was one of the first individuals working in healthcare to measure the mortality rates as a method of
informing the evaluation of the level of care provided to patients (Fee & Garofalo, 2010; Karimi &
Alavi, 2015). Furthermore, she recognised the need for uniform hospital statistics related to deaths
(Nightingale, 1863). Statistical review was developed and put into operation on her return to
England, when she recognised how the statistics on mortality she had collected could be used as a
tool to improve medical care for both members of the military as well as civilians (Fee & Garofalo,
2010). The data provided an organised way of learning from experience. Similarly, it is of note that it
is essential that there is the opportunity for learning from mistakes as a measure to improve patient

safety, when the opportunity is presented (Berwick, 2013).

In Victoria, mortality numbers are reported quarterly to Safer Care Victoria, with any identified
outliers requiring further review and relevant findings also reported. Part of this clinical
benchmarking process includes hospital standardised mortality ratios (HSMRs) (Department of
Health and Humans Services, Victoria, 2019). The HSMR is described as indicators of trends of deaths

within hospitals and allow for a comparison with other hospitals. They are commonly used as a tool
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to determine or identify any areas of concern and one method to assess the quality of care delivery

(ACSQHC, 2014).

The HSMR compares the actual number of deaths in particular clinical areas with the expected

number of deaths amongst the selected groups (Figure 2.4).

HSMR = actual number of in hospital deaths amongst selected diagnosis groups x 100
expected number of in hospital deaths amongst selected diagnosis groups

Figure 2.4 Hospital standardised mortality ratios (HSMR)
(Scott et al.,2011)

This measure has been utilised as a tool to determine both the safety and effectiveness of a hospital
(Hogan et al., 2015). An increased or high HSMR may indicate that there are deficiencies in the
hospital care that requires further review. Whereas there are specific requirements for further
review of outliers, there is increasing concerns about the usefulness of the data, its accuracy and the

consistency of the parameters being measured (Doran et al., 2015).

Some researchers believe that an important link or opportunity to review the preventability of a
death may be missed if deaths are under-reported or not or reported at all (Higginson et al, 2012).
This is particularly evident where deaths occur in community settings or within healthcare

organisations (Higginson et al 2012).

Hogan et al. (2014) describe the increase in the systematic review of hospital mortality and the role
of mortality review to assist in the recognition of preventability of deaths (Hogan et al., 2014).
Subsequently, the review can then be used to inform clinical practice, using examples such as the
investigations into the Mid Staffordshire Foundation Trust and the Bristol Royal Infirmary (see
Chapter 1). Whilst there is a body of literature that describes the process of death review within
healthcare settings by means of morbidity and mortality meetings, the review processes vary, both
across organizations and within organizations, with respect to the use of a variety of paper-based
and electronic tools. However, there is a paucity of literature available as to whether deaths that
should be reported to coroners are, in fact, reported, and, in particular, the relevant factors that

may influence the reporting of deaths that meet the criteria for reporting to the Coroner.

In Victoria, Australia, the Coroners Act 2008 (Vic.) (enacted in 2009) states that one component of

the role of the coroner is to provide an independent investigation of the cause of death. This is to
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ensure that the independent investigation of the circumstances surrounding the death are
highlighted, to enable coroners to make recommendations. These recommendations aim to avoid
the repetition of events, ultimately to potentially decrease deaths that are preventable, and this, in

turn, informs public health and safety (Coroners Act 2008 (Vic).

Donabedian (2005) also refers to death of patients as one of the domains that may be used to
evaluate the safety and quality of patient care. This is one of the more definitive measures and may
also demonstrate how the coronial process of review can assist in the review and identification of

adverse events.

Within the literature, there is reference to the impact of adverse events on mortality within
healthcare facilities. In Norway, Flaaten et al. (2017) reviewed all hospital deaths which occurred
over a year to describe the cause of death, according to Norwegian law. Flaaten et al. (2017)
classified deaths into two groups, based on whether the death was sudden or unexpected. In the
unexpected death group, there was further classification based on whether death was due to (1)
natural causes or (2) unnatural causes. The review also identified any contribution of adverse
event(s) to the death and if the death was preventable. Of 1,185 deaths reviewed, 16 deaths (1.4%)
had an associated adverse event and were potentially preventable and 18 deaths (1.5%) may have
been preventable; however, the data were unable to be unequivocally established. In total, there
were 2.9% (34/1,185 deaths) that may have been preventable. Similarly, Hogan et al. (2014)
reported on a retrospective review of 1,000 deaths in 10 hospitals in the United Kingdom, in 2012,
which determined that 5.2% of the deaths were judged as preventable. Since 2016, itis a
requirement that all NHS trusts in the United Kingdom determine the potential avoidability for all
deaths that occur in their care. As a result of this process, one Trust identified that, following a
review of over 1600 deaths, there were only 12 deaths that may have been avoidable (Hogan et al.,

2014).

Multi-disciplinary mortality and morbidity (M & M) meetings provided the opportunity to review
deaths other than the expected deaths (Bourke & Vale, 2018); for example, the deaths of patients
on an end-of —life pathway, such as chronic, long term patients, and those patients who were being
offered palliative care. It was discovered that, through this M & M process, clinicians were cautious
when referring to a death as potentially avoidable. Factors, such as family distress and a sense of
exposure regarding potential litigation or even criminal charges, contributed to the sense of
vulnerability of clinicians about exposure. To achieve a level of consistency in the mortality reviews,
guidelines were developed and published by the National Quality Board for use within the NHS
trusts (Bourke & Vale, 2018).
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Mortality meetings are one way to ensure that a systematic, organisational approach is
implemented to assist in a more comprehensive understanding of patient safety. An organisational-
level approach to this review is also replicated by the coronial services and the opportunity for
broader lessons to be learned and subsequent information more widely disseminated (Hibbert P et
al., 2016). Traditionally, any error made by a clinician demonstrates incompetence and,
consequently, punitive measures must be put in place (Emanuel et al., 2017). This process has not
encouraged reporting or review of the circumstances surrounding adverse events and may have
actively encouraged concealment of the events and, therefore, no information to be shared about
them (Emanuel et al., 2017). A culture of ‘no blame’ is preferable and needs to be developed within
the healthcare setting, to allow for transparency and honesty to facilitate the open review process
and allow for insights , without any stigma or fear (Emanuel et al., 2017). To be able to document the
impact of preventable or avoidable adverse events or deaths, there needs to be an openness and
transparency in the reporting. Open disclosure, as described earlier in the chapter, is one

component of this review process.

Public reporting on identified areas that may compromise patient safety is one measure to ensure
accountability for healthcare organisations (AIHW, 2018). Included in the process of reporting is the
number of adverse events that occur in hospitals as a measure of the level of safety offered by the
organisation (AIHW). Australia is not as progressive in the public reporting of patient safety and
quality measures when compared with others internationally (ACSQHC, 2019). In Australia, the
federal government has introduced costing for quality and safety into the funding model for public
hospitals. Complications of care and re-admissions to hospitals that are avoidable, and all sentinel
events, are to be reported and measured, including the impact on funding for hospitals. Duckett and
Jorm (2018) estimated that the potential savings, should funding be linked to quality and safety for

the state of Victoria, would amount up to $398 million.

2.6 Summary
In this chapter, the evolution of patient safety has been presented, from an International, Australian,

and then Victorian perspective. The numerous health service investigations highlighting system
failures and suggested actions have also been discussed. Common themes identified as a result of
these investigations include leadership issues and the lack of internal processes for incident
management. Also highlighted has been the importance of the culture of organisations for allowing
concerns about patient care delivery to be raised, heard and investigated without fear of retribution

or being labelled as a troublemaker.
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Donabedian’s framework that was developed in the 1960s, and which underpins the delivery of safe
and quality care to patients, is also presented. (Donabedian, 1966). Within this framework, the
methods to evaluate the quality and, therefore, safety of health care delivery, and the structure-
process-outcome concepts that have been influential in the development of the discipline of patient
safety are described. The application of the model of structure-process-outcomes to the construct of

patient safety is evident in terms of:

Structure: the setting of care delivery, staff qualifications, the presence of clinical
governance procedure;

Process: the culture of the organisation, the processes of incident identification and
subsequent management; and

Outcome: the management of incidents and mortality review, with lessons learned from the
reviews.

It is understood that, despite the best efforts of health care professionals and established systems,
patients will die whilst in acute care hospitals. The information, however, that can be obtained
following the review of deaths is very useful for both organisational reflection and to inform the
ongoing improvement in care. Both perspectives allow for the potential to make change to practice
(Hogan et al., 2014).

One of the main objectives of patient safety is to achieve the eradication of preventable harm in
healthcare. As well as the too often tragic ramifications of an adverse event that may be
preventable, the human and financial costs cannot be underestimated. There also needs to be the
acknowledgment of these events as being part of the complex system of healthcare delivery.
Increased length of stay, ongoing procedures, and loss of productivity are just some of the factors
that emerge from preventable complications and diminish the safe care for patients.

To examine the evidence available regarding clinicians’ understanding of their role in deaths that
meet the criteria for reporting to the coroner, a scoping review of the literature was performed. The
results of this scoping review will be presented in chapter 3.
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Table 2.2 Brief summary of a selection of recent investigations of circumstances that impacted on the provision of safe patient care.

Organisation Context Findings Recommendations

Bristol Royal Infirmary Sub-optimal outcomes from e Systemic issues with concerns raised by families e Review of the provision of paediatric
and the Bristol Royal paediatric cardiac surgery and staff not heard services in the NHS

Hospital for Sick Children  Report published 2001 e No questioning of clinical performance e Improved communication with patients
United Kingdom e Staffing and funding issues and their families

Skill and expertise of staff to manage complex
patients

Inequitable treatment of staff

Communication issues with patients and families
Lack of clinical governance, in that data was
collected regarding adverse events but no
lessons were occurring as a result

No mortality and morbidity meetings

Punitive and destructive environment that
discouraged ‘speaking out’

Board of management was not involved or did
not provide oversight of the operations.

Safe care delivery is to be expected, and
include elements of communication,
physical environment, teamwork, and
equipment

The development of a safety culture and
elimination of the culture of blame

A centralised agency for the reporting,
analysis and subsequent dissemination
of information

Mid Staffordshire Report of investigation
General Hospital NHS between 2005-2008 .
Trust °
United Kingdom

A public investigation revealed:

poor care being provided

issues with management’s oversight of care
delivery and governance issues

lack of a culture of openness, transparency and
candour (i.e., there was no open disclosure
process)
issues in the value and standards of the
organisation
lack of leadership in healthcare
fundamentals of behaviour missing
poor monitoring of healthcare system regulatory
functions

There were 290 recommendations made and
presented thematically. Broadly, suggested
actions included:

Earlier detection and warning systems
within the NHS of serious failures;
Leadership from the Department of
Health in all aspects of care
Reporting, review and oversight of
coroners including the Chief Coroner
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Organisation

Context

Findings

Recommendations

the coronial process in health care-related
deaths was not utilised

Winnipeg Health Service
Canada

Increased number of
paediatric deaths post
surgery

Report 1998

Systemic issues that resulted in poor care .
delivery, such as poor staffing, lack of policies .
Issues with leadership

Lack of quality assurance processes .
Concerns raised by clinical staff and relatives not

heard .

Coronial inquest showed that care was deficient
and that 5/12 of the paediatric deaths were
preventable and 4/12 were potentially
preventable

Inadequate supervision of clinical staff

Poor teamwork and communication.
Inequitable treatment of staff

Recruitment policies be putin place
Standard operating guidelines be
implemented

Leadership skill programs be developed
and delivered

An environment where all voices are
heard, as required, be created

King Edward Memorial
Hospital (KEMH).
Western Australia

Report released in 2001
Several inquiries into
practice had occurred,
informally and formally

Multiple changes in senior staff and .
infrastructure; mergers between services

Under-reporting of clinical incidents and adverse .
events .

Deficits in clinical governance procedures,
compliance monitoring, and procedure and
policy development

No hospital-wide quality improvement program
Eight deaths that met the criteria for reporting to
the coroner were not reported

Development of guidelines for planning
of clinical care

Supervision of junior staff

Increased clinical accountability and
clinical governance accountability

Oakden Older Persons
Mental Health Service,
South Australia

In 2017, the service was
closed due to multiple
complaints regarding the
care the consumers were
receiving.

Claims of assault against the consumers, .
including excessive seclusion

Other suspected misconduct by staff towards the
consumers was not reported to AHPRA

Poor governance within the facility U
Failure of leadership

Complaints not heard by the management

Review of the clinical governance and
management of mental health services
by the Chief Executive of the
Department of Health and Ageing
Review of the management strategies in
collaboration with the Chief Psychiatrist
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Organisation

Context

Findings

Recommendations

Training and improved oversight of the
staff of the facilities

Ongoing inspections by the Chief
Psychiatrist of services offering mental
health care

Review of the restrictive powers of staff
Adequate and appropriate staffing of
the mental health services to be
overseen by the Chief Executive of the
Department of Health and Ageing

Bundaberg Base Hospital
Queensland

Complaints regarding the
competence of a general
surgeon to practise

Several complaints raised by clinical staff, both
nursing and medical, regarding the standard of
care delivery, unheard

Potentially 13 surgical deaths that met the
coroner’s reporting criteria were not reported
and the level of care the patients received was
unacceptable

Substantial individual performance issues
identified

System-wide concerns, such as the recruiting and
credentialing processes for medical staff, not
very thorough or robust

Inadequate review of deaths within Bundaberg
Hospital and also across Queensland Health at
this time

The above may have contributed to the under-
reporting of deaths that meet the coronial
reportable criteria

Review of the governance processes
within Bundaberg Base Hospital and
Queensland Health

Implementation of robust recruiting
and credentialing processes for medical
staff

Royal Melbourne
Hospital (RMH),
Victoria

In 2002, allegations made to
the Health Service
Commissioner regarding the
conduct of nursing staff

The changes from an organisational and
leadership perspective that had occurred across
Victoria had impacted on RMH and the standards
of care, with instability of leadership and lack of
accountability

Maintenance of consistent and
transparent management practices
Leadership to be developed
Processes to be implemented that
allowed staff to learn from errors that
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Organisation

Context

Findings

Recommendations

Too much focus on the fiscal issues

Medication management and control standards
had declined

Allegations against the nurses were subject to
investigations by the Victorian Coroner, police
and Nurses Board of Victoria, and suspended
their registrations

There was no value attached to any issues by the
organisation that were raised by the staff
Resources had been constrained over the period
in the 1990s

had occurred and there be a hospital-
wide program for reporting sentinel
events

e  Patient medication storage systems to
be reviewed and access to documented
audit process be put in place

Djerriwarrh Health
Service
Victoria

Review commissioned by
the Minister of Health in
2015 into the clinical
governance of the health
service, including the
management of several
significant events, including
the potentially preventable
deaths of seven infants.

Delayed recognition and review of the deaths of
seven infants who had died from preventable
and potentially avoidable, deficiencies in care
delivery

Lack of governance for reporting and reviewing
events

Leadership issues at the health service Board
level

e 72 recommendations made, which are
still in the process of being actioned

e Onerecommendation was the
establishment of Safer Care Victoria
(SCV) to monitor and improve quality
and safety within organisations

e  SCV to provide support and leadership
to health services in quality and safety
areas

e A process has been implemented for
SCV to monitor, respond and act upon
recommendations made by the coroner.
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Chapter 3 Literature Review

3.1 Introduction
This chapter will present a scoping review of the available literature which examines clinicians’

practices and understanding of reporting inpatient deaths to coronial services, and the impact of the
medico-legal death investigation processes on patient safety.

This scoping review will examine current literature related to the aim of this study (Arskey and
O’Malley 2005). The chapter will describe the rationale for the performance of a scoping review, and
then outline the criteria for the selection of the studies within the review. A summary of the key

findings will then be presented, with a description of ongoing implications for clinical practice.

3.1.1 Rationale

Improvements to the delivery of patient care can be enhanced by the lessons learned following an
investigation or review of an inpatient death. Mortality investigations or reviews may be performed
at a local level, within healthcare facilities, or by an independent body, such as a coroner or medical
examiner. Modern mortality investigations of inpatient deaths have been conducted with, firstly, a
view to determining whether the death may have been preventable and, secondly, as a vehicle for
open and transparent discussions to assist in the identification of any potential lessons that can be

learned (Higginson et al; 2012; Travaglia & Debono, 2009).

Much of the literature is concerned with the intersection between clinicians, inpatient deaths and
the medico-legal death investigation system, which tends to focus largely on the utility of the
autopsy findings to validate the accuracy of the clinician’s diagnosis. While this is a valuable source
of information, from an educational perspective, the literature does not describe the clinician’s
understanding of the legal requirements for reporting inpatient deaths for investigation and the role
that the investigation can play in patient safety. The findings following review of deaths can also be
used as a tool to inform ongoing patient safety in the healthcare setting, potentially influencing
change in clinical practice (Gill et al.;2014).The literature that is available on the coronial processes is

limited, therefore, the execution of a scoping review was appropriate.

There is a necessity to explore the area of coronial death reporting from a clinician’s perspective, to
determine their understanding of the legal requirements of their role. The impact that this
independent review may have on informing patient safety is also not well understood and,

therefore, is also an area that requires further exploration.

A sub-category of the systematic review is a scoping review, which is more exploratory and wide-
reaching than a systematic review, providing a broad overview of a topic (Peterson et al., 2017).

Although a reasonably new method to review evidence pertaining to a particular subject, scoping

54



reviews are gaining momentum as a methodology (Munn et al., 2018). The aim of a scoping review is
to review findings from a body of knowledge that may be diverse, to identify any gaps in knowledge,
and to clarify any concepts within the literature (Munn et al., 2018; Tricco et al., 2018). Scoping
reviews can be used if the available literature is varied or heterogeneous and, therefore, not lending
itself to systematic review but, rather, a narrative review (Khalil et al., 2016; Peterson et al., 2017).
Arskey and O’Malley (2005) have described a framework for conducting scoping reviews, which has

been modified over the evolution of the process. This framework includes the:

identification of the research question;
identification of the relevant studies;
study selection;

charting of data (or the data extraction); and

LA A

collating, summarising and reporting of results.

There has been further modification and development of guidelines for the conduct, use, and

rationale for scoping reviews, including the following, as described by Munn et al. (2018), to:
identify the types of available evidence in a given field;
clarify key concepts/definitions in the literature;
examine how research is conducted on a certain topic or field;

1
2
3
4. identify key characteristics or factors related to a concept;
5. actasa precursor to a systematic review; and

6

identify and analyse knowledge gaps.

To describe the findings of the scoping review in this study, a narrative synthesis was utilised.
Campbell et al., (2018) describe narrative synthesis as a collation of the findings of studies into a
textual narrative. It is also described by others as a form of “story telling” or a descriptive account
which includes an overarching framework that brings together a variety of styles and methodologies

(Arskey & O'Malley, 2005; Popay et al., 2006).

3.1.2 Objectives

The aim of this scoping review was to examine the available literature on clinicians’ practices and
understanding of the reporting requirements for inpatient deaths and the role of the medico-legal

death investigation in patient safety.
3.2 Methods
3.2.1 Protocol and registration

The review was performed in accordance with the guidelines of the Preferred Reporting Items for

Systematic Reviews and Meta-Analyses extension for Scoping Reviews (PRISMA-SCR).
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3.2.2 Eligibility criteria
Inclusion criteria

Studies that met the following criteria were considered for inclusion in the scoping review if they

were:

i.  full texts of original research in a peer-reviewed journal;

ii. primary research studies;

iii. published in the English language;

iv. studies of human subjects;

v. involved either qualitative or quantitative methods for data collection and analysis;

vi. examined clinicians’ practices or understanding of the reporting requirements of inpatient
deaths to the medico-legal death investigation system; and

vii. examined the role of medico-legal death investigation in patient safety.

The population comprised inpatients within hospitals and the exposure that needed to have
occurred was death. The outcome measure was that the inpatient’s death was subject to medico-
legal death investigation. A medico-legal death investigation was defined as being reported to the
office of the coroner/medical examiner, irrespective of whether an autopsy was performed. The
secondary outcome measure was clinicians’ understanding of deaths that meet the reporting

requirements to the coroner.

Exclusion criteria

Studies were excluded from the scoping review where:

i.  the full text of the article was not available;
ii. secondary research studies;
iii. the full text of the article was not available in English;

iv. the study did not examine clinicians’ practices or understanding of the reporting requirements
of inpatient deaths to the medico-legal death investigation system; and

v. the study did not examine the role of medico-legal death investigation in patient safety.

3.2.3 Information sources and search

A search of electronic databases, in the fields of medicine, nursing and health sciences, was

performed to locate studies from the first available year to December, 2018.

The databases searched were Ovid Medline, Ovid Embase, Ovid PsycINFO, the Cochrane library and
CINAHL via EBSCOHost. Additional studies were located following a bibliographic review. A search

strategy was generated from the following three key concepts: (1) inpatients; (2) patient safety and
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(3) coroners or medical examiners (Table 3.1). Indexed (e.g. Medical Subject Headings) and key

words were identified for each concept to develop a search strategy (Table 3.2).

Table 3.1 Concepts and search terms

CONCEPT SEARCH TERMS UTILISED
1. Inpatients inpatients

patients

clients
2. Patient Safety patient safety

patient care
iatrogenic injury
iatrogenic disease
clinical complication
clinical error

medical error

3. Coroners or Medical Examiners coroner
medical examiner
death investigation
forensic medicine
legal medicine

medico-legal

Table 3.2: Search strategy

Search strategy terms

. inpatient™.tw.

. Patients/

. Hospital patient/

. patient*.tw.

. client®.tw.

. consumer*.tw.

. Consumer/
.lor2or3ord4or5o0r6or7
. Patient Safety/

10. (patient* adj1 safety).tw.
11. exp Patient care/

12. (patient* adjl care).tw.
13. Patient Harm/

14. (patient* adj1 harm*).tw.

O 00 N O U B WN -
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15. IATROGENIC DISEASE/

16. (iatrogen* adjl disease*).tw.

17. (iatrogen* adjl injur®).tw.

18. (clinic* adj1 complication*).tw.

19. (clinic* adj1 error*).tw.

20. exp Medical Errors/

21. (medic* adjl error*).tw.

22. (medic* adj1 adverse adj1 event*).tw.
23.90r10o0r11or12or13or 14 or15o0r16or 17 or 18 or 19 or 20 or 21 or 22
24. Coroners and Medical Examiners/

25. coroner*.tw.

26. (medical adj1 examiner*).tw.

27. (death* adjl investig*).tw.

28. exp Forensic Medicine/

29. (forensic adjl medicine).tw.

30. (legal adj1 medicine).tw.

31. medico?legal.tw.

32. medico-legal.tw.

33.24 or 25 0r 26 or 27 or 28 or 29 or 30 or 31 or 32
34. 8 and 23 and 33

35. limit 34 to humans

36. limit 35 to english language

3.2.4 Study Selection

Search results were exported into systematic review management software, Covidence, and
duplicates were removed. The title and abstract of each article were screened by one author (AC),
against the eligibility criteria. The full texts of included articles were independently screened by two
authors (AC, WC) against the eligibility criteria and conflicts were adjudicated by a third author (LB).
A bibliographic review of included articles was performed by one author (AC), to identify further

articles of relevance.

3.2.5 Data collection process and data items

A data extraction protocol was developed by the student researcher and one supervisor (AC, LB) and
comprised the following: authors, year of publication, study setting, study aim, study population
(inpatients), reference to deceased, subject to medico-legal investigation, methodology, study
design, evidence of clinician’s understanding of inpatient death reporting requirements, evidence of
medico-legal death investigation in patient safety. Data were extracted from each article by the

student researcher (AC) into a table for analysis
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3.2.6 Quality of evidence
One of the criticisms of scoping review methodology is the potential lack of attention to the quality
of the included studies and the impact of this on what is subsequently reported. (Peterson, Pearce,

Ferguson and Langford (2017).

3.3 Results

3.3.1 Study selection

From the searches conducted, 3,218 articles were identified, with 538 records removed as
duplicates. Figure 3 1 shows a summary of the review process, from identification through to the

inclusion of studies, utilising a PRISMA-SCR flowchart.

Title and abstract screening was performed on 2,680 articles against the eligibility criteria, of which
2,591 were excluded. This left 89 articles for full text review, of which 82 were excluded for the
following reasons: 33 studies assessed the wrong outcome, 15 were based in the wrong setting, 13
studied the wrong patient population, 13 identified the wrong intervention, three articles were
duplicated, three were pre-1990, one had an improper study design and one study described the
wrong indication. There were seven remaining studies that met the inclusion criteria of the review,
with one study identified through bibliographic review, resulting in a total of eight articles. A

summary of the included studies is presented.

3.3.2 Study characteristics

Included studies were published between 2003 to 2016 and conducted in a variety of countries,
including: Japan (n=3); Australia (n=1); South Africa (n=1); Taiwan (n=1); the United Kingdom (n=1);
and and the United States of America (n=1). There were three quantitative papers, consisting of
retrospective record reviews (medical records and/or autopsy data), four qualitative papers,
(interview data, surveys and scenario completion) and one discussion paper. In five of the individual
studies, the aims included determination of whether there was potential under-reporting, with the
other three papers reviewing the lack of understanding or consistency of the deaths that met the

reporting requirements.

The study populations also varied, including deceased inpatients (n=4) and clinical staff (n=4). Five
studies identified under-reporting of deaths to the coroner that met the reportable criteria, and

three studies reported a lack of consistency/understanding of deaths that were to be reported.

3.3.3 Risk of bias within studies
As this was a scoping review and, therefore, providing a mapping or an outline of the available

evidence, there was no requirement to perform an assessment of the risk of bias within this

evidence (Munn Z et al., 2018).

59



3.3.4 Results of studies

The clinician’s understanding of deaths that are required to be reported to the coroner was the
primary focus of this review. The findings were summarised and grouped according to the

similarities of the concepts described (Ryan R, 2013).

Under-reporting of deaths to the Coroner

Five studies examined under-reporting of deaths to the coronial services (Charles et al.,2007; Drake
et al,2016; Lu et al., 2008, Maeda et al., 2003, Maeda et al, 2010). These studies referred to
inpatients in healthcare facilities. Lu et al. (2008) reviewed mortality data from a Taiwanese health
service to determine if there had been an under-reporting of deaths that met the unnatural death
criteria and the potential impact on safe patient care delivery. The categories that this occurred in
was in deaths that were related to complications in the provision of care. Within this study, medical
record data linkage was used to determine that only 57% (2,346 / 4,086) of known or suspected
deaths from unnatural causes, were referred to the coronial service. This is despite the law stating
that deaths that are unnatural should be referred for coronial investigation (Lu, 2008). The study by
Charles, et al. (2007) reviewed the number of deaths that met the criteria for reporting to the
coroner, within two metropolitan hospitals in Victoria, Australia. Findings noted that there was
significant under-reporting of deaths to the coronial services, which was demonstrated in the review
of 229 medical records of deceased patients from the hospitals. There was acknowledgment that the
coronial services rely on the reporting of deaths within the health sector by the clinicians to allow
them (the coroners) to investigate the deaths. A secondary finding of this study was to report
improvements in the understanding of doctors regarding hospital death reporting requirements to

the coronial services (Charles et al; 2007).

The study by Maeda et al., 2010 examined the attitudes of medical personnel and risk managers
regarding the reporting of deaths, and whether there were any medical errors that contributed to a
death (Maeda et al., 2010). Scenarios that described different deaths were presented to the
clinicians (medical staff) in the form of a questionnaire. They were then asked to respond as to
whether there was a contribution of medical error/ care and identification of the causal relationship
to the death. Risk managers were asked if they would advise the medical staff to report the deaths
in the same scenarios. The findings demonstrated that most of the participants who completed the
guestionnaire would report the deaths to the police if the death had been caused by medical error.,
Although they would err on the side of caution, potentially, with respect to reporting any deaths

that occurred.
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A retrospective review of the data from forensic autopsies was performed on 856 deceased people
in Osaka, Japan, between 1996-2001. The cohort of decedents had died in hospitals unexpectedly,
unnaturally or, potentially, with medical negligence as a contributory factor. Of the 856 deaths
reviewed, 28 deaths were related to clinical care. Of these 28 deaths, there were 14 deaths that
were related to nursing care. The other 14 deaths were due to diagnostic or therapeutic procedures.
A total of 14 of the 28 deaths identified were reported by clinicians and there were 6 of the 28
deaths notified to the police by family members. Once again, a tendency demonstrating a potential

lack of understanding by clinical staff of the correct criteria for reporting a death.

There was also acknowledgement that within healthcare facilities there is a lack of understanding of
the medico-legal death investigation (MLDI) process and how this review can inform both patient
safety and quality improvement activities (Drake, Harper, & Wolf, 2016). The MLDI are performed by
trained professionals who are not necessarily police/medical examiners in Texas, United States of
America (USA). Approximately 32,000 deaths were reported between 2006 and 2014, with 186 cases
in which the MLDI identified issues that had relevance to patient safety. These included diagnoses
that were missed or inaccurate, and failure to report deaths that appeared to be unnatural,

including falls related deaths.

Lack of consistency/understanding of reportable deaths
Three papers referred to a lack of consistency or understanding of deaths that met the criteria to be

reported to the coroner (Gill et al., 2014; Madiba et al., 2011, Kamishiraki & Maeda, 2010).

In Ireland, it was reported that neonatal deaths were being reported to the coroner to aid in
accessing postmortem examinations for unexplained deaths, as a method to review and, potentially,
improve clinical practice. The use of postmortem examinations in neonatal deaths are seen as the
optimal standard to determine the cause of death of infants (Gill et al., 2014). Telephone interviews
were performed across several paediatric units, with the researchers identifying that there was a
lack of consistency under which conditions neonatal deaths were reported to the coroner across
these units. Madiba et al; reviewed deaths that occurred during or after a surgical procedure and
potentially considered medico-legal deaths. There is also reference to the lack of clarity between
countries and jurisdictions related to deaths that occur within the clinical area of anaesthesia,

specifically, and the reporting requirements (Madiba et al; 2011).

This possible inappropriate reporting could be seen as defensive practice, as practitioners may face
criminal charges in Japan if there is a causal relationship between the death of a patient and health
care. Inpatients who died unexpectedly during their hospitalisation presented a challenge to the

decision making by the physicians as to report the death or not (Kamishiraki & Maeda, 2010).
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Figure 3.1: PRISMA-ScR guidance flow diagram of eligible studies identified, screened and included
in the current study
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3.4 Discussion

3.4.1 Summary of key findings
This scoping review examined eight studies, published between 2003 and 2016, that described the

potential for under-reporting, or the inappropriate reporting of deaths which, in fact, met the
criteria for reporting to the coronial services. There were three quantitative papers, four qualitative

papers and one discussion paper identified as eligible for review.

The key findings of the review indicate that there is an under-reporting of reportable deaths. This is
due to a lack of understanding or clarity regarding the legal requirements for reporting particular

groups of deaths, namely those that meet the criteria for reporting to the coroner by clinicians.

The potential negligence in care delivery and any associated contribution to death was another of
the key findings, with discussion about attitudes of the clinicians to reporting deaths that meet the
reportable criteria. This demonstrates a lack of understanding of the legal requirements to report
deaths, with clinicians merely thinking the reporting processes are optional (Drake et al., 2016;
Kamishiraki & Maeda, 2010; Maeda et al., 2003; Maeda et al., 2010). The terminology of unnatural
cause of death and unexpected deaths (during healthcare ), which define the eligibility criteria for a
reportable death, can also be ambiguous and confusing to clinicians and requires further definition

(Gill et al., 2014; Madiba et al., 2011).

Of note, the key findings identified in the papers that were excluded during the scoping review are
also presented. They are presented, as they also provide valuable insights and information into other
areas of patient safety and medico legal investigation of deaths. Patient safety is a broad concept
and is defined by the World Health Organization as, “efforts to minimise preventable harm to a
patient during their interaction with health care service” (WHO, 2019). There is a great opportunity
for the identification of potentially preventable events in healthcare delivery that may contribute to

deaths of patients, and a review of these factors can inform patient safety.

There were six papers excluded, as they did not refer to a clinician’s understanding of reporting
requirements for inpatient deaths for medico-legal investigation. Bohensky et al. (2006) describe the
development of the Clinical Liaison Service (CLS) to improve patient safety and increase links
between medical and legal practitioners. The paper also refers to system error (medical error) as a
cause of adverse events and preventable deaths. It is posited by Bohensky et al. (2006, p. 26) that
the opportunity to augment the reciprocal exchanges between legal and clinical practitioners will
enhance the respective groups’ understanding of system reviews, “Coronial investigations offer a

wealth of health information from which preventable deaths and systems failures can be identified”.
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Others also refer to the impact that CLS has had on the coronial review of healthcare related deaths
(Ibrahim et al.,2009). Similarly, Cunningham (2018) refers to the enhancement of the preventative
focus of the coroner by applying a different approach to the investigation process. Moreover, it has
been highlighted that patient safety can be influenced by a changed investigation focus, given that
deaths that are related to health care delivery are among the ten most common causes of death
(Ibrahim et al.,2009). The value of the autopsy to determine cause of death and any missed
diagnosis was the focus of another six of the papers identified but that were excluded from the
review. This was also in the context of litigation and the occurrence of medical error. Swaro and
Adhiyaman, (2010) described the use of either clinical or coronial autopsy to corroborate the
antemortem diagnosis of older medical patients in Wales, in the United Kingdom. In their German
study, Madea et al. (2009) concluded that the value of autopsy in determining potential medical
malpractice due to misdiagnosis and its contribution to death is invaluable for informing patient
safety. Sakai et al. (2010), in their retrospective review of 3,355 inpatient deaths in Japan, noted that
there were 291 (8.7%) cases where the occurrence of medical adverse events at the time of death
was identified on autopsy. There were more diagnostic errors (missed or misdiagnosis of patient
conditions) recognised than performance errors following forensic autopsy. This group is also noted
to make up to 30 % of medical injury claims. The legislation relating to medical staff in Japan states
that unusual deaths are reported to the police and forensic autopsies are conducted (at the School
of Medicine), except in five major cities who have medical examiners. Generally, in Japan, forensic

autopsies are undertaken after being requested by the police (Sakai et al., 2010).

The coronial recommendations process and the use of coronial data as a resource to inform patient
safety and a description of the investigation process within the coronial jurisdiction was noted within
another seven of the papers. These papers focussed on the coronial recommendations that had
been made following death investigations (Burrell, 2014). Pudney and Grech (2016) describe how
inquest data could potentially be used to inform patient safety, with the identification of 11
recurrent themes within the factors that contributed to death in the 113 cases that were analysed
from South Australia. Reference was also made, in this study, to the underuse of data that was
generated from the coronial findings, in the form of recommendations as part of the preventative

role of the coroner (Pudney & Grech, 2016).

Claridge et al. (2008), in their exploratory study, analysed the findings from 12 semi-structured
interviews with senior managers who had operational responsibilities within the NHS in the UK. It
was noted that there was a lack of clarity within the organisation as to the management of any
coronial recommendations that were received. This included the identification of the lack of a safety

culture within the organisations to ensure organisational level lessons could be learned, together
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with ongoing communication of this perceived source of underutilised information to inform patient
safety. There was also a lack of comprehension of the role of the coroner within the healthcare
system and the potential contribution of the coroner to patient safety Claridge et al, (2008). Curran
and Taylor (2012) described the use of coroners’ recommendations, specifically within the
Emergency Department (ED), and the usefulness of coroners utilising the NCIS database. The way in
which the recommendations aim to prevent future deaths were identified and recommendations
were made that they should be used more broadly, to look at system issues, not just changes to

policies in response to individual cases (Curran and Taylor, 2012).

3.4.2 Strengths and limitations
Scoping reviews do not strive to evaluate the quality of evidence that has been generated, which can

be seen as a limitation (Arskey & O'Malley, 2005). Limitations to this scoping review include the
differences in terminology across the world when referring to medicolegal investigation, such as
‘coroner’ and ‘medical examiner’, as roles and expertise may differ across countries. Similarly, there
are differences with respect to the use of autopsy to determine cause of deaths, from the clinical
perspective, versus its use in the determination of the cause of death, from a legal viewpoint. The
low number of studies that were included is another limitation of the scoping review. Strengths of
the scoping review, however, include the identification of a gap in the contemporary literature

regarding clinicians’ understanding of reportable deaths.

3.4.3 Implications for clinical practice and research
Ongoing implications for clinical practice and future research include further exploration of

clinicians’ understanding of their requirements regarding deaths that meet the criteria for reporting
to the coroner. This includes determining what factors may cause confusion to clinicians regarding
their reporting responsibilities. It may also be the opportunity to further clarify the criteria for
reportable deaths and the presence of any perceived or actual barriers to the reporting process.
Further research into the usefulness of the reporting data to inform the delivery of safe patient care

would be beneficial.

3.5 Conclusion
This chapter described the process undertaken to perform a scoping review to examine the available
literature on clinicians’ practices and understanding of the reporting requirements for inpatient

deaths, and the role of the medicolegal death investigation in patient safety.

The key findings of the studies identified in this review indicated that there is under-reporting of
inpatient deaths that meet the legal requirements of reporting to coroners and medical examiners.

The possibility of medical negligence being detected is one reason. There have been several
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published Australian studies that demonstrate how external review of deaths in health care, such as
by the coronial services, has been informative to patient safety. With regards to deaths which meet
the reportable criteria, there is a lack of consistency. This indicates a deficiency in the understanding
of clinicians as to which deaths require reporting to the coroners, which can result in under-

reporting by this cohort.

Chapter 4 will describe the methodological approach and methods used to conduct a series of

studies.
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Chapter 4 Methods
4.1 Introduction

This chapter will comprise a description of the methodological approach selected and the methods
applied to conduct a series of studies to address the following research objectives: to examine the
frequency and characteristics of deaths at one health care facility during one calendar year; to
examine factors that impact on clinicians’ decisions to report a death to the Coroner, and, to
determine clinicians’ knowledge of the legal requirements on reporting a death in the health care

facility to the Coroner.

To address these research objectives, the following studies were conducted:

Study 1. Retrospective audit of clinical notes
Study 2. Semi-structured key informant interviews and clinical scenarios
Study 3. In-depth review of unreported deaths that meet the reportable death criteria as

identified in Study 1.

This chapter will be divided into two parts: Part 1 describes the research methodology, and Part 2
describes the methods applied and the processes undertaken in each of the three studies

conducted.

4.2 Part 1: Methodology

The methodology selected for this research was a mixed methods research strategy, using an
explanatory sequential design (Creswell & Plano Clark, 2018). Mixed methods research, as a
strategy, dates back to the 1950s and was further developed in the 1980s through to the present
times, with ongoing evolution of its associated language and concepts.(Maxwell, 2016). Since the
1990s, there has been a further evolution, which has seen a shift from convergence to integration of

gualitative and quantitative data (Maxwell, 2016).

The mixed methods approach is defined as the collection of both quantitative and qualitative data,
in distinct phases, with the integration of these data to produce research findings. This allows for
data integration of the same phenomenon using different methods, which is referred to as
triangulation. There are several levels where data integration may occur in mixed methods research:
at the design level; at the data collection level; at the data analysis level; or, at the

reporting/interpretation level (Doyle et al, 2016).

The strength of mixed methods is that it allows for increased confidence in the findings since the
data is corroborated from several sources (Creswell & Plano, 2018; Guetterman et al, 2015). This

approach generates broad knowledge of the subject matter under examination (Tashakkori &
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Teddlie, 2003b). Limitations to the research strategy include that it may be time consuming and
require expertise in both qualitative and quantitative methods (Holloway & Galvin, 2017; Tashakkori

& Teddlie, 2003a).

In the current research study, the quantitative analysis of data on deaths at the health care facility in
Study 1 informed the sample for the qualitative analysis for Studies 2 and 3. Specifically, the results
of the quantitative analysis of deaths informed the development of the questions for the interviews
and the focus of clinical scenarios in Study 2. The results from Study 1 also informed the cases of

unreported deaths identified for in-depth review in Study 3.

4.2.1 Explanatory Sequential Design
The explanatory sequential design describes how research is conducted in two phases (Creswell &
Plano Clark 2018). In phase one, quantitative data is collected and, in phase two, qualitative data is

collected. Phase two data is then integrated with phase one data to explain the results.

In step one, quantitative data were retrospectively collected from medical records. Data were
extracted and entered as a series of categorical variables in the Statistical Package for Social Sciences
(SPPS), to generate a unit record dataset. Data analysis occurred in step two, using bivariate
descriptive statistical techniques and the chi-square test. In steps three and four, data from steps
one and two were used to inform the development and conduct of the semi-structured interview
and clinical scenarios. In step five, the responses to the semi structured interviews and clinical
scenario were thematically analysed, using a content analysis. In step seven, data from steps one
and two were used to identify and analyse the sub-set of deaths where a reporting error was made.
Finally, in step eight, the integration of the results of both the quantitative and qualitative data
occurred, with identification of discussion points and implications for practice. There was connection
of the phases of data collection by utilising some of the findings from the quantitative data to inform
the development of both the interview questions and the clinical scenarios, with integration of the

outcomes within the discussion.

A visual representation of data collection and analysis is shown in Table 4.1.
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Table 4.1 Visual model of Mixed Methods Explanatory Sequential Design applied to

the current study

Steps

Procedure

Product

STUDY 1

Step 1: Quantitative

Data Collection

Step 2: Quantitative

Data Analysis

Retrospective audit of clinical
records for all deceased patients
over 12 months.

Data summaries
Chi-square

Categorical data entered into
a statistical program (SPSS).

- Bivariate descriptive
statistical analysis of deaths
with and without a reporting
error.

- Chi-square analysis of
deaths with and without a
reporting error.

STUDY 2

Step 3: Qualitative

Interview protocol
development

Clinical scenario
development

Step 4: Qualitative

- Data Collection

Step 5: Qualitative

Data Analysis

Development of semi structured
interview questions informed by
quantitative data

Recruitment of clinical staff by
means of existing forums

Conduct of key informant
interviews.
Conduct of clinical scenarios.

Content analysis of interviews.
Content analysis of clinical
scenario responses.

- Interview instrument.
- Clinical scenarios.
- Recruitment strategy.

- Interview audio files and
transcripts.
- Scenario responses.

- ldentification of themes
within recorded interview.

- ldentification of consensus in
decision making regarding
the clinical scenarios and if
they meet the reportable
criteria.

- Analysis of any comments
made in reference to the
decision making to be
themed for analysis.

STUDY 3

Step 6: Quantitative

Data Collection

Step 7: Quantitative

Data Analysis

INTEGRATION

Step 8: Integration of

results

Cases identified from Study 1:
retrospective audit of clinical
records.

In-depth review of deaths using
content analysis.

Interpretation and explanation of

guantitative and qualitative results.

- Case information extracted
from SPSS dataset.

- ldentification of
characteristics and themes
among deaths with a
reporting error.

- Discussion
- Implications
- Future research

Note. Adapted from Creswell and Plano Clark, 2018.
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4.3 Part 2: Methods

4.3.1 Setting

The site selected for the study was a tertiary referral hospital in metropolitan Melbourne, Victoria
Australia. Bed capacity consists of over 980 beds, across three separate sites, all offering a variety of
acute and sub-acute services. The facility provides healthcare, health professional education, and
research and is a long-established public health service. The services offered by the facility include a
comprehensive range of acute, sub-acute, mental health, outreach and outpatient services to the
local community. There are also several state-wide, specialist services offered. Maternity and
neonatal services are not provided by the hospital. Annually, there are over 100,000 inpatient
admissions and over 90,000 presentations to the Emergency Department (ED) (Austin Health, 2015).
These figures reflect the information for 2015, which contextualises the same year that the data for

the study were collected.

This site was selected as it was convenient to the researcher in relation to knowledge of policies,
processes and health care records management. It was also convenient in relation to access to
records and clinicians, which were key data sources for this study. This knowledge was acquired
from the researcher’s current employment at the site.

4.3.2 Ethics and Associated Approvals

To conduct this study, ethics approval was required from both the health care service and the
relevant institutional human research ethics committee, constituted in accordance with the National
Health and Medical Research Council (NHMRC). Ethics approval is required for any research involving
humans, to identify and outline mitigation strategies for risks posed by the research. Risk is defined
by the National Statement on Ethical Conduct in Human Research July 2018 as the potential for
harm, discomfort or inconvenience and includes the assessment of the likelihood and severity of

harm (NHMRC, 2018).

Following completion of the required documentation and submission to the health service low risk
ethics committee, the committee identified an issue that required resolution before the research
could commence, namely the management of significant underreporting by specific clinical unit or
individual. An escalation /reporting process was implemented collaboratively with the Chief Medical

Officer should the issue off performance be identified.

In addition, prior to approval by the health service, a letter of endorsement from the Coroners Court
of Victoria was required. The letter outlined support for the researcher’s study and any other

support that may have been required (see Appendix 4.1).
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The support of both the Chief Medical Officer (CMO) and the Chief Nursing Officer (CNO) was
obtained to ensure that the researcher had an avenue of discussion when auditing the medical

records or when performing the interviews, if any issues were identified.

If there had been the discovery by the researcher of individual sub-optimal clinical performance
pertaining to review and subsequent reporting of deaths to the Coroner, this would have been
raised in a de-identified manner, with the CMO and the CNO. Similarly, a discussion was held with
the Corporate Counsel of the health service regarding a process should an incident of sub optimal

performance become apparent. This met the requirements of the ethics committee

There was potential for an issue to have been identified in the retrospective audit of clinical notes of
deceased patients (Study 1) or in the semi-structured interviews (Study 2). Ethics approval for all
three studies was obtained from the health services low risk ethics committee in August of 2015
(LNR/15/XXX28) (see Appendix 4.2). Approval was also obtained from Monash University Human
Research Ethics Committee in August of 2015 (see Appendix 4.3).

4.3.3 Data Storage

All hard copy data was stored in a locked filing cabinet in the secured office of the student
researcher and was accessible only to the researchers named on this project. Electronic data was
stored in a restricted folder on a password protected computer with the passwords known to the
researcher. The data associated with, and generated for, the research will be stored for seven (7)
years in accordance with the National Statement on Ethical Conduct in Research Involving Humans
guidelines. Seven (7) years after the completion of the study, all paper records and electronic files
will be destroyed and deleted.

4.3.4 Data Use

De-identified aggregated data has been used for publication in peer-reviewed journals and at
conferences. However, individual level data was not used or shared. There were no safety risks
identified in the study, with minimal likelihood of any form of psychological or physical distress to

the participants.

4.4 Study One: Retrospective Audit of Clinical Notes

4.4.1 Additional Ethics Considerations

In addition to the ethics considerations outlined in Section 4.3.2 Ethics and Other Approvals, it was
determined that Study 1, Retrospective Audit of Clinical Notes, was low risk, as the data being
collected was from the scanned medical records of deceased patients. The primary considerations
were the confidentiality and data storage concerns. No consent was required, as the data collected

was audit in nature. Data were recorded in a de-identified manner directly into a Microsoft Excel
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spreadsheet. All hard copy and electronic data were stored in a locked filing cabinet in a locked office.
Electronic data were stored in a restricted folder on a password computer that was only accessible to

the researchers named on the project.

4.4.2 Research Design

The research design was a retrospective case series study of the population of inpatient deaths at
one heath care facility during one calendar year. A retrospective case series review is an objective
and structured method of reviewing clinical notes that is widely used. (Hogan, 2015). The study
population (inpatient deaths) was followed over time to determine whether or not the outcome of
interest (inpatient death reported to the Coroner) occurred and whether the factors of interest

(deceased demographics, death details, and reporting details) were associated with the outcome.
4.4.3 Data Sources

The data sources for this study comprised (i) the health care facility’s electronic clinical information

system and (ii) the deceased patient’s medical record.
(i) Electronic clinical information system

The clinical information system is a data warehouse where each episode of information is
collated from a variety of clinical information sources. The data can be filtered to determine
variables, such as separation destination (for example, nursing home, home or death), admission
and discharge clinical units providing care for the inpatients, date and time of admission and
discharge /death, and other data, such as costing information. The warehouse data are updated
each night and are used predominately for reporting data, not for monitoring, therefore are not

regarded as “real-time” data.
(ii) Scanned medical records

Each individual clinical note of the patient is scanned, on the patient’s discharge from the
facility, by hospital information services staff. These are then able to be accessed by staff via the
hospital’s information technology platform, which is password protected and has its access able

to be tracked. Filtering of the notes is available for each patient episode (or admission).

4.4.4 Definitions

Death
The definition of death, as per Section 41 of the Human Tissue Act 1982 (Vic) is as follows.
A person is deemed to have died when there is:

() irreversible cessation of circulation of blood in the body of the person; or

(ii) irreversible cessation of all function of the brain of the person.
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For the purpose of this study, death was defined as an inpatient separation with documentation of

discharge destination as death.
Inpatient

An inpatient admission is described by the clinical research data warehouse schema guide as an

episode of care from admission to discharge (Austin Health, 2018).
Reportable Death

A reportable death was defined in accordance with the Coroners Act 2008 (Vic). According to the

Act, the death of a person is reportable if:

1. the body isin Victoria; or (b) the death occurred in Victoria; or (c) the cause of the death
occurred in Victoria; or (d) the person ordinarily resided in Victoria at the time of death- and
the death was a death specified in subsection (2).

2. Forthe purposes of subsection 1, the deaths are:

(a) adeath that appears to have been unexpected, unnatural or violent or to have resulted,
directly or indirectly, from an accident or injury; or a death that occurs

(b) (i) during a medical procedure or (ii) following a medical procedure where the death is or
may be causally related to the medical procedure, and a registered medical practitioner
would not, immediately before the procedure was undertaken, have reasonably expected
the death; or

(c) the death of a person who immediately before death was a person placed in custody or
care; or

(d) a death that occurs in Victoria if a notice under section 37 (1) of the Births, Deaths and
Marriages Registration Act 1996 has not been signed and is not likely to be signed. (Coroners
Act, 2008 (Vic).

4.4.5 Eligibility Criteria

The inclusion criteria for the study comprised:
1. aperson admitted as an inpatient of the heath care facility at the time of their death; and
2. adeath that occurred during the study period calendar year.

Cases were excluded from the study if it was established that a person was deceased prior to
arriving at the health care facility or prior to being admitted to the health care facility.

4.4.6 Case ldentification

Inpatient deaths that occurred at the health care facility during the study period were identified

using the electronic clinical information system to determine which inpatients were deceased. The
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system was accessed electronically and the inpatient separations where the destination was

documented as death were copied into an excel spreadsheet for analysis.

The scanned medical records of the identified cases were then accessed and reviewed to ensure that

the case met the inclusion criteria of an inpatient death.

4.4.7 Variables

The selection of independent variables was informed partially from the convenience of data
accessibility, to illustrate the patient population of the healthcare facility. These variables, such as
those contained in the demographic information, were used to illustrate the population of the
healthcare facility. This also allowed the opportunity to examine the healthcare factors, as per

clinical units caring for the patients, and to investigate whether these influenced the death reporting

The outcome was defined as whether or not there was an error in reporting an inpatient’s death to

the Coroner by the clinician in the health service.
This created two no-error categories and two categories where errors were identified:

o (i) reportable death and reported to the Coroner; or not reportable death and not
reported to the Coroner, and,
o (ii) reportable death and not reported to the Coroner; or not reportable death and

reported to the Coroner.

An error was determined by considering whether the cause of death met one of the criteria of a
reportable death defined in the Coroners Act 2008 (Vic); and whether the death was reported to the

Coroner.

The dependent and independent variables are shown in Table 4.2.
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Table 4.2 Study dependent and independent variables and categories

Variable Category
ADMINISTRATION

ID number Digit unique identifier
DEPENDENT VARIABLE

Reporting Error Code

Reporting Error Categories

1 = No reporting error

2 = Reporting error

1 = Reportable Death AND Reported to CCOV

2 = NOT Reportable Death AND NOT Reported to CCOV
3 = Reportable Death AND NOT Reported to CCOV

4 = NOT Reportable Death AND Reported to CCOV

INDEPENDENT VARIABLES
Demographics
Age group

Gender

Death Details
Ward/Clinical Unit

Time of death

Day of death

Length of stay (for last admission)

Reporting Details

Level of experience of clinician
reporting death
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1 =<30 years

2 = 30-39 years
3 =40-49 years
4 = 50-59 years
5 = 60-69 years
6 = 70-79 years
7 = 80+ years

1 = Female

2 = Male

1 = Cancer and Neurosciences
2 = Surgery

3 = Medicine

4 = Continuing care
5 = Other

1 = 2400-06:00

2 =06:01-12:00
3=12:01-18:00

4 = 1801:2400

1 = Weekday

2 =Weekend

1 =0-9 days

2 =10-19 days

3 = 20+ days

1 = Consultant

2 = Hospital Medical Officer
3 = Registrar

4 = Resident

5 =Intern



Documentation of communication 1=Yes
with CCOV 2=No
Reportable criteria 1 = Not Reported
2 = Unexpected death
3 = Violent or unnatural
4 = Accident or injury
5 = Medical procedure
6 = In care
7 = No death certificate / cause of death

4.4.8 Data Collection

Deaths that met the inclusion criteria were systematically reviewed using a structured audit tool (see
Appendix 4.4). This structure was applied to record information for each eligible case into a
Microsoft Excel spreadsheet, to generate a unit record dataset. The dataset was exported to SPSS for
data preparation and analysis.

4.4.9 Data Preparation

Univariate and bivariate preliminary analyses were conducted using SPSS to identify missing or
miscoded data and identify the frequency of cases in each category. Where data were missing or
appeared to be miscoded, the scanned medical record for the case was re-reviewed. Where
categories had less than five observations, consideration was given to collapsing categories while

ensuring the variable remained meaningful.

4.4.10 Data Analysis

The variables generated for the case series study were categorical and related to the deceased’s
demographics, the details of the death and the death certification. To test whether the variables in
these factors were associated with an error in reporting the death to the Coroner, a combination of

descriptive and analytic statistical tests were conducted.

Descriptive statistics, specifically cross-tabulations, were performed between all independent
variables (e.g. age group, gender, ward, length of stay, etc.) and the dependent variable (reporting
error). These cross-tabulations were conducted to examine the frequency and proportion for each
category of the independent variable. A chi square test was then performed to determine whether
there was a statistically significant difference between the error in reporting and no-error in the
reporting groups (Schneider, Whitehead, LoBiondo-Wood, & Haber, 2014). Further cross-tabulations
were conducted between each independent variable and the dependent variable (all categories) to

identify reporting and non-reporting patterns.
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4.5 Connection of the Qualitative and Quantitative phases

The information that was obtained from the data collection and early analysis informed the

development of the clinical scenarios and semi-structured interview questions.

4.6 Study2A Key Informant Interviews

Study 2 was subdivided into two components: Study 2A key informant interviews with clinicians; and
Study 2B clinical scenarios, completed by clinicians and practising coroners.

4.6.1 Additional Ethics Considerations

In addition to the ethics considerations outlined in Section 4.3.2 Ethics and Other Approvals, Study 2A
included recorded interviews and completion of clinical scenarios (paper-based). This required
consideration of additional ethical issues, specifically privacy, informed consent and data storage.
Prior to commencement of the interviews, each participant was given an explanatory statement. The
explanatory statement described the study, including the aims and the options for withdrawal from
the study at any time during the data collection. No participants took up the option to withdraw. There
was opportunity for any questions pertaining to the study to be raised at this time. Signed consent
was then obtained for both the semi-structured interviews and the completion of the clinical

scenarios. The interviews were conducted in a private office space.

All interviews were audio recorded onto the researcher’s password protected laptop computer and
saved as a coded identity. To maintain confidentiality, each of the participants were assigned a
number and code to designate their profession and experience, for example: 1 RNY1, (Registered
Nurse Year 1), 1 DRY2 (Doctor Year 2). The data were stored on a password-protected computer. There

was no other identifying information attached to the data.

4.6.2 Research Design

The research design was a qualitative interview study. Interviews are a commonly used and popular
tool for qualitative data collection, and there are a variety of types of interview processes that can
be used. For this study, a semi-structured interview format was selected. This format is best used
when the researcher has the knowledge of what they want to determine but is uncertain of the
expected response (Morse, 2010). The researcher uses the broad topic that they are interested in to
guide the interview. This broad focus allows for analysis and comparison of the participant’s

responses whilst still allowing for some flexibility in the information shared.

This type of interview also allows for participants to have the flexibility to tell a “story” to
demonstrate key components of their answers, and adds depth, as well. Similarly, the use of open
guestioning techniques enhances the depth of the responses (Jirojwong & Welch, 2011, Schneider et

al, 2014).
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4.6.3 Participant Recruitment

A convenience sample of participants (clinicians) was accessed via a variety of clinical forums,
including the weekly surgical audit review, unit mortality and morbidity meetings and grand rounds.
Clinicians at other forums, such as clinical review panels where cases are reviewed by a multi-
disciplinary group, were also included. In hospitals ,deaths are predominately reported to the
coroner by the medical staff, but it is a requirement within the Coroners Act, Vic (2009) that any
person who believes that a death meets the reportable criteria has a responsibility to report the
death, hence the inclusion of nursing staff. Nursing staff can also influential in the recognition of
reportable deaths and the subsequent reporting to the Coroner by medical staff. Following a
description of the study outline, a verbal expression of interest was called for and then followed up

with further information.

In this context, convenience sampling indicates non-probability sampling, in which the participants
are sampled as they are “convenient” sources of data for the researchers, i.e., they are available and
able to participate. Support was also given by the Chief Medical Officer and the Chief Nursing Officer

to allow the researcher access to these forums. There were no exclusion criteria for participants.

There was also an opportunity for practising Victorian coroners to complete the clinical scenarios at
a national conference. The researcher was discussing the study with one of the coroners who
offered to complete the scenarios. This then snowballed to the other coroners in attendance,
resulting in completion of the scenarios by the group.

4.6.4 Instrument Used for Interviews

The interview instrument was developed (see Appendix 4.5). The questions were designed to
examine the clinicians’ understanding of the criteria for reporting an inpatient death to the Coroners
Court of Victoria (CCOV) and why death investigation is required. Questions were also included to
identify barriers or enablers to the death-reporting process, whether internally or externally, to the
health care facility. A pilot of the questions occurred with a clinician who was working within the
clinical governance unit, to determine their face validity. There was no refinement of the questions
required after this review.

4.6.5 Data Collection

Development of the interview questions
The interview questions were designed to probe and identify clinicians’ understandings of deaths, in

particular, those which met the criteria for reporting to the CCOV. The interviews also provided an
opportunity to explore several aspects of reporting, including the reasons why participants believed

reporting was required and if there were any identified enablers or barriers, internally or externally,
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to this process. The semi-structured interview approach enabled the participants to make any

further comments, prior to the interview being completed.

Procedure

Each interview was conducted face-to-face at a mutually convenient time and location for the
participant, in a quiet and private area away from distractions. The researcher made general
conversation prior to the interview commencing, to put the participant at ease. Moore, (2012)
describes the challenge of research positionality whereby the researcher is seen as an “insider” to
the group or “outsider” to the group and the ability to separate the roles. Although the participants
were all known to the researcher, as they were employed in the same health care facility, the

researcher had no line of authority over them, therefore establishment of rapport was not difficult

The explanatory statement was provided to each participant and time was allowed for the document
to be completely read (see Appendix 4.6). Participants were reminded of the study aims and the
option for withdrawal at any time. An opportunity for clarification of any details was also offered by
the researcher prior to commencement of the interview. Further explanation was provided

regarding the audio recording of the interview and how the data would be managed and stored.

The participants were each given a consent form to read, sign and date and return to the researcher.
There was reinforcement that the interview would be transcribed at a later time for review by the
researcher and supervisors, as required. When the participants were ready to begin the interview,

the recording and questions were commenced.

Data Recording and Transcription
Each interview was audio recorded using the recording capability on the researcher’s lap top

computer. The recordings were saved in a password protected drive for transcription. Following the
interviews, each recording was transcribed by a transcription service into a Word document, to allow
for analysis. The researcher listened to each recording immediately after the interview, to ensure
that it was audible and able to be understood easily. This also allows for immersion in the data, to
ensure familiarity with the entire content (Braun & Clarke, 2006). The recordings were professionally
transcribed, verbatim, into a Microsoft Word format. Each of the interviews was coded as N1, N2,
D1, or D2 (Nurse 1, Nurse 2, Doctor 1, Doctor 2, etc.) depending upon their professional group, to

maintain confidentiality.

Field notes were taken by the researcher after each interview, to summarise how the interview had
progressed. These notes were reviewed whilst the researcher was listening to the transcripts, to

assist in “setting the scene” and to support the identification of any nuances during the recording.
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Once the recording had been transcribed, the transcript was again checked against the recording for

accuracy.

4.6.6 Data Analysis

Data Preparation
The transcripts were reviewed and any gaps in the documentation were checked and completed by

repeated listening to the recordings. To prepare for the analysis, each of the questions was entered
into a table and numbered. The responses were recorded as D1, N1, etc., for the main theme of the
response. Each of the interviews was conducted face-to -face and was audio recorded, and the
content of each interview was transcribed. Each of the transcripts was then thematically analysed,
following Braun and Clarkes’ (2006) procedure as a guide. In this procedure there are six steps
outlined to ensure a systematic method of analysis (Braun & Clarke, 2006). The six steps are outlined

in Table 4.3

Analytic Procedure

Table 4.3 Braun and Clarke’s (2006) thematic analyses guidelines

Steps in Guidelines Descriptors

Step 1. Familiarisation with the data In the first step the researcher became fully
immersed in the data by reading and re-
reading the transcripts of the recording and
listening to the audio recording multiple times
to assist in becoming familiar and embedded in
the data.

Step 2. Generating initial codes Broad discussion points within the data were
identified and these preliminary codes or words
gave some prompts as to the information
obtained.

Step 3.Searching for themes In this step the data was split according to
identified themes and subthemes and how they
relate to each other, and there was some
integration of the themes and the code words
at this time by the researcher.

Step 4. Reviewing themes Further review of the data to identify the
ongoing appropriateness of the themes
occurred by the researcher.

Step 5. Defining and naming themes Further review of the themes and definition of
any subthemes with ongoing analysis. For
example the theme “Lack of awareness (of
reporting requirements ) with subthemes such
as “accountability” and “blame”

Step 6. Producing the report In the final stage, the themes as they were
identified were described, grouped and
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Steps in Guidelines Descriptors

analysed in full, supporting the requirements to
provide evidence to answer the research
questions.

Note. Adapted from Braun and Clarke (2006).

4.6.7 Reflection

Reflection was important during this research project, particularly within this interview phase. As
already stated, after each of the interviews had occurred, the researcher wrote notes of any
thoughts or impressions that were presented by the participants during the interview process.
Listening to the recordings immediately after the interview also allowed the researcher the
opportunity to modify the way questions were presented to the participants, and to review pauses
for answers during the interview. There were no changes made to the actual questions being asked,
but there was some modification to the technique in delivering the questions by the researcher. This
included allowing more time for the participant to consider and respond to the questions and

providing non verbal feedback.

4.7 Study 2B: Clinical Scenarios

4.7.1 Additional Ethics Considerations

In addition to the ethics considerations outlined in Section 4.3.2 Ethics and Other Approvals, Study 2B
included completion of clinical scenarios (paper-based). As for the collection of data for the semi
structured interviews, the primary considerations for the clinical scenarios were confidentiality and
data storage. Informed consent was obtained prior to the interviews with the clinicians, for both the
interviews and the completion of the clinical scenarios. The data collected from the scenarios were
collected and entered onto an Excel spreadsheet. All hard copy and electronic data were stored in a
locked filing cabinet in a locked office. The computer used for the study was password protected and
accessible only to the researchers named on this project. As noted previously, if there were clinicians
identified as performing at a sub-optimal level, this would have been raised with the CMO/CNO for

their review and information.

4.7.2 Research Design

The clinical scenarios were “real life” situations that were used to evaluate the clinicians’
understanding of deaths that met the reportable criteria. The scenarios were presented as a
structured tool, with the opportunity for the participants to comment on their decision making.
4.7.3 Participant Recruitment

See Section 4.3.5.3 Participant Recruitment.
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4.7.4 Clinical Scenario

Ten clinical scenarios were developed from a combination of information obtained during the
retrospective audit of medical records, data from sentinel event reports and AIHW (Chapter 6) and
the researcher’s knowledge of commonly occurring deaths within the health care setting. To ensure
that each of the scenarios was accurate in representing a cross section of the deaths in health care,
and to confirm this face validity, an experienced Victorian Coroner reviewed each clinical scenario to

determine “definitively” which deaths met the reportable criteria (Schneider et al, 2014).

4.7.5 Data collection

Each of the clinical scenarios were also completed by the 22 clinicians complementing the data that

was collected during the semi-structured interviews.

Following the semi-structured interview, participants were given a hard copy of ten clinical
scenarios. For each scenario, the participants were asked to record whether they believed that the
death described met the criteria to be reported to the Coroner. If the death was thought to be
reportable, the participants were given the opportunity to document any comments regarding their
decision-making process. This included rationale as to why the clinician believed the death met the
reportable criteria. Each of the participant’s answer sheets were coded the same as for the
interviews, as N1, N2, etc.

The clinical scenarios were also completed by seven of the practising Victorian Coroners as an expert
panel, to obtain their opinions on whether the death was reportable and any other accompanying
comments and the rationale for their decision making. The Coroners were designated as C1, C2, etc.
and this information was reviewed in conjunction with the answers and comments offered by the 22

clinicians.

The participant’s assessment of each of the ten scenarios and comments was recorded in a

Microsoft Excel spreadsheet.

4.7.6 Data Analysis

The participants were asked to nominate if they believed that the death met the reportable criteria
and, if so, their rationale for the decision. The data was collected as yes (reportable criteria) or no
(not reportable criteria). Any comments made regarding the scenarios were thematically analysed,

similar to the process for the interview data.
4.7.7 Sources and control of bias

At no time during either the performance of the interviews or during the completion of the
scenarios did the researcher offer any opinion or feedback to the participants. The researcher had

no direct line management over any of the participants who were involved in the study, although
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they were all known to the researcher. Selection bias was avoided by the voluntary recruitment

process for the participants.

4.8 Study 3: In-depth Review of Deaths where a reporting error was identified.
4.8.1 Additional Ethics Considerations
The ethical considerations of previous phases of the study, regarding confidentiality and data

storage, were maintained for Study 3.

4.8.2 Research Design

A qualitative, in-depth case review was performed for the cohort of deaths identified for Study 3
from the data collected in Study 1 (i.e., retrospective audit of clinical records). In this group of
deaths, a reporting error was identified and there was further thematic analysis of this group of

deaths.

4.8.3 Data Collection

Within the group of inpatient deaths identified in Study 1, there was a sub-group of deaths where a

reporting error was identified, and these deaths required further review.
4.8.4 Data Analysis

The analysis of the cases identified in Study 3 followed the same process as for Study 1. The data

were categorised under the reportable criteria defined in the Coroners Act 2008 (Vic.).

4.9 Chapter Summary

This chapter described the methodological approach and methods selected and applied to conduct
the current study. A description of the mixed methods research strategy of explanatory sequential
design was provided. This research strategy entails the collection and analysis of quantitative data

followed by qualitative data collection and analysis.

This was followed by a description of the quantitative methods applied in Study 1 to conduct a
retrospective case series study, using data collected from scanned medical records with an audit tool
and then statistically analysed. The qualitative methods applied to collect and analyse data
generated from semi-structured interviews and clinical scenarios with clinicians were also described
in study two. These included the application of thematic analysis. Thematic analysis was also
undertaken following an in-depth analysis of the cohort of deaths identified as having a reporting

error, study three).

Chapters 5 and 6 will describe the results of both the quantitative and the qualitative data collection
and analysis respectively. Specifically, Chapter 5 will comprise the results and discussion of study 1,
the retrospective medical record audit, and Chapter 6 will report the results and discussion of the

thematic analysis of the semi-structured interviews and clinical scenarios in study 2.
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Chapter 7 will present an in- depth discussion of the findings and results of the cases determined in
study 3 where there was a reporting error identified. The final chapter, Chapter 8 will describe the
recommendations and implications for practice that have been identified as a result of this study.

84



Chapter 5. Results and Discussion — Study1 Retrospective Audit

Let whoever is in charge keep this simple question in her head (not how can | always do this right
thing myself, but) how can | provide for this right thing to always be done? Florence Nightingale
(1859/1946)

5.1 Introduction

This chapter presents the results of Study 1, the retrospective audit of clinical notes, and the findings
will be discussed. These results and discussion examine the frequency and characteristics of deaths
at one health care facility during one calendar year. Study 1 data was collected from the
retrospective audit of the medical records of inpatients who had died in the study healthcare facility.
This chapter is arranged as follows. Firstly, the stratification of the data is described, according to
whether the correct reporting process was followed or not. Secondly, the findings of the audit are
presented by the demographic details, the details of the death and of the reporting processes. These
findings are then discussed within the chapter.
The data were stratified into two groups: 1) correct reporting process; and 2) incorrect reporting
process. If the correct reporting process was followed, this indicated that the death met the criteria
for reporting (i.e., was reportable) to the CCOV and was reported or that the death did not meet the
reportable criteria and was not reported. The incorrect reporting process group indicated that the
death did not meet the reportable criteria (i.e., was not reportable) but was reported to the CCOV or
the death did meet the reportable criteria but was not reported to the CCOV. A descriptive statistical
overview of the deaths is presented by:
1. Demographic characteristics, including:

e the sex of the deceased patients whose medical records were reviewed; and

e the age group of the deceased patients, sub-categorised into seven groups.
2. Death details, which include:

e the ward in which the patient was recorded as having died;

e the time of death, as documented in the medical records;

e the day of the week that the death occurred;

e the length of stay, sub-categorised into five groups; and

e the level of experience of the clinician who documented the patient’s death.
3. Reporting details, which include:

e any documentation of any discussion with the CCOV; and

e the criteria under which the death may have been reported.
These data were also utilised to assist in the development of the clinical scenarios and the questions

for the semi-structured interviews (Study 2). The results of this analysis are presented in Chapter 6.
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5.2 Overview of Results

The audit identified 1,262 deaths that occurred at the health service during the one-year study
period. Among these 1,262 deaths, the correct reporting process was followed or there was no
reporting error in 1,198 deaths (94.9%). In the remaining 64 deaths (5.1%), there were errors in

reporting to the CCOV or incorrect reporting processes occurred (Table 5.1).

Further analysis of these groups, by the deceased patient’s demographics (age group and sex),
showed that both groups ranged in age from 18 to 103 years. In the correct reporting process group,
the median age was 79 years (interquartile range, 68-87 years) and in the incorrect reporting process
group the median age was 77.5 years (interquartile range, 66.7-89 years). A chi square analysis was
not completed for each age group due to the expected count being less than five in the three
youngest age categories (< 30 years, 30-39 years and 40-49 years). Sub-group analysis of the
deceased patient’s sex showed that there was a slightly greater proportion of males than females in
both groups (54.4% in the correct reporting process group and 53.1% in the incorrect reporting
process group). The results of a chi square analysis showed that this difference was not statistically

significant.

For the details surrounding a death, further analysis was conducted on the clinical area overseeing
the care of the deceased at the time of death, time and day of death, and the deceased patient’s
length of stay in the health care facility. For the analysis of the clinical area overseeing the care of
the deceased, most of the deaths, both in the correct reporting process group and the incorrect
reporting process group, occurred in the Cancer and Neuroscience (48.7% and 34.4%, respectively)
and in the Medicine (38.9% and 54.7%, respectively) areas. A chi square analysis could not be
performed, due to the expected count in the areas of Surgery, Continuing Care and Other being less

than five.

Further analysis of time of death showed that the highest number of deaths occurred in the 1201 to
1800 hours timeframe, for both the correct reporting process group (45.7%) and the incorrect
reporting process group (56.3%). The results of a chi square analysis showed that there was no
statistically significant difference observed between groups for time of death. Further analysis of
day-of-death data showed that approximately 75% of deaths in both groups occurred on weekdays
(73.0% for the correct reporting process group and 78.1% for the incorrect reporting process group).
Results of a chi square analysis showed that there was no statistically significant difference between
groups for the day that death occurred. Further analysis of the deceased patient’s length of stay in
hospital showed that the majority of cases in both groups were in the 0 to 9 days category (67.4%

for the correct reporting process group and 70.3% for the incorrect reporting process group). There
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were no statistically significant differences observed between the two groups for a deceased

patient’s length of stay.

For the reporting details, further analysis was conducted on clinician level of experience, evidence of

discussion with the CCOV regarding reportability, and the criteria under which the death was

reported. For clinician level of experience, the majority of the cases in the correct reporting process

group were reported by the registrar/resident level clinician (72.2%), which was also reflected in the

incorrect reporting process group (60.9%). No chi square analysis could be performed for the

clinician level of experience, due to the count being less than five for the categories of Consultant,

HMO and Intern. Further analysis of evidence of discussion with the staff of the CCOV showed that,

in the majority of deaths, there was no discussion for both the correct reporting process group

(83.4%) and the incorrect reporting process group (65.6%). Results of a chi square analysis showed

that there was a statistically significant difference between groups for evidence of discussion with

the CCOV regarding the reportability of death (y2(1) = 13.272, p = 0.000*). Further analysis of the

criteria for which death was to be reported showed that the majority of deaths in the correct

reporting process group were categorised as Not Reportable (84.6%). The majority of deaths in the

incorrect reporting process group were in the criteria for reportable deaths, due to the expected

count being less than five in the In care, Medical procedure, and the Violent/unnatural groups.

Table 5.1 Overview of cases

No Error Reporting Error Reporting Total Results of Statistical
to CCOV to CCOV Tests

n % n % n
DEMOGRAPHICS
Age Group NB 3 cells (21.4%) have

expected count less than

<30 Years 9 0.8 1 1.6 10 5.
30-39 Years 17 1.4 1 1.6 18
40-49 Years 52 4.3 3 4.7 55
50-59 Years 105 8.8 6 9.4 111
60-69 Years 160 134 6 9.4 166
70-79 Years 282 23.5 19 29.7 301
80+ Years 573 47.8 28 43.8 601
Total 1198 100.0 64 100.0 1262
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No Error Reporting  Error Reporting Total Results of Statistical
to CCOV to CCOV Tests
n % n % n
Sex ¥2(1) = 0.041, p = 0.839
Female 546 45.6 30 46.9 576
Male 652 54.4 34 531 686
Total 1198 100.0 64 100.0 1262
DEATH DETAILS
Ward NB 3 cells (30.0%) have
expected count less than
Cancer and Neuroscience 584 48.7 22 34.4 606 -
Surgery 89 7.4 4 6.3 93
Medicine 466 38.9 35 54.7 501
Continuing Care 53 4.4 2 3.1 55
Other 6 0.5 1 1.6 7
Total 1198 100.0 64 100.0 1262
Time of Death x%(3) = 7.347, p=0.062
2400-0600 277 23.1 8 125 285
0601-1200 298 24.9 19 29.7 317
1201-1800 547 45.7 36 56.3 583
1801-2400 76 6.3 1 1.6 77
Total 1198 100.0 64 100.0 1262
x2(1) = 8.28, p = 0.363

Weekday 874 73.0 50 78.1 924
Weekend 324 27.0 14 21.9 338
Total 1198 100.0 64 100.0 1262
Length of Stay x2(2) =0.544, p = 0.762
0-9 days 807 67.4 45 70.3 852
10-19 days 200 16.7 11 17.2 211
20+ days 191 15.9 8 125 199
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No Error Reporting  Error Reporting Total Results of Statistical
to CCOV to CCOV Tests
n % n % n

Total 1198 100.0 64 100.0 1262

REPORTING DETAILS

Level of Experience NB 6 cells (60.0%) have
expected count less than

Consultant 2 0.2 1 1.6 3 5

HMO 3 0.3 - - 3

Registrar 865 72.2 39 60.9 904

Resident 327 27.3 22 344 349

Intern 1 0.1 2 31 3

Total 1198 100.0 64 100.0 1262

CCOV Discussion x2(1) = 13.272, p = 0.000*

Yes 199 16.6 22 34.4 221

No 999 83.4 42 65.6 1041

Total 1198 100.0 64 100.0 1262

Criteria for Reportable Death NB 6 cells (42.9%) have
expected count less than

Not Reportable 1014 84.6 6 9.4 1020 o

Unexpected 8 0.7 5 7.8 13

Violent or unnatural 11 0.9 - - 11

Accident or injury 87 7.3 39 60.9 126

Medical procedure 15 1.3 3 4.7 18

In care 3 0.3 1 1.6 4

No death certificate / cause 60 5.0 10 15.6 70

of death

Total 1198 100.0 64 100.0 1262

Note: Chi square analyses were not conducted due to small frequencies in some categories.

* statistically significant at 0.05.
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5.3 Detailed Results and discussion of findings

A sub-group analysis of these reporting groups was conducted, by further stratifying the correct
reporting process and incorrect reporting process groups. The correct reporting process group was
stratified into reportable and reported and not reportable and not reported. The incorrect reporting

process group was stratified into not reportable and reported and reportable and not reported.
The results and findings are presented under the categories of:

(i) demographic characteristics, including sex and age group;

(ii) Death details which includes the ward area, the time and day of week of the death, the
length of stay and the level of experience of the clinician reporting the death;

(iii) Reporting details, including documentation of discussion with CCOV and a review of which

reportable criteria was met by the death.
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5.3.1 Demographic Details

5.3.1.1 Sex

Table 5.2 Demographic Details - Details by sex

CORRECT REPORTING PROCESS

INCORRECT REPORTING PROCESS

Reportable AND NOT Reportable Total Correct NOT Reportable Reportable AND Total Incorrect Grand Total
Reported AND NOT Reporting Process AND Reported NOT Reported Reporting Process
Reported
Sex n % n % n % n % n % n % n %
Female 81 44.5 465 45.8 546 45.6 5 41.7 25 48.1 30 46.9 576 45.6
Male 101 55.5 551 54.2 652 54.4 7 58.3 27 51.9 34 53.1 686 54.4
Total 182 100.0 1016 100.0 1198 100.0 12 100.0 52 100.0 64 100.0 1262 100.0
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An analysis was conducted of reporting of death by the sex of the patient that died in hospital. In the
correct reporting process group, 54.4% (n=652) were male and 45.6% (n=546) were female. Further
analysis of the correct reporting process group showed minimal difference in the proportions by sex.
In the incorrect reporting process group, there were 53.1% (n=34) males and 46.9% (n=30) females.
Sub-group analysis showed that sex differences were greater in the not reportable and reported
group (58.3% male) than the reportable and not reported group (51.9% male) (Table 5.2). The
demographic data reflected contemporary Australian society with an even distribution between
male and females. The population is living longer with the life expectancy of a male at birth in 2016-
2018 was 80.7 years and for females, it was 84.9 years (Australian Bureau of Statistics (ABS), 2018).
The Australian Institute of Health and Welfare (AIHW) reports that the median age of deaths in 2017
was 81.0 years nationally, and that 51 % of the population aged between 65-74 years were female,
and 54% aged between 75-84 years (AIHW, 2018).
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5.3.1.2 Age Group

Table 5.3 Demographic Details - Details by age group

CORRECT REPORTING PROCESS

INCORRECT REPORTING PROCESS

Reportable AND NOT Reportable Total Correct NOT Reportable Reportable AND Total Incorrect Grand Total
Reported AND NOT Reporting Process AND Reported NOT Reported Reporting Process
Reported
Age Group n % n % n % n % n % n % n %
<30 Years 2.7 4 0.4 9 0.8 - - 1 1.6 1 1.6 10 0.8
30-39 Years 5 2.7 12 1.2 17 1.4 - - 1 1.6 1 1.6 18 14
40-49 Years 14 7.7 38 3.7 52 4.3 1 8.3 2 4.7 3 4.7 55 4.4
50-59 Years 15 8.2 90 8.9 105 8.8 4 33.3 2 9.4 6 9.4 111 8.8
60-69 Years 17 9.3 143 14.1 160 134 2 16.7 4 9.4 6 9.4 166 13.2
70-79 Years 30 16.5 252 24.8 282 23.5 2 16.7 17 29.7 19 29.7 301 23.9
80+ Years 96 52.7 477 46.9 573 47.8 3 25.0 25 43.8 28 43.8 601 47.6
Total 182 100.0 1016 100.0 1198 100.0 12 100.0 52 100.0 64 100.0 1262 100.0
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To analyse the age of the deceased patient, the ages were sub categorised into seven groups.

In the incorrect reporting process group, 43.8% (n=28) of the deaths were in the 80+ years age
group. Further sub-category analysis of this group, the not reportable but reported group, showed
that 33.3% (n=4) of the deaths occurred in the age group of 50-59 years and, for the reportable, but
not reported group, 43.8% (n=25) of the deaths occurred in the 80+years age group (Table 5.3).

The age range of the cases was 18-103 years. There is a small group of paediatric inpatients serviced
at the healthcare facility which is grouped within the cases in the under 30 years age group. The 70+
years age group, by comparison, comprised 70% of the deaths (n=855) in the correct reporting
process group. In the group where the incorrect reporting process was identified (n=47), 73.5% of

this group were aged 70 years and older.

The national ageing population is also represented within these findings. The majority of deaths at
the health care facility occurred in the 70 years and older age group. The Australian Bureau of
Statistics (ABS) describes a steady increase in the number of older people (defined as aged 65 years
and older) over the last century, equally for both males and females (ABS, 2018). The contribution of
decreased death rates, higher healthcare standards and declining birth rate, are all acknowledged.
Similarly, the Australian Institute of Health and Welfare (AIHW) describe approximately 15% (over
3.6 million people) as being aged 65 years or older in 2017 (AIHW, 2018).

The leading cause of death among older Australians is coronary heart disease (AIHW, 2018). The
majority of patients with coronary heart disease at the study healthcare facility would be
categorised as medical patients. This was one of the categories with the largest number of deaths
identified in the data in both the correct reporting process group (n=466, 38.9%) and the incorrect
reporting process groups (n=35, 54.7%). The other clinical units in the study hospital where there
was a large volume of death rates was in the cancer and neuroscience clinical unit. In this unit, there
were 584 deaths (48.7%) documented as occurring in the correct reporting process group, and 22
deaths, (34.4%) in the incorrect reporting process groups. Patients who are being cared for by the
palliative care services are included in the cancer and neurosciences units, so it would be expected

that the numbers in this service would be high.

Of note, the leading causes of death in older people are medical conditions (Table 5.4). Not
surprisingly, at the study facility, patients may have been admitted under one unit initially, and then
transferred to palliative care for their ongoing management. For example, a patient may be
admitted under the stroke clinical unit and then be transferred to palliative care for the final part of
their admission. For each of the deceased patients, the last admission records were reviewed which

may also have influenced the cases within specific units, such as the cancer and neurosciences
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clinical unit. This may be relevant in the cases where the incorrect reporting process groups was

identified (n=64) as at times, events or clinical conditions earlier in the admission may not be

identified by clinicians and this may impact on reporting of the deaths. A prolonged hospitalisation

or difficulty in accessing the electronic clinical notes from during the admission may also be factors

that influence the reporting process. This may be an opportunity to review the processes of

documentation that occurs during a patient’s admission to ensure that there are summaries of any

relevant events are not omitted which may inform the communication and review process should

the patient die during the admission.

Table 5.4 Five leading causes of death for all older Australians 2015-2017 (AIHW, 2018)

Leading causes of death 65-74 years 75-84 years 85 years and over

(most frequent)

1 Cancer (Lung) Coronary heart disease Coronary heart disease

2 Coronary heart disease Dementia and Alzheimer | Dementia and Alzheimer
disease disease

3 Chronic obstructive Cerebrovascular disease | Cerebrovascular disease

pulmonary disease
4 Cancer (Colorectal) Cancer (Lung) Chronic obstructive
pulmonary disease

5 Cerebrovascular disease | Chronic obstructive Heart failure and

pulmonary disease complications

Source: Modified from AIHW (www.aihw.gov.au)
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5.3.2 Death Details
5.3.2.1 Ward

Table 5.5 Death Details - Details by ward area where death occurred

CORRECT REPORTING PROCESS

INCORRECT REPORTING PROCESS

Reportable AND NOT Reportable AND Total Correct NOT Reportable AND Reportable AND NOT Total Incorrect Grand Total
Reported NOT Reported Reporting Process Reported Reported Reporting Process

Ward n % n % n % n % n % n % n %
Cancer and 48 26.4 536 52.8 584 48.7 3 25.0 19 36.5 22 34.4 606 48.0
Neuroscience

Surgery 39 214 50 4.9 89 74 - - 4 7.7 4 6.3 93 7.49
Medicine 81 44.6 385 37.9 466 38.9 9 75.0 26 50.0 35 54.7 501 39.7
Continuing Care 10 5.5 43 4.2 53 4.4 - - 2 3.8 2 3.1 55 4.4
Other 4 2.2 2 0.2 6 0.5 - - 1 1.9 1 1.6 7 0.6
Total 182 100.0 1016 100.0 1198 100.0 12 100.0 52 100.0 64 100.0 1262 100.0
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To analyse where a death occurred, the ward locations were sub-categorised into five groups. The
ward name, as described here, indicates the unit that was overseeing a patient’s care at the time of

their death.

In the correct reporting process group, 48.7% (n=584) of the deaths were in the Cancer and
Neurosciences unit and 38.9% (n=466) of the deaths were in Medicine unit. Note that the Cancer and

Neurosciences unit includes the palliative care unit under its auspices.

In the incorrect reporting process group, 54% (n=35) of the deaths were in the Medicine unit with
34.4% (n=22) in the Cancer and Neuroscience unit. Further sub-group analysis of the incorrect
reporting process group indicated in the not reportable but reported group, 75% (n=9) of deaths
occurred in the Medicine unit, and 25% (n=3) of deaths occurred in the Cancer and Neuroscience unit.
In the group where the deaths were reportable, but not reported, 50% (n=26) of deaths were in the

Medicine unit and 36.5% (n=19) in the Cancer and Neuroscience unit (Table 5.5).
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5.3.2.2 Time of Death

Table 5.6 Death Details - Details of time of death as recorded

CORRECT REPORTING PROCESS

INCORRECT REPORTING PROCESS

Reportable AND NOT Reportable Total Correct NOT Reportable Reportable AND Total Incorrect Grand Total
Reported AND NOT Reporting Process AND Reported NOT Reported Reporting Process
Reported
Time of Death n % n % n % n % n % % n %
2400-0600 33 18.1 244 24.0 277 23.1 2 16.7 6 11.5 8 12.5 285 22.6
0601-1200 35 19.2 263 25.9 298 24.9 2 16.7 17 32.7 19 29.7 317 25.1
1201-1800 114 62.6 433 42.6 547 45.7 7 58.3 29 55.8 36 56.3 583 46.2
1801-2400 - - 76 7.5 76 6.3 1 8.3 - - 1 1.6 77 6.1
Total 182 100.0 1016 100.0 1198 100.0 12 100.0 52 100.0 64 100.0 1262 100.0
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The time of the death for each case were categorised into six hourly increments. In both the group
where the correct reporting process occurred 45.7% (n=547) and the incorrect reporting process

group, 56.3% (n=36), the majority of the deaths occurred between 1201-1800 hours (Table 5.6).

This is the time of the day when staffing is optimal and there is appropriate availability of resources,
including senior staff. Other resources, such as medical administration, the Chief Medical Officer
(CMOQ), relevant personnel in the Quality and Safety units/ Clinical Governance units are all also

available for any consultation regarding the deaths and investigation.

This is particularly relevant in the incorrect reporting process group where there were seven deaths
that did not meet the reportable criteria that were reported in this time frame of 1200-1800 hours.
It was also in this time frame that the largest number of deaths where the incorrect reporting
process was followed occurred (n=29). Similarly, the number of deaths in the incorrect reporting

process group was proportionately highest on weekdays, compared with the weekend.

It could be assumed that, like the time of death, these deaths occurred during the working week
when resources are readily available within the study hospital. The documentation in the medical
notes did not indicate if there had been any consultation generally within or external to the clinical
unit when a death occurred regarding the review that was required. That is not to say that the
discussion did not occur, but there was a paucity of documentation to support the decision making.
This is an area worthy of consideration from the perspectives of internal governance, oversight and

documentation processes within the facility.
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5.3.2.3 Day of Death

Table 5.7 Death Details - Day of death by weekday/weekend

CORRECT REPORTING PROCESS

INCORRECT REPORTING PROCESS

Reportable AND NOT Reportable Total Correct NOT Reportable Reportable AND Total Incorrect Grand Total
Reported AND NOT Reported Reporting Process AND Reported NOT Reported Reporting Process
Day of Death n % n % n % n % n % n % n %
Weekday 129 70.9 745 73.3 874 73.0 8 66.7 42 80.8 50 78.1 924 73.2
Weekend 53 29.1 271 26.7 324 27.0 4 33.3 10 19.2 14 21.9 338 26.8
Total 182 100.0 1016 100.0 1198 100.0 12 100.0 52 100.0 64 100.0 1262 100.0
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An analysis was performed of the reporting of deaths by the day that death occurred. The day of death

was separated into weekdays and weekends.
In the correct reporting process group, 73.0% (n=874) of the deaths occurred on a weekday.

In the incorrect reporting process group, 78.1% (n=50) of the deaths occurred on a weekday. Sub-
group analysis showed that in the not reportable, but reported group, 66.7 % (n=8) of the deaths
occurred on a weekday and, in the reportable and not reported group, 80.8% (n=42) of the deaths

occurred on a weekday (Table 5.8).

Similarly, the number of deaths in the incorrect reporting process group was proportionately highest
on weekdays, compared with the weekend. It could be assumed that, like the time of death, these
deaths occurred during the working week when resources are readily available within the study
hospital. The documentation in the medical notes did not indicate if there had been any consultation
generally within or external to the clinical unit when a death occurred regarding the level of review
that was required. This is an area worthy of consideration from the perspectives of internal

governance, oversight and documentation processes within the facility.
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5.3.2.4 Length of Stay

Table 5.8 Death Details — Length of stay as an inpatient prior to death

CORRECT REPORTING PROCESS

INCORRECT REPORTING PROCESS

Reportable AND NOT Reportable Total Correct NOT Reportable Reportable AND Total Incorrect Grand Total
Reported AND NOT Reported Reporting Process AND Reported NOT Reported Reporting Process
Length of Stay n % n % n % n % n % n % n %
0-9 days 127 69.8 680 66.9 807 67.4 9 75.0 36 69.2 45 70.3 852 67.5
10-19 days 27 14.8 173 17.0 200 16.7 3 25.0 8 15.4 11 17.2 211 16.7
20 + days 28 15.4 163 16.0 191 15.9 - - 8 15.4 8 125 199 15.8
Total 182 100.0 1016 100.0 1198 100.0 12 100.0 52 100.0 64 100.0 1262 100.0
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An analysis was performed of the reporting of death by the length of stay as an inpatient prior to death
occurring. The length of stay was sub-categorised into three categories. In the correct reporting

process group, 67.4% (n= 807) of the deaths occurred within 0 to 9 days of admission.

In the incorrect reporting process group, 70.3% (n=45) of the deaths occurred within 0 to 9 days of
admission. Sub-group analysis showed that, in the not reportable, but reported group, 75% (n=36) of
the deaths occurred within 0 to 9 days of admission and, in the reportable and not reported group,

69.2% (n=36) of the deaths occurred during 0 to 9 days of admission (Table 5.8).

The majority of deaths occurred within 0-9 days of an inpatient stay. This may reflect the policy of
the study hospital to transfer the patients to the palliative care unit during their acute admission as
demonstrated by the numbers of deaths within this unit. There is also an increased acuity of patients
being administered to hospitals which may also be reflected in this finding. The last admission of the
clinical notes was reviewed for the study. It was identified by Kobewka et al, 2017 in a retrospective
review of deaths over a 3-month period in a Canadian hospital), that greatest volume of deaths
occurred between 3-16 days of admission. The Canadian study reported similar time frames to the
study hospital and also considers the increased acuity of admitted patients and the impact on the

length of stay (Kobewka et al., 2017).
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5.3.2.5 Level of Experience

Table 5.9 Death Details — Level of experience of clinician completing the report

CORRECT REPORTING PROCESS

INCORRECT REPORTING PROCESS

Reportable AND NOT Reportable Total Correct NOT Reportable Reportable AND Total Incorrect Grand Total
Reported AND NOT Reported Reporting Process AND Reported NOT Reported Reporting Process

Level of

Experience n % n % n % n % n % n % n %
Consultant 1 0.5 1 0.1 2 0.2 - - 1 1.9 1 1.6 0.2
HMO 2 1.1 1 0.1 3 0.3 - - - - - - 0.2
Registrar 115 63.2 750 73.8 865 72.2 8 66.7 31 59.6 39 60.9 904 71.6
Resident 63 34.6 264 26.0 327 27.3 4 33.3 18 34.6 22 34.4 349 27.7
Intern 1 0.5 - - 1 0.1 - - 2 3.8 2 3.1 3 0.2
Total 182 100.0 1016 100.0 1198 100.0 12 100.0 52 100.0 64 100.0 1262 100.0
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An analysis was performed of the level of experience of the clinician who certified/verified/reported

the death. A clinician’s experience was sub-categorised into five categories.

In the correct reporting process group, 72.2% (n=865) of the deaths were reviewed by the registrar-

level of clinician.

In the incorrect reporting process group, 60.9% (n=39) of the deaths were reviewed by the registrar-
level of clinician. Sub-group analysis showed that, in the not reportable, but reported group, 66.7% (n=
8) and, in the reportable and not reported group, 34.6% (n=18) of the deaths were reviewed by

clinicians practicing at the level of registrar (Table 5.9).

The majority of the deaths were documented by the registrar or resident level of medical staff in
both the correct and incorrect reporting process groups. The more senior level of staff, that is
Consultant level, were not recorded as being involved in the documentation regarding the deaths.
This may be a lost opportunity for role modelling and education particularly in the incorrect
reporting process group of deaths, for the more junior staff by the senior, more experienced staff.
This would also provide an opportunity to facilitate open discussion regarding the circumstances
around the deaths. As was indicated in the finding of the semi structured interviews and the clinical
scenarios in Study 2, seniority of staff does not necessarily equate with expertise and knowledge
regarding reportable deaths. The use of open discussion and review of the deaths could be beneficial

for the education of all levels of experience.

105



5.3.3 Reporting Details
5.3.3.1 CCOV Discussion

Table 5.10 Reporting Details — Discussion with Coroners Court of Victoria (CCOV)

CORRECT REPORTING PROCESS

INCORRECT REPORTING PROCESS

Reportable AND NOT Reportable Total Correct NOT Reportable Reportable AND Total Incorrect Grand Total
Reported AND NOT Reported Reporting Process AND Reported NOT Reported Reporting Process

Documentation of

discussion with

ccov N % n % n % n % n % n % n %
Yes 171 94.0 28 2.8 199 16.6 6 50.0 16 30.8 22 34.4 221 17.5
No 11 6.0 988 97.2 999 83.4 6 50.0 36 69.2 42 65.6 1041 82.5
Total 182 100.0 1016 100.0 1198 100.0 12 100.0 52 100.0 64 100.0 1262 100.0

Note: ¥*(1) =13.272, p = 0.000* (statistically significant).
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An analysis was performed of whether there was any documentation of any discussion between
clinicians and the CCOV. For a death to be accepted as a reportable death, there is a requirement for

clinicians to have had a discussion with the CCOV’s office, the time of death.

In the correct reporting process group, for 83.4% (n=999) of deaths, there was no documentation of
any discussion between clinicians and the CCOV. In the incorrect reporting process group, for 65.6%
(n=42) of deaths, there was documentation of no discussion occurring with the CCOV regarding the

reporting of death.

Sub-group analysis showed that in the not reportable, but reported group, for 50 % (n=6) of deaths
and, in the reportable and not reported group, for 69.2% (n=36) of deaths, there was no

documentation of any discussion between clinicians and the CCOV (Table 5.10).

The documentation within the medical notes of any discussion that had occurred with the CCOV was
also reviewed. For a death to be considered reportable by the CCOV, telephone contact is made with
the CCOV by the clinician (in the hospital setting). The circumstances surrounding the death are then
described to the CCOV staff, and the decision then made as to whether the death is required to be
reported. In the correct reporting process group (n=171), there was documentation of discussion
with CCOV in 94% of the cases. This is also demonstrated by the presence of a CCOV case number
and a copy of the coroner’s electronic deposition document. In the remaining 6% of cases (n=11),
there may have been a delay in reporting. This delay could be the result of a more detailed internal
review of the death or referral from the Registry of Births, Deaths and Marriages (BDM) resulting in
recognition that the deaths met the reportable criteria. A referral from BDM to the CCOV occurs
when there is a prompt on the death certificate that indicates that the death meets the reportable
criteria. For example, there may be a reference to a previous or recent trauma mentioned on the
death certificate which may not have been deemed relevant to the cause of death according to the
clinician’s understanding. This may require clarification to meet the legislative requirements of BDM

(see Chapter1l).
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5.3.3.2 Criteria for reportable death

Table 5.11 Reporting Details — Criteria for reportable death

CORRECT REPORTING PROCESS

INCORRECT REPORTING PROCESS

Reportable AND NOT Reportable Total Correct NOT Reportable Reportable AND Total Incorrect Grand Total
Reported AND NOT Reported Reporting Process AND Reported NOT Reported Reporting Process

Case Type N % n % n % n % n % n % n %
Not reported 3 1.6 1011 99.5 1014 84.6 - - 0 - 0 9.4 1014 80.3
Unexpected 8 4.4 - - 8 0.7 1 8.3 6 11.5 7 10.9 15 1.2
Violent or unnatural 11 6.0 - - 11 0.9 - - - - - - 11 0.9
Accident or injury 83 45.6 4 0.4 87 7.3 6 50.0 33 63.5 39 60.9 126 10.0
Medical Procedures 14 7.7 0.1 15 1.3 2 16.7 1 1.9 3 4.7 18 1.4
In care 3 1.6 - - 3 0.3 - - 1 1.9 1 1.6 4 0.3
No death 60 33.0 - - 60 5.0 3 25.0 11 21.2 14 21.9 74 5.9
certificate/cause of

death

Total 182 100.0 1016 100.0 1198 100.0 12 100.0 52 100.0 64 100.0 1262 100.0
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An analysis was performed to determine the most relevant criteria under which a death may have
been reported. A clinician’s experience was sub-categorised into seven categories, which reflect the

criteria within the Coroners Act, 2008 (Vic).

In the correct reporting process group, there were a total of 84.6% (n=1014) deaths that were
reportable and were reported. Sub-group analysis showed that 45.6% (n=83) of the deaths were

reported under the category of accident or injury.

In the incorrect reporting process group, in 65.6% (n=42) of the deaths, there was documentation of

no discussion occurring with the CCOV regarding the reporting of death.

Sub-group analysis showed that, in the not reportable, but reported group, 50% (n=6) and, in the
reportable and not reported group, 63.5% (n=33) of deaths fell within the category of accident or injury
(Table 5.11).

There are criteria under which deaths are required to be reported to the CCOV (Coroners Act 2008
(Vic)). The majority of the deaths that were reportable and reported were under the accident or injury
category, (n=87). This was also reflected in the group where there was an incorrect reporting process

noted in 10% of the cases (n=39).

5.4 Chapter summary

This chapter presented the results of the quantitative data analysis of the frequency and
characteristics of deaths that occurred in one calendar year at a metropolitan health care facility in
Victoria. A descriptive statistical overview of the deaths was presented, according to whether the
correct reporting process was followed. This analysis included the demographic characteristics, such
as the age and sex, of each deceased patient. The analysis showed that there was a reasonably even
spread of males and females in both the groups, where the correct reporting process was followed
and where the incorrect reporting process was followed. The analysis also indicated that the largest
number of deaths occurred in the age group of 80+ years where the correct reporting process was

identified.

Other key findings include that the most common criteria for reporting of deaths were the accident
or injury categories, for both cases in which the correct reporting process was followed and in which
the incorrect reporting process was identified. The incorrect reporting process was also identified in
64 of the cases reviewed, the analysis of which will be discussed in Chapter 7. The findings of Study 1
informed the development of the questions for the semi structured interviews and the development

of the clinical scenarios that are presented in Chapter 6.
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Chapter 6. Results and Discussion — Study 2 Key Informant Interview
and Scenarios

6.1 Introduction

This chapter presents the results and discusses the findings of Study 2, which examines factors that
impact on a clinician’s decisions to report a death to the Coroner and to determine a clinician’s
knowledge of the legal requirements of reporting a death. Findings from Study 1 revealed that not
all deaths which occurred within a large tertiary health service and met the criteria for reporting to

CCOV were actually reported.

Data for Study 2 were generated from interviews conducted with clinicians, namely registered
medical practitioners and registered nurses. Study 2 comprised semi-structured interviews and the
completion of clinical scenarios. The interview questions were informed by the data collected and
analysed in Study 1. This is in keeping with the explanatory sequential design selected for this study,

whereby separate qualitative data collection and analyses were undertaken.

This chapter is arranged as follows. Firstly, the participants are described, according to their
respective roles and qualifications. Secondly, the findings of the interview data are presented. From
the analysis of the interview data, six themes emerged. The themes were timing, lack of
awareness/knowledge, fear/ blame/ stigma, education, accountability and practicalities. These
themes and associated sub-themes are presented, to highlight an understanding of the clinicians’
knowledge of the legal requirements of reportable deaths. Finally, the findings of the analysis of the

responses to the clinical scenarios will be presented.

6.2 Description of participants

There were 22 clinicians recruited to participate in the study, comprising 13 registered medical
practitioners and nine registered nurses who were all employed at the one metropolitan healthcare
facility. The clinicians’ experiences varied considerably, from the head of a unit to a graduate nurse
completing their first rotation (Table 6.1). The clinicians were all employed at the health care facility
where Study 1 was undertaken. The participants were all employed in active clinical roles, with
direct patient contact, and were accessed via a variety of clinical forums. Support was also given for

the study by the Chief Medical Officer and the Chief Nursing Officer.
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Table 6.1 Profile of interview participants

Discipline Medical Staff N Nursing Staff N
Consultant 7 Registered Nurse > 5 years’ experience 3
Registrar 4 Nurse Unit Manager 2
Advanced trainee/fellow 2 Associate Nurse Unit Manager 2
Nurse Practitioner 1
Graduate Nurse 1
Total 13 9

The following provides a brief description of the core components of the roles of the clinicians who
participated in the semi-structured interviews and who completed the clinical scenarios. The areas
of clinical practice for the clinician group were quite varied, including areas such as palliative care,

geriatrics, general medicine and surgery. Participants were also drawn from critical care areas, such

as intensive care, cardiology and the emergency department.

The medical staff comprised registered medical practitioners with varying levels of experience and
education. These roles will be briefly described. In this study, a consultant is a senior medical staff
member who has a position with professional responsibilities, such as leadership and teaching,
training and supervision of staff. Generally, these medical practitioners have greater than ten years’
experience in their chosen area of clinical specialty. Medical practitioners who are practising at a
registrar level are in the early stages of their specialist practice. The role of this level of medical staff
is to be responsible for the direct day-to-day clinical care of patients, within the respective rotation.
An advanced trainee/fellow is a medical practitioner who is undertaking further education in a

specialist clinical field, for example, cardiology.

Similarly, the registered nurse appointed in charge of a ward or unit is the Nurse Unit Manager
(NUM) who will have completed a three-year training program. The NUM is responsible for the day-
to-day running of a ward or department, with oversight of all aspects of patient care and other
administrative roles. To fulfil this role, the NUM will have gained variable levels of clinical experience
prior to undertaking the role. The Associate Nurse Unit Manager (ANUM) is a registered nurse who
deputises for the NUM and assists with the overall clinical and administrative management of the

ward or unit, over a 24-hour period.
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The experiences of the registered nurses involved in this study were variable. To be employed as a
registered Division 1 (RN Div1) nurse, a three-year training program is completed. A graduate nurse
is a RN Div 1 nurse who is in the first year of supervised clinical practice whereas RNs with greater
than five years’ experience will have been employed in the clinical areas, delivering direct patient

care.

A recognised advanced practice nursing role is the nurse practitioner (NP). This nurse is endorsed by
the Nursing and Midwifery Board of Australia to practice within their scope, under the title of Nurse
Practitioner, which is protected by legislation. This group of practitioners has undertaken further

tertiary study and clinical experience to be endorsed as a nurse practitioner (Australian Nursing and

Midwifery Accreditation Council, 2017).
6.3 Emerging themes

The following six themes emerged from the analysis of the interviews: 1) timing; 2) lack of
awareness/knowledge; 3) fear/blame and stigma; 4) education; 5) accountability; and 6) the
practicalities of reporting. These themes are explained in detail below.

(1) Timing

Within this theme, a lack of understanding of the requirements regarding the timing to report a
reportable death was evident. According to the Coroners Act 2008 (Vic), a death must be reported
without delay, if it is a reportable death. There is, however, no reference to actual time frames or to
number of hours or days. This presents a challenge to clinicians in their determination of when the
death should be reported. Within the interview data collected, there was reference to several
clinical settings when the time frames influenced whether the clinician believed that the death met

the criteria to be reported to the Coroner or not.

Deaths that occurred as a result of a clinical procedure or surgery represented an area that lacked
clarity for clinicians, particularly relating to the timing of death and reporting. The temporal
relationship between the death and a procedure or surgery was the source of some confusion.
Further confusion occurs when Subsection 1 of the Coroners Act 2008 (Vic.) is read, which refers to
the relationship of the death to a medical procedure being performed. There are no concrete time
frames, however, the emphasis of the subsection focuses on a causal relationship between the
death and the requirement for the death to be reported. Other Acts, such as the Coroners Act 2003
(South Australia), refer to a reportable death as being one that occurs during or as a result of or
within 24 hours of a surgical or invasive medical diagnostic procedure. A death is also reportable if it
occurs within 24 hours of the patient being discharged after being an inpatient or treated in the

emergency department, as defined in the Coroners Act 2003 (South Australia).
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The equivalent legislation in the Australian Capital Territory and New South Wales both refer to a
death being reportable if the person had not been cared for by a medical practitioner within six
months of their death (Coroners Act, 1997 [Australian Capital Territory]; Coroners Act, 2009 [New
South Wales]).

The participants provided varied responses. One participant indicated that reporting was necessary
when death was “... subject to a procedure [occurring] in the past 28 days ...” (D1). Another believed
that death was reportable if it occurred within “...24 hours post operatively ...” (N5). Yet another
participant stated that a death was reportable when it occurred “within 28 days...” (D4). Another
participant considered that the deaths of patients who “died within 24 hours of their admission”
(D6) needed to be reported. Similarly, another participant stated that a death was reportable if it
occurred “within a certain number of days of surgery” (N3), which also demonstrated a lack of
knowledge of the reporting requirements.These responses highlight confusion that occurs possibly
in part due to the differences between the Australian jurisdictions which can result in confusion and
a lack of understanding of the precise requirements in any one state or territory. This
misunderstanding may be particularly related to the causal relationship of the death and the event.
This was also evident in the second theme identified as a lack of awareness or knowledge by
clinicians of what type of death or circumstances of the death are reportable and the rationale for

reporting at all.

(2) Lack of awareness/knowledge

The initial question, regarding what clinicians understand about the type of deaths that are
reportable to the coroner, drew a variety of responses. Several clinicians stated that, if the cause of
death was not apparent, the death should be reported. Similarly, if a death was unexpected,

participants indicated that the death met the reportable criteria.

The lack of awareness or knowledge as to why a death that did meet the reportable criteria needed
to be reported was highlighted in some of the responses. The legal requirement to report certain
deaths was not acknowledged widely by the participants. It is quite clear within the Coroners Act
2009 (Vic) that there is a statutory requirement to report a death that occurs in specified
circumstances and that failure to do so may result in a significant fine. That said, there are also
inconsistencies in the potential penalties across Australia, which lead to further confusion and fear

for clinicians, which will be further discussed (Middleton & Buist, 2014)

The participant responses further highlighted a lack of awareness and knowledge of the reasons why
deaths are reported to the CCOV. There was minimal formal acknowledgement from participants of

the basic legislative requirement to report deaths that met the reportable death criteria. If this
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obligation to report the reportable death is not met, the penalty includes 20 penalty units (and a
significant fine of $161.82 per point) being awarded to the individual (Coroners Court of Victoria,
2017). The data revealed that there were wide-ranging reasons provided for why deaths were
required to be reported to the CCOV. Some participants stated that there was a focus on the quality
assurance and audit role of the CCOV, with one participant indicating that reporting deaths was “to
collect statistics” (D4); and, on the same theme, another participant thought it was to look at a
“hospital, to [run] checks and balances” (N3). Others suggested that the reasons for reporting were
to provide “an audit of health records” (D1) or to “determine the cause of death for data collection

purposes, and to identify [if] any prevention, [or] traumatic or unnatural deaths” (D12).

The reporting of deaths was also seen as a way for some participants to identify any system errors or
to identify “medical errors or omissions that may have contributed to the death” (N7). The reporting
of deaths was also seen as a way to determine if there were “... complications from specific

techniques or conditions undertaken” (N3).

The concept that the reporting of deaths to a centralised area, such as the CCOV, was to provide a
more broad oversight and identify any clusters, was likened by one participant as a “...big
recommendation, might be around speed limits or manufacturing structures, or systems in hospitals
and other organisations that enable [staff] to keep people safe” (N4). Similarly, other participants
commented that the CCOV, due to the state-wide focus, is an entity that will contribute to the
“identification of systems issues to provide feedback and education” (D3), “clusters and trends
across the community” (N4), “identification of cluster event types of deaths” (N3), “informing
patient safety” (D1), and patterns of deaths (D5). This identification of clusters and/or trends in
deaths allows for the development and dissemination, more widely, of information that may
contribute to patient safety within the healthcare environments. Furthermore, one component of
the coroner’s role is to independently investigate deaths, with a view to contributing to the
reduction of preventable deaths, and so this information gathering will enhance their findings

(Coroners Act 2008, Vic).

The reasons provided for reporting deaths to the CCOV, under the Coroners Act 2008 (Vic), were also
varied and demonstrated some understanding of the coronial role. When the participants were
asked to describe which deaths met the reportable criteria, an assortment of reasons were given.
These reasons included that the death was “suspicious” (D1, N1), or if there was reference to
criminal matters around the death. Other reasons were that the death was iatrogenic and that there
was the requirement for the determination if something has happened related to care delivery,

perhaps preventable; and may inform systems improvement (N2, N4) were all used.
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There was an understanding demonstrated by clinicians that situations where there was an
unexpected death or if the death certificate could not be signed were also criteria for reporting a
death. There appeared to be a clearer understanding regarding deaths due to trauma or violence or
those deaths that were deemed “unnatural”, as deaths which met the reportable deaths criteria.
With respect to satisfying the reportable criteria, one participant stated that deaths that were due to
“violent or unnatural ( causes) like drowning”, and “suicides, workplace, misadventure” (D10)

constituted criteria for reportable deaths.

In summary, within the interviews, clinicians indicated that they believed that the reporting of
deaths was required to facilitate audit and collection of statistical data by CCOV. Whereas one
component of the coroner’s role is to independently investigate deaths and fires, primarily, the role
is required to confirm the identity of the deceased, cause of death or fire and the circumstances
around the death or fire. The understanding of this role appeared unclear to the clinicians
interviewed indicating a lack of awareness of what constitutes the coroner’s role. Awareness of the
coroner’s role may be improved by ongoing information sharing between the CCOV and the health
care facilities. For example, via the mortality and morbidity committees and referring again to the
impact that the reviews and subsequent findings and recommendations may have on informing
patient safety. There is a missed opportunity for a system level review to assist in the identification
of contributing factors that may be able to manage and work towards reducing the risk of any
identified issues being repeated and causing further harm to the patients. There is information for
health professionals readily available via the CCOV website (Coroners Court of Victoria, 2018). This
information briefly outlines the role of the coroner and provides guidelines for which deaths are
reportable. The role of the Coroners Prevention Unit (CPU) as a specialist service to assist coroners in
their review of the deaths and the generation of recommendations that may contribute to patient
safety is also available on the website. There are quarterly information sessions available for health
professionals where the reporting of deaths, the investigation process, including information about

inquests and recommendations is provided (Coroners Court of Victoria, 2019).

(3) Fear, blame and stigma

Among the clinicians’ responses, there was an underlying concern expressed that the reporting of a
death to the CCOV held a negative connotation and there was a sense of guilt or blame associated
with those health professionals involved with the death. Comments, such as it was “arbitrary
whether the death is reported or not” (D8) and “...humans make mistakes” (D9) were also made.
One participant stated that a reason to report a death to the CCOV was “to protect the physician

involved in the patient’s care when it comes down to the cause of death” (D4).
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One participant referred to the reporting of deaths as “contact with the Coroner meant that you
were at fault” and that the process of reporting is “still stigmatised and uncomfortable for medical
staff” (D8). Reference was also made that “there is always a natural anxiety about the need to report
a death” (D3) and “trying to break down that sort of stigma; that is, you report to the coroner you
might in some way be vulnerable” (D6). This theme was the subject of several responses -
participants referring to their concerns that the process exposed a vulnerability or suggestion of
fault on their part. This was clearly expressed in the following quotes regarding reporting of deaths,
which participants saw as “opening yourself up to scrutiny” (D5) and expressed concern that the
CCOV are “going to find fault with you” (N4). Another indicated that there may be a “chance of

victimisation of the victim [meaning clinician] unless there is an open review by the team” (D2).

There was a sense of unease in reporting a death that had occurred during the treatment of a
patient. Donabedian, in describing the six domains used to evaluate the delivery of health care and
outcomes in framework, refers to deaths as one of these domains (Donabedian, 1988). He also
advocates a system-based approach to patient safety, which is reflected by the independent role of
the coroner in death review, and a “no blame” culture (Moore et al, 2015). The Coroners’ systems in
Australia are inquisitorial with a focus less on innocence or guilt but rather with an emphasis on
investigating deaths and fires in specified circumstances, with the aim of reducing the number of
preventable deaths through their findings and recommendations. This differentiates this court from
an adversarial court where there are opposing parties attempting to argue the point at hand (Dillon

& Hadley, 2015).

This difference may contribute to a common lack of understanding as to the role and function of the
Coroners’ death investigation process. Coroners are not bound by the rules of evidence and are able
to gather information from a range of different sources. Their role is not to apportion blame but the
legislation does provide the Coroner with the opportunity to refer the case to other authorities for
further investigation. These authorities may include the Office of Public Prosecutions (OPP), for
criminal matters, the Australian Health Practitioner Regulation Agency (AHPRA), for matters
pertaining to professional issues, and WorkSafe, for matters relating to occupational health and
safety. There are also inconsistencies across the Australian states and territories regarding the legal
penalties for not reporting deaths which further challenges clinician’s understanding of the
expectation of them. (Middleton & Buist, 2014). The Coroner also has the power to make
recommendations to any organisation that is connected to the death regarding matters of public
health and safety or the administration of justice. This fear of reporting deaths is one area which

may be alleviated by further education within the healthcare organisations particularly as to the role
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of the coroner. Ideally, from a legal perspective but also as an influence on preventability of deaths

and in turn enhanced patient safety.
(4) Education

Participants described where their education related to the coroner was largely attained, either as

students (nursing or medical) or in their clinical roles. They indicated that:

e training was not formalised into university programs, commenting, “no formal training in
med school, should be like a lecture” (D1);

e there were shortcomings in current university programs, commenting, “...undergraduate
year re death certification, no definite education about the coroners” (D3) and;

e there was a perceived training deficit, stating, “...nothing ongoing” (D10).

The data highlights that, for a majority of the clinicians, their understanding and knowledge about
reporting deaths was largely gained through workplace learning. Many stated that they “picked up
[the need to report some deaths] through experience and osmosis from the system” and that

actually “being involved in the process” (D2) is how they learned what was expected of them. This
indicates, again, that there may be a perceived deficit in ongoing information regarding reportable

death requirements.

There was acknowledgment among participants that there was a gap in education in this area and
that there was still a “...fairly high level of ignorance about both the law and the application of it in

the hospital setting” (D4).

The clinicians referred to the introduction of the electronic death certificate as the only recent
education that they had received regarding management of the deceased patient. This change in
process was accompanied by a demonstration of the completion of the form and an on-line module,
as an educational adjunct. Similarly, the introduction of the electronic medical deposition form
(coroner’s report) was also accompanied by “education re on-line [of] the new e-deposition, nothing

else, [there]should be some education” (D10).

The clinicians did feel that this was a gap in their learning and that ongoing education should be
offered by the health care facility. Suggestions, such as the use of medical grand rounds as a source
of education regarding the process, were raised. It was acknowledged that there were, at times,
bulletins distributed from the Office of the Chief Medical Officer or the Medical Board as a form of
communication but no further information was available nor did the clinicians recognise the
importance of pursuing this knowledge. There was also an understanding that, despite the education

and resources available, “at three o’clock in the morning that some of our registrars, not only here
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but all over the hospital, who wouldn’t be aware of what they need to do and what their rights and

responsibilities are. So, | think that [ongoing education] would be a valuable thing to do.” (D7).

From the data, participants did not appear to recognise their own responsibility for further and
ongoing education and that there was a legal requirement for them to be aware of the reportable
deaths process; nor was there any recognition of resources that may be available to assist them with

the process. This was “something we probably should have more of an understanding about” (N8).

Education was described as either the formal education received during the clinicians’ student time,
or their “on the job” education. Deficits in information sharing about the processes pertaining to
reportable deaths was identified as being present within the interview data. Medical staff at the
consultant level made up over half of the medical staff that were interviewed (n=7), so it is evident
that this group of clinicians’ knowledge about reportable deaths was not very strong, (as presented
in Chapter 5). A component of the senior staff role is to lead, teach and supervise junior staff which
is difficult if the senior staff do not have the awareness of which deaths meet the reportable criteria
and what is required in the reporting of deaths. It is acknowledged that there are a large volume of
skills and tasks to be learned and then performed in day to day practice, however the legal
requirements remain relevant and definite. The opportunity to utilise the reporting process and the
subsequent investigation as a learning activity contributing to safer patient care also cannot be

underestimated.

The opportunity to learn on the job by role modelling and supervision needs to be supported within
the healthcare organisations case by case to assist in learning by reviewing the cases. Some clinical
units will very rarely have deaths occur amongst their patients, so it is not unreasonable that the
staff may not be exposed very often to the process and consideration of reporting of deaths.
Training in the real clinical setting has long been acknowledged as the ideal way for the junior staff

to learn and gain experience in a supportive environment (Ash et al, 2012).

Ongoing education both in the clinical setting and in more formalised continuing education seminars
could be delivered to ensure that clinicians are kept abreast of the coronial requirements.
Conversely, feedback from the coronial investigations is also required to be available in a timely and
relevant manner to assist the clinical staff in learning from the cases and disseminated widely for

broader opportunity to understand the Coroners’ death reporting requirements.

(5) Accountability — transparency of any contributing factors to death

There is an expectation that there will be transparency in the review of patient care to determine
whether the death may have had any preventable factors. The responsibility or accountability for

the requirement of the reporting of reportable deaths is enhanced by the external, independent
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review provided by the CCOV, which enhances the lessons that can be learned and also
complements the internal review. One of the benefits of this review of the circumstances around
deaths is the reassurance it provides to the community that there is a “mechanism for society to be
accountable for the loss of a life” (D3). The external review contributes to the transparency and
accountability of health professionals whilst assisting them with the identification of “something like
foul play involved“(D9) and “to make sure that it [the death] wasn’t through error in the hospital’s

part” (N9).

The protective role as motivation for reporting deaths was mentioned by several participants,
particularly in relation to the more vulnerable members of society, such as those held in care. The
coroner has a particular role to play in the investigation of the deaths of specific groups, such as
those held in custody or care of the state. Other groups include those under mental health care and
the coroner also investigates deaths that occur during, or as a result of, police operations (Dillon &
Hadley, 2015). This protective role ensures that the voices of susceptible groups are heard and that
there is transparency in the review of deaths by an independent group. Comments, such as, “[the]
coroner takes an interest to ensure that all appropriate care was undertaken”, (D8), further

reinforces this understanding of the objectivity of the coroner’s role.

This role of protection and transparency could also be expanded to the role of clinicians, as the
external review of the circumstances of deaths by an independent entity, such as the coroner,

complements the regular clinical audit processes within healthcare facilities.

The legal requirements or responsibility to report the health-care-related deaths also result in
transparency for the clinicians. To ensure that these responsibilities are met by the clinicians, the
philosophy or culture of the organisation needs to be supportive and the “no blame” way of thinking
to be evident and overt in all areas. Contribution of any adverse event to a death needs to be
acknowledged in a professional, objective and compassionate way, including the discussion or open

disclosure of events to the family or significant others (ACSQHC, 2013).

(6) Practicalities of reporting

The participants were asked if there were any barriers, either internally or externally, to reporting
deaths. The barriers that were raised referred to the logistics of the actual reporting of the death.
Externally, barriers included the time taken to make telephone contact with the CCOV and the
amount of paperwork that is required to make the report. There was reference to the significant
length of time that it took to get through by phone to the reporting office at CCOV and that this
delay impacted on workload issues (D11). The participants raised their concerns that it was time

consuming to actually perform the report due to the telephone contact that was required with the
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CCOV and the completion of the paperwork. From a clinician’s point of view, ensuring that all of the
required information to make the report is available may enhance the process. Resources within the
CCOV may also be required to facilitate the process. Other comments were that the electronic

submission of the report that occurs following the telephone contact has been made is not difficult,

and the office has streamlined that component of the process (D5).

One factor that was seen as an impediment to the reporting process was that there appeared to be a
lack of consistency of the acceptance of the report when attempts were made to report the deaths.
For example, one participant highlighted that it “was a bit arbitrary as to what [which deaths] are
deemed reportable or not reportable” (D7) and, for one participant, the process was considered
random, “it still feels like a toss of a coin” (D7). Also expressed was uncertainty about which deaths
should be accepted as reportable, “it’s surprising that some things [deaths] don’t get there, versus
some that do” (N3).0ne reason for this may be that there is a lack of clarity by the clinicians as to
which deaths meet the reportable criteria, and therefore the clinical history may not be presented as
accurately as possible to the CCOV. Similarly, the CCOV may not appreciate the finer details of the

clinical communication and therefore not accept the report.

Other, more personal concerns that were expressed related to “preconceived ideas and previous
experience” (D5) of dealings with the CCOV. This refers also to the perceived stigma around deaths
which need to be reported and the sense that they (the clinicians) are anxious about reporting, as

"they think they are going to get into trouble” (D6).

There was also reference to the deceased patients’ families and the perception that reporting a
death to the CCOV would cause the families further distress. The concerns included that there may
be a delay in the family being able to make the funeral arrangements, which may contribute to their
anguish. Also raised was the potential for the families to think that there had been some

mismanagement of the deceased or that care had been sub-optimal.

There was an understanding expressed by some of the participants of what was required prior to
reporting a death to the CCOV, such as the demographics of the patient, brief clinical history, any
family concerns that had been raised regarding the death. There was very little acknowledgement of
the consideration that the death was reportable, or under which criteria a death may be required to

be reported.

6.4 Clinical Scenarios

6.4.1 Development of the clinical scenarios

In study two, the clinical scenarios were developed utilising two main sources of information. The

primary source was the retrospective audit of the medical records of deceased inpatients at the
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health care facility over a 12-month period (study one). The second source was the researcher’s
knowledge of commonly occurring deaths that occur within healthcare facilities. This process
demonstrated the corroboration of information from several sources and the mixed methods

research strategy of explanatory sequential design.

6.4.2. Delivery of the clinical scenarios

Of the 22 clinicians that completed the scenarios, 13 were medical staff who had all personally
reported patient deaths to CCOV during their clinical practice. Although the nursing staff had not
directly been responsible for reporting deaths to the CCOV, they were all aware of cases within their
own areas of clinical practice that had been potentially reportable. For each of the clinical scenarios,
the “definitive” answer, regarding whether the death described in each of the scenarios was
reportable or not, was determined by a senior Victorian Coroner, together with the rationale for the
decision. There was inconsistency in the responses of the clinicians when comparing their answers
with the definitive determination of whether the deaths within the scenarios met the reportable

criteria. Similarly, there was no uniformity for the scenarios among the coroners.

The lack of clarity in the understanding of which deaths constitute a reportable death reinforces the
data obtained from the semi-structured interviews, and the findings of the deaths with the incorrect
reporting process identified (Chapter 5). This absence of consistency between the clinicians also has
significant consequences for the “by the bedside teaching” that occurs. The development of clinical
scenarios that reflect the patient population and contexts of the organisation may lead to a better
understanding of where the areas of focus of clinical support and education is required. This

approach makes it possible to be transferred to other health care organisations.

Noting that the coroners generally do not have any formal clinical backgrounds there may the
opportunity for peer review between the coroners of healthcare related cases to obtain further

consistency.
The ten clinical scenarios, as they were presented to the participants, are as follows.
Scenario 1

An 87-year-old female presents to the hospital after a fall at home where she sustained a fractured
neck of femur. A dynamic hip screw is inserted, and the patient is assessed as ready for transfer to a
rehabilitation facility, five days later. The night before the transfer occurs, she becomes confused and
has a fall in the ward. She is diagnosed with a chest infection and her condition deteriorates despite
treatment with antibiotics. Referral is made for palliative care and she dies three days later in the

ward.
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Q. Is the patient’s death reportable to the office of the coroner?

A. Yes, indirectly from injury

Discipline Agreement
Medical staff 7/13
Nursing staff 2/9
Coroners 7/7

In reference to this scenario, the clinicians gave varying reasons as to why they believed this death
met the reportable criteria. They considered it reportable due to it being the outcome of a fall
(meeting the accident or injury criteria) or related to the procedure to repair the fracture as a result
of the initial fall. Several clinicians referred to the death as reportable because it occurred within a
variable time frame of the procedure, “...death occurred within 2 weeks of an operation, chest
infection a complication” (D10) and in a healthcare setting, “... fall in healthcare setting”(N9). The
clinicians who did not think that the death, as described, was reportable commented, “not
attributable to operation, as day 5, thus not surgery related” (D9) and “had fall in hospital but clinical

deterioration can be explained by chest infection and hence palliation” (N3).

There was agreement between all of the coroners and the senior coroners on the reportable nature
of the death described in the scenario, however, the rationale for the acceptance of the death as
reportable varied: “Appears to be directly connected with fall/procedure” (C 1); “yes her decline in
her health and ultimate death is directly related to her fall (arising from accident or injury” (C4);
and, “unexpected, is death related to fall and /or medical procedure (also there is no cause of death

thus reportable” (C3).

Scenario 2

A 46-year-old male, who has been paraplegic since a motor car accident four years ago, is admitted
with recurrent sacral pressure injuries. Whist an inpatient, he develops sepsis and is treated with
antibiotics. During this time, he also develops a chest infection, requiring non-invasive ventilation

assistance. Over the next five days, his condition continues to deteriorate, and he dies.
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Q. Is the patient’s death reportable to the Coroner’s office?

A. Yes, Indirectly from injury

Discipline Agreement
Medical staff 4/13
Nursing staff 2/9
Coroners 2/7

The majority of participants (6/22) did not agree that this death met the reportable criteria. Those
that did agree that the death was reportable commented that the death was an unexpected
complication or due to “maybe the patient’s age” (N 5). One comment was that the death was
“unexpected, original injury was trauma — good case to seek advice from the coroner” (D3). Those
that did not agree stated that “no trauma or medical procedure involved with this hospital
admission” (N1); “clear cause of death” (4 N); “clear medical reason for death” (D11); and “it’s likely
that his most likely [cause of] COD is overwhelming sepsis” (D5).There was a lack of certainty within
the coroners’ group, with comments reflecting that they were in two minds as to whether this death

was reportable:

“Y/N direct correlation between the accident and the development of pressure areas —
sepsis and death. Therefore, easy to justify /accept as reportable. On the other hand, it is
arguable that there is a break in the causal link b/w accident and development of chest
infection which has been found to be the cause of death and death was also arguable

expected and therefore not reportable (C4)"

Another commented that “death as a result of accident but may need an investigation of reportable

incident to get to the point of saying this is unreportable” (C5).

Scenario 3

A 68-year-old woman has been recently diagnosed with adenocarcinoma and is admitted for
extensive abdominal surgery. Immediately post-operatively, she is in the intensive care unit (ICU) and
stable. She is extubated the next day and transferred to the surgical ward. She is mobilising by day 4
and is progressing well, when she is found collapsed by her bed. Resuscitation is attempted,
unsuccessfully, and she dies of a presumed pulmonary embolus. It is then discovered that she had not

received any VTE prophylaxis.
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Q. Is the patient’s death reportable to the Coroner’s office?

A. Yes, unexpected death

Discipline Agreement
Medical staff 11/13
Nursing staff 9/9
Coroners 6/7

In this scenario, there was a higher level of agreement, in line with the definitive answer, that the
death was reportable to the CCOV. Within the comments made by the clinicians, there were a range
of reasons given for the death to be reported. These included that there was an “unknown COD in
hospital” (N1) or “unexpected death after a medical procedure. The issue about DVT prophylaxis will
be of interest to both the coroner and the hospital clinical governance team” (D3) or that “she has
had a surgical procedure in the preceding 28/7 prior to her death” (N6). The identification of care
management issues and the potential preventability of the death were also suggested by several
clinicians in their comments, “could have been a preventable death” (D6) and “failure in care that

should have been standard” (N4).

Similarly, the coroners’ group also had a high level of agreement among each other for this clinical
scenario but for different reasons. “[The death] appears to be related to the procedure” (C1) or “the
surgery may have caused her death” (C6). Coroner 4 referred to the death as being reportable, as it
was unexpected, but not reportable, as it “doesn’t satisfy the medical procedure limb of reportable

death”.

Scenario 4

A 27-year-old unemployed woman was admitted with jaundice for investigation. She confessed to
taking an overdose of paracetamol, five days previously. Investigation revealed deranged liver
function tests and abnormal clotting. Despite full treatment, she developed hepatic encephalopathy

and renal failure in ICU. Her condition continued to deteriorate and she died four days later.
Q.Is the patient’s death reportable to the Coroner’s office?

A. Yes, unexpected and unnatural death
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Discipline Agreement

Medical staff 8/13
Nursing staff 4/9
Coroners 6/7

The reasons given for the death in this scenario being described as reportable referred to the
overdose of medication as being “deliberate self-poisoning led to death, unnatural death” (D7) or

“maybe a deliberate overdose or given by someone else- unnatural death” (D11).

One clinician expressed that they were uncertain as to whether the death was reportable as “not

entirely unexpected, but ? mental health service contact” (N6).

Clinicians that did not think that the death described in this scenario should be reported commented
that “COD acute liver failure, | am not sure if suicide cases are reportable, would at least discuss with
coroner's office” (D5) and “not unexpected and known causes” (N1). In this scenario, there was a

high level of agreement, again, as the death was “unnatural” (C1), or “death unnatural, unexpected,

drug related” (C7).
Scenario 5

A 56-year-old male, previously well, presents to the Emergency Department (ED) following an out-of-
hospital cardiac arrest. Effective resuscitation was quickly instigated at the scene, with return of
spontaneous circulation within four minutes. On arrival in ED, a 12-lead ECG showed a large anterior
myocardial infarct (Ml). The patient was transferred to the cardiac catheter lab where he suffered

another cardiac arrest.
Q.Is the patient’s death reportable to the office of the coroner?

A. Yes, unexpected death

Discipline Agreement
Medical staff 5/13
Nursing staff 4/9
Coroners 2/7

The association with a procedure was one reason given by the clinicians (N2) for reporting this

death, in agreeance with the Senior Coroner’s opinion. Another reason was that the patient had died
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following a significant event, “died within 24/24 of admission and following/during a procedure”
(D6). Further comments included, “unexpected death in a previously well man. In my experience,
this scenario may or may not be accepted by coroner for review so | would be inclined to discuss it

with the coroner’s office at the time” (D12).

Of the clinicians that did not agree that the death was reportable, the rationale given was that the
“death from natural causes despite best medical care, COD [Cause of Death] well understood and no

concerns re care” (D7) and “Natural disease process? Potentially all COD could be explained” (N3).

The majority of the coroners did not agree with the Senior Coroner’s assertion that this death was
reportable. The rationale given was that the death was not related to the procedure. Three of the

coroners referred to the death as being due to “natural causes” (C1, C2, C4).
Scenario 6

An 18-year-old man, who was a pedestrian hit by a car, sustained a fracture at the base of his skull,
frontal lobe contusions and a contrecoup injury. He was transferred to ICU and mechanically
ventilated but, after a few hours, his condition improved and he was able to breathe spontaneously.
He did not show any further improvement and despite supportive care, his condition deteriorated

and he died six weeks after admission.
Q. Is the patient’s death reportable to the Coroner’s office?

A. Yes, unexpected death and maybe directly from injury

Discipline Agreement
Medical staff 11/13
Nursing staff 7/9
Coroners 7/7

This scenario had the highest level of agreement among participants within all three groups. There
was reference to reporting the death because the cause of death was unknown and may have been
due to multiple factors and there was another reference to the age of the patient as potentially
influencing the reporting of the death (N5). The majority of the comments referred to the patient’s
death having occurred as a result of traumatic injury. All of the coroners were in agreement with the
definitive answer to the case presented in this scenario; i.e., there was a “direct causal link between

injuries sustained from MVA and death” (C4).
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Scenario 7
An 84-year-old male is admitted from a high-level care facility after a witnessed episode of him
choking and vomiting. He has a history of Alzheimer’s dementia and an acquired brain injury. His

condition deteriorates and he dies two days later.
Q. Is the patient’s death reportable to the Coroner’s office?

A. Yes, unexpected and unnatural death

Discipline Agreement
Medical staff 4/13
Nursing staff 3/9
Coroners 6/7

There was consideration of whether this patient was under the care of the Department of Human
Services (DHS) and that the clinicians would seek advice. Of concern was one comment, “no value in
investigating this death as end stage of a progressive neurodegenerative disorder” (D7). This
demonstrated minimal understanding of the rationale for reporting deaths as a legal requirement.
There was another high level of agreement within the coroner’s group for this scenario. The death
was deemed to be reportable as it was “unexpected, unnatural, result of injury-choking” (D7).
Although it was stated that this was “borderline” and “arguably choking is a symptom of

deteriorating illness — dependent on the doctor’s preparedness to sign DC” (C1).
Scenario 8

An 84-year-old female is admitted to the ward for palliative care. She has a history of recurrent
urinary tract infections on the background of a long-standing, non-traumatic paraplegia, and is

wheelchair bound. She dies four days after her admission.
Q. Is the patient’s death reportable to the Coroner’s office?

A. No, natural cause death

Discipline Agreement
Medical staff 9/13
Nursing staff 8/9
Coroners 7/7
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The coroners were unanimous in their answer to this question, agreeing that the death described in
this scenario was not a reportable death. The only comment made was, “because she was receiving

palliative care and her death was expected” (C6).

In their agreement with the coroner’s answer, comments confirmed that the patient was “admitted
for palliation” (N1); “expected death, clear cause” (D4) and “natural death without any criteria for
reporting, no value in investigating non preventable deaths” (D7). Conversely, those that did not
agree with the coroner’s opinion (i.e. believed that the death should be reported) commented,
“unclear COD from what has been mentioned ?Sepsis” (D5) and “don’t know COD but expected,

therefore, cannot sign death certificate” (D9).
Scenario 9

A 70-year-old male with chronic renal failure becomes hypertensive and complains of abdominal pain
whilst undergoing haemodialysis. He then becomes unresponsive and a Code Blue is called. His
resuscitation status is checked and there is a “not for resuscitation” order in place. The patient dies

soon after.
Q. Is the patient’s death reportable to the Coroner’s office?

A. No, natural cause death

Discipline Agreement
Medical staff 6/13
Nursing staff 4/9
Coroners 2/7

Within the clinician group, there was a reasonably even distribution of agreement and disagreement

for this scenario.

The clinicians that disagreed with the Senior Coroner (i.e., believed that the death was reportable)
supported their decisions by stating “absences of a clearly certifiable COD, undergoing a procedure
at the time of deterioration. Presence of NFR doesn’t negate the need for referral” (N6) and “unsure,
COD not clear so | wasn’t clear if this is reportable” (D11). Those that agreed with the coroner
stated, “died of ruptured AAA, well recognised associated with HT vascular disease and management
appropriate” (D9) “no but should be discussed as unclear COD” (D13) and “has NFR” (D10). There
was a low-level agreement with the coroner’s group for this scenario. Comments made by the

coroners for this scenario included that the death” occurred during a medical procedure, may be
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casually related to procedure, and not expected by doctor” (C7) and was “following a medical

procedure” (C5).

Scenario 10

A 69-year-old male is admitted with shortness of breath in the background of newly diagnosed non-
small cell lung carcinoma. The next day he collapses and has a cardiac arrest. Resuscitation was

attempted, unsuccessfully, and he dies with his family.
Q. Is the patient’s death reportable to the Coroner’s office?

A. No, natural cause death

Discipline Agreement
Medical staff 6/13
Nursing staff 4/9
Coroners 4/7

Again, there was an even distribution of agreeance and disagreeance with the definitive answer
among the clinicians. The clinicians who did not believe the death to be reportable (i.e., agreed with
the coroner’s opinion) gave reasons, such as “if COD attributed to lung cancer” (N2) “but would only
be considered reportable if the duration between diagnosis and death is considered quite short”
(N5) and “but would only be considered reportable once the serious diagnosis was confirmed major

events, including cardiac arrest are not unexpected” (D3).

The clinicians who did not agree with the Senior Coroner gave reasons, such as “died within 24/24 of

admission” (D6) “unknown cause” (N9) and “new diagnosis and not expected to die” (D10).

There was mixed agreement within the group of coroners. Of those that agreed with the definitive
answer supplied by the Senior Coroner that the death was not reportable, there was only a single
comment made. This coroner stated that “it is all explainable BUT have had deaths (reported) with a
similar cases on basis they said the death was unexpected” (C4). The coroners believed that the
death was reportable as it was “unexpected” (C2) or “unless a doctor thinks his death was not

unexpected given his condition” (C7).
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6.5. Chapter summary

In this chapter, the findings of study 2, the qualitative data analysis have been presented. The
development of both the semi-structured interview questions and the clinical scenarios has been
described, with the content being drawn from the quantitative data acquired from the retrospective

audit of medical notes.

The six themes that were identified in the responses to the interviews included (1) timing, (2) a lack
of awareness or knowledge of reportable deaths, (3) perceptions of fear/ blame/ stigma attached to
the reporting of deaths, (4) education, (5) transparency /accountability and (6) the practicalities

involved in reporting of the deaths.

The results of the clinical scenarios indicate that the participants’ understandings of reportable
deaths are quite variable and there is a need for ongoing educational support for the identification

of reportable deaths.

A lack of clarity was also reflected in the coroners’ responses, and this finding reinforces the data

obtained from the semi-structured interviews.

In the previous chapters the results have been presented and discussed for both study 1 and study 2,
(Chapters 5 and 6 respectively). The results indicate that several factors impact on the appropriate

and accurate reporting of deaths to the CCOV.

In the next chapter, Chapter 7, the 64 cases that were identified in the analysis of the quantitative
data in study 1 as having a reporting error will be presented. In these cases, the incorrect reporting
process was followed in that the deaths were either reported inappropriately or were not reported,
despite meeting the reportable criteria. The implications for clinical practice, health care

organisations, the CCOV and broader community will also be discussed.

There have been two publications that describe the key findings of study 2 (see Appendix 6.1, 6.2):

Appendix 6.1 What do clinicians understand about deaths reportable to the coroner (interviews)

Charles, A; Cross, W & Griffiths, D, (2017)

Appendix 6.2 What do clinicians understand about deaths reportable to the coroner — Use of clinical

scenarios to enhance learning. Charles, A; Cross, W & Griffiths, D, (2018)
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Chapter 7 Results and Discussion — Study 3 In depth review of cases
where incorrect reporting was identified.

The first requirement in a hospital is that it should do the sick no harm.”
Florence Nightingale 1863

7.1 Introduction
In this chapter, the results of study 3, the in-depth review of the cases where a reporting error was

identified, will be presented and the findings will be discussed. In the previous chapters, the results
have been presented and discussed for both studies 1 and study 2 (Chapters 5 and 6 respectively).
These results indicate that several factors impact on the appropriate and accurate reporting of

deaths to the Coroners Court of Victoria (CCOV).

The results and discussion of the findings of study 3 address research objectives 2 and 3. These
objectives were: to examine factors that impact on a clinician’s decision to report a death to the
coroner and to determine a clinician’s knowledge of the legal requirements of reporting a death in

the health care facility to the coroner.

The chapter is arranged as follows. The 64 cases identified, following analysis of the data in study 1
where the inappropriate reporting process was followed, are first described. Secondly, the criteria

under which each of the 64 identified deaths is presented and discussed. Included in this discussion
will be a separate presentation of the 12 cases where there was incorrect reporting. There will then

be discussion of the findings.

For this study, there is a definition of incorrect reporting under two descriptions.

Incorrect reporting is defined as:

(i) the death that was not reported (failure to report) when it met the reportable
criteria, or
(ii) a death that did not meet the reportable criteria but was reported (this includes

inappropriate /over reporting)
These cases are then presented under the specific criteria for the circumstances of the death met, as
defined within the Coroners Act 2008 (Vic). Of the criteria, there were four specific areas where

deaths were identified, with the majority of the deaths occurring as a result of an accident or injury.

7.2. Detailed results and discussion of findings
As stated earlier, the results of the in-depth review of the 64 cases that were recognised as having a

reporting error are presented in this chapter. Figure 7.1 graphically presents the breakdown of the
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reporting criteria, with the cases presented under the individual reportable criteria. This is the

criteria within the Coroners Act 2008 (Vic).

10

1_
39
0
3

m Accident or Injury = Medical Procedures = Violent or unnatural = Unexpected

= |n care = Not reported = No death certificate

Figure 7.1 Criteria of deaths where the incorrect reporting process was identified

(i) Accident or injury -a death that appears to have resulted, directly or indirectly, from an
accident or injury (Coroner’s Act 2008 [Vic]). The reportable death criteria in the
Coroners Act 2008 (Vic) gives the example of accidental deaths as “deaths resulting in
complications such as fractured neck of femur or subdural haemorrhage” (Coroners
Court of Victoria, 2018)
A common area that causes confusion is the interpretation of the criteria where the death occurs as
a result of accident or injury. This was demonstrated in the results of both study 1 and study 2 and a
criterion where there was a large volume of cases identified. Under this criterion, a causal link must
be made between the injury and the death, although there are no time frames to guide decisions. Of
the 64 cases where a reporting error was identified, there were 60.9% (n=33) that may have been
reportable, according to the criteria of accident or injury. In the in-depth review, it was identified
that these patients were reported to have suffered a fall, either immediately before or during their
hospital admission, and, therefore, met the reporting criteria of death resulting directly or indirectly
from an accident or injury. For example, in the death of a patient who previously sustained an injury
in a motor vehicle accident and the accident contributed to the death, it must be reported, as per

the criteria. From a healthcare facility perspective, for inpatients who sustain a fall during their
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admission and, subsequently, die, it is often challenging to determine whether the death is
reportable. If there is a causal link between the fall and the death, then this death is required to be
reported. However, this link can be difficult to establish and, therefore, the contribution of the fall
and injury to the death can be difficult to determine. Of the patients with a documented fall prior to
their admission, there was documented harm, in the form of fractures or other injuries, that

precipitated the hospital admission.

In this subset of deaths, there was documentation of discussion with the CCOV in eight cases, with
seven cases documenting that there was discussion/consideration at the time of death. There was
generally a reference to a more senior person (Consultant) who was asked for advice. The
documented discussion between the clinicians and the CCOV, in the majority of cases, referred to
the lack of contribution of the fall to the death (with or without documented injury) and, therefore,

any causal link of the contribution of the fall could not be demonstrated.

For example, there was one case where a patient presented to hospital, following a fall at home, and
died a week later. The CCOV response was documented as “despite fall at home, no SDH (subdural
haematoma) or NOF (neck of femur fracture) so not reportable death”. This is not a very
constructive or educative focus for the clinicians who were commonly seeking advice regarding
whether the death was reportable. Another example involved a patient who fell at home, sustaining
a fractured pubic ramus, and was admitted with vomiting and hypotension and, subsequently, died
two days later. The decision had been made, clinically, for conservative management of the fracture,
however, there was discussion with the CCOV, who stated that fall did not contribute to the death.
The cause of death was recorded as sepsis/end stage renal failure. This also demonstrates a lack of

understanding of which deaths meet the reportable criteria.

Another patient, who was admitted for palliation, had a fall as an inpatient on the day prior to the
death. The clinician was advised by the CCOV that “given no significant injury (was) sustained and
the patient was admitted for palliation, this is not a coroner’s” (case). The reasoning given by the
CCOV as to why the death was not reportable was that the patient was “admitted for palliation”,

which does not assist the clinicians in their understanding of why the death is, or is not, reportable.

There were also examples of a lack of understanding of deaths that are reportable. In one case, a
patient who suffered an inpatient fall with presumed head strike died two days after the fall. In the
documentation, reference is made to the senior clinician who commented that it “was up to the
family if they want to report the death”. This demonstrated a lack of understanding that, according

to the legislation, there is a legal obligation to report a death if it meets the reportable criteria
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(Coroners Act, 2008 [Vic]). Similarly, in another case, it was noted that if there were “no questions
that the family had that they wanted the coroner to answer, the fall would be considered secondary

to ischaemic stroke, and not a cause of deterioration. Therefore, not a coroner’s case”.

The area of patient falls (with resultant harm or death) is one of interest in many areas and a focus
of patient safety studies. The Australian Patient Safety Foundation, in their recent research report
that reviewed sentinel events in Victoria, also noted that falls with harm make up a significant
number of reports to the Department of Health and Human Services and the sentinel event program
(Hibbert, et al., 2016). A sentinel event is an event in health care that occurs as a result of

deficiencies in processes and/or systems and usually results in harm, or even death, to the patient.

This report also noted clinicians’ confusion when deaths associated with falls require further
investigation. One recommendation to assist in the review of the circumstances around these falls
was the development of a template, to ensure a consistent approach to the investigation (Hibbert,
et al., 2016). There is also some lack of definition regarding what is described as a mechanical fall
compared to a patient collapsing from a medical condition. This, potentially, further adds to
confusion and the absence of documenting precise details. In New South Wales, there is an age
restriction in place for accidental deaths. Section 38 (2) of the Coroners Act 2009 (NSW) refers to
someone aged over 72 years who dies from accidental injuries and whose age may have contributed
to their death. These cases do not need to be reported to the coroner. The reasons for this change
appear to be twofold. One is to minimise the angst and stress of the deceased’s family regarding the
process of the coronial investigation. The second is to reduce the case load of the coronial services
(Cordner, 2013). Despite the intentions of these reasons, this approach may lead to a missed

opportunity to assist in the identification and enacting of preventative measures.

A pilot study was conducted in 2017, regarding falls in hospitals and the required reporting process,
collaboratively between CCOV and the Victorian Institute of Forensic Medicine (VIFM). In this
proposal, it was stated there are over 1000 deaths of elderly people, annually, who die due to
complications following a fall resulting in a femoral fracture. In the past, the deceased were
transported to VIFM for medical examination. The bodies were to be held within the hospital
mortuary facility for 48 hours to allow for the preliminary review to occur at CCOV and to determine
if any further investigation was required. These deaths were still to be reported to the CCOV but
would not necessarily have an autopsy or other medical or scientific examination (S. Hinchey,
personal communication, 2017) (see appendix 7.1) Whilst this is a positive change for families of the
deceased and, potentially, minimises any extra distress or delays for them and may result in

enhanced utilisation of resources at VIFM, this approach may prove challenging for clinicians. There
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is already some confusion among clinicians regarding the contribution of a fall to death and this may
be intensified with these changes. This process has now been incorporated into usual practice at the

CCOV (J. Leditschke, personal communication, 2019).

The majority of the deaths that required further review were patients who had suffered a fall,
potentially associated with their deaths; however, there were other deaths recognised in this
category. These were deaths that appear to have resulted, directly or indirectly, from an accident or

injury but were not categorised as falls.

In one case, a patient who had previously sustained a cervical spine fracture (C5) and incomplete
qguadriplegia in a motor vehicle accident was admitted with pneumonia. He died during this
admission and the clinician was advised that the death was not reportable, since the legal claim had
been finalised. The death was reviewed by the Registry of Births, Deaths and Marriages (BDM) and
referred to the CCOV for review, and the report was, then, accepted. This type of information makes
it difficult for clinicians to understand which factors contribute to the deaths that meet the

reportable criteria.

In another case, a patient was admitted with a fall. The documentation indicated that the
consideration for reporting was due to a minor procedure that had occurred in close proximity to
the death but had no contribution to the death, therefore, creating further confusion for the

clinicians.

(i) Unexpected death-, not reported and death certificates were written - a death that
appears to have been unexpected, unnatural or violent (Coroners Act 2008 [Vic]).

An unexpected death is another criterion that requires further definition for clinicians to accurately
report deaths. This is an ambiguous and subjective description and is challenging to define. There
may be one criterion where the death may have been deemed preventable, as the death was not
predicted or expected to occur during the admission. The definition of what is an “unexpected
death” has been highlighted as problematic. Middleton & Buist (2014) point out the circumstances
or perspectives that may be interpreted as contributing to death that was unexpected: during a
procedure, on admission to hospital, whether clinicians shared the same understanding of whether
the death was unexpected, and what the family members understood to be the circumstances.
There is considerable scope for subjective interpretation (Middleton, 2015). There may also be a lack
of clarity between the interpretations of unexpected deaths. from either a legal or medical

perspective (Neate et al., 2013).
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There were three deaths that were identified in this category as being an unexpected death. In only

one of the three cases was there documentation of discussion with CCOV.

(iii) Unable to sign death certificate- a death that occurs in Victoria if a notice under
section 37(1) of the Births, Deaths and Marriages Registration Act 1996 has not been
signed and is not likely to be signed (Coroners Act 2008 [Vic]).

Of the 64 cases in this group, there were five cases identified as not able to have a death certificate
signed. Two of these cases involved the deaths of patients who had suffered out-of-hospital cardiac
arrest with an unclear cause of death. There was a cause of death opined as hypoxic brain injury

secondary to cardiac arrest, however, the primary cause of the cardiac arrest was unclear.

In another case, a 71-year-old patient who had metastatic disease was admitted to hospital with
generalised debility, including a fall before admission, with head strike. Radiological examination
showed a new haemorrhage and the patient developed pneumonia soon after and died. A death
certificate was written at the time, with documentation as “confident cause of death pneumoniain
setting of cerebral bleed post fall with head strike on a background of metastatic RCC”. The death
was later discussed within the medical unit caring for the patient and also with the CCOV. The death
was then reported, retrospectively. This case reflects the inconsistency in the interpretation of which
deaths are reportable, which can result in under-reporting or inappropriate reporting of the deaths.
The inconsistency also results in confusion and uncertainty for clinicians in considering the required
review of patients and, subsequently, a potential lost opportunity for any learning as a result of

these death.

(iv) Medical procedure- a death that occurs— (i) during a medical procedure; or (ii)
following a medical procedure where the death is or may be causally related to the
medical procedure— and a registered medical practitioner would not, immediately
before the procedure was undertaken, have reasonably expected the death; (Coroners
Act 2008 (Vic)).

There was only one death in this subset that fell within the criteria. In this case, an 82-year-old
female was admitted with intracerebral bleeds, secondary to the new diagnosis of atrial fibrillation.
She had suffered an intracerebral bleed in the past, which had been managed surgically at another
hospital, although the time frame was unable to be clarified. This procedure was mentioned on the
completed death certificate and the case was referred to the CCOV from the BDM, due to the
reference to the craniectomy on the death certificate. There were no clear time frames
documented, therefore, the relationship between the death and the surgery was unable to be

established by clinicians. It would appear that a conversation with the CCOV was required to
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determine whether the death met the reportable criteria. This is one area where there may be an

inappropriate or under-reporting of deaths occurring.

Although this may be a small number of cases where there is inconsistency in reporting identified,
the situation does reflect the potential lack of understanding and consistency in the reporting or
acceptance of the report. There has been some research into the possible area of the under-
reporting of deaths to coronial services and how this information may impact on the delivery of safe
patient care (Charles et al., 2007; Dwyer et al., 2012; Neate et al., 2013). Neate et al. (2013) found
that the largest group of under-reported deaths in their review fell under the criteria of accident or
injury, including deaths as a result of a fall. There were similar findings in the study by Dwyer et al.
(2012), who audited deaths within the organisation that had coronial involvement, finding that, of
the 82 deaths reported, 68 had been directly reported but the remaining 14 deaths had been
referred by BDM (under the accident and injury criteria). This, again, indicated that there is a lack of

understanding of the information required to report a death.

Within study 3, there were 12 deaths that were reported by the clinicians but were later deemed to
not meet the reportable criteria, following further review by CCOV. Barnes et al. (2014) refer to the
use of resources within the coronial services, as a result of deaths where there is a reporting error;
i.e. the death is reported when it did not meet the criteria or require independent investigation.
Again, this is only a small number of the total of deaths for this particular health care organisation
but these numbers may be reflected across the state and, potentially, across the nation. As well as
these deaths utilising resources unnecessarily, as stated above, they offer another reflection on the
comprehension of the clinical staff regarding which deaths are reportable. Of course, for a reported
death to be accepted, the staff at the CCVOV are required to make that decision, however, yet again,
are reliant on the information that is provided. Barnes et al. (2014) determined that there were

three groups of deaths where the was inappropriate reporting.

These groups were:

(i) following a fall,
(ii) where a death certificate was not able to be signed, and
(iii) health care related deaths.

This was reflected in the results of this study, with 50% (n=6) of deaths reported, although not
actually reportable under the criteria of deaths as a result of accident or injury (i.e., falls that

contributed to the death). In the category of the death certificate able to be signed, there were 25%
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(n=3) deaths and 16.7% healthcare-related deaths (n=2). The other death that was inappropriately

reported (n=1) was under the category of an unexpected death.

Efforts have been made to simplify the classification of a death that occurs within a healthcare
setting in the Coroners Act 2008 (Vic), with attempts to make the definition clearer, however, this

cohort of deaths may be one of significant under-reporting and is, therefore, an area of further study

7.3 Conclusion
This chapter has presented the results of study 3, which has further reinforced the important

contribution that an independent review of deaths can make to the delivery of safe patient care. An
in-depth review of the 64 deaths identified as having a reporting error in this healthcare facility over
the period of one calendar year was performed. The findings demonstrated that the criteria of
deaths that occurred as a result of accident or injury are one in which there is confusion and a lack of
clarity for clinicians, which is also reflected in the findings within study 2. Donabedian refers to the
measurement of adverse events or harm that occurs to a patient receiving healthcare as one of the
measures of quality health care delivery (Donabedian, 1966). The identification and subsequent
review of deaths can only be further enhanced if there is clarity as to which deaths meet the

reportable criteria.

In Chapter 8, the results of the three studies and a discussion of the implications for clinical practice,

health care organisations, the CCOV and the broader community will be presented.

Recommendations for further actions will also be presented in this final chapter.
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Chapter 8 Overall discussion, recommendations and conclusion
8.1 Introduction

The primary aim of this study was to examine clinicians’ understanding of which types of deaths
meet the criteria to be reported to the Coroners Court of Victoria (CCOV). To address this aim, a
mixed methods study was conducted, with three studies or components of the overall study

undertaken. The three studies were comprised of:

e Study1l Retrospective audit of clinical notes (Chapter 5)
e Study?2 Semi-structured key informant interviews and clinical scenarios (Chapter 6)
e Study3 In-depth review of deaths, where incorrect reporting processes were identified

(Chapter 7)

This study was underpinned by the concept of patient safety and how issues relating to reportable
deaths and a clinician’s understanding of this process might impact this concept. This is against the
background of an evolution in the concept of patient safety and the understanding that there is
preventable harm occurring during health care delivery. Internationally, since the 1990s, there has
been an increased focus on harm, including death, that may occur during a patient’s journey within
healthcare and the potential for these adverse events to be monitored and, potentially, prevented.
Identification of preventable deaths is also an element of the Coroners’ mandate. The concept of
monitoring and reviewing mortality figures was described by Donabedian in 1966 and, prior to this,
by Florence Nightingale, who also demonstrated this as a measure of quality of care delivery in the

1860s.

In Chapters five, six and seven s the results have been presented and discussed for the three studies
that were completed. The results indicate that several factors impact on the appropriate and
accurate reporting of deaths to the CCOV. This chapter will present a summary of the key findings,
the implications for clinical practice, health care organisations, the CCOV and the broader
community. The findings will be discussed under the concept of a recognised failure in the reporting
process. The cases will be described where there is either (i) failure to report the death or (ii) failure

of appropriate reporting (inappropriate reporting).

Within Chapter 8 the integration of the results of the quantitative and qualitative components of the
study are presented, together with possible explanations for these findings. The strengths and
limitations that were identified during the conduct of the research will, similarly, be presented,
together with recommendations for practice. To conclude, opportunities for future research will be
proposed. The key findings of the three studies are summarised against the research objectives in

Table 8.1.
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Table 8.1 Summary of Key Findings

Research objectives and data type

Description

Key Findings

Research objective

To examine the frequency and
characteristics of deaths at one
health service over one calendar

year.

e (Quantitative data

Retrospective audit of clinical notes

Structured review utilising an audit tool

developed to determine:

(i) Demographics
(ii) Details of death

(iii) Reporting details

Data were categorised as correct reporting process/incorrect reporting process

(i) Demographics

e Number of deaths reviewed in one calendar year in one healthcare
facility (n=1,262).

e Agesranged between 18-103 years.

e In 1,198, (94.9%), of deaths the correct reporting process was followed
(i.e. no reporting error).

e There were 64 deaths, (5.1%), where an incorrect reporting process
was identified.

e Even distribution between male and female patients in both groups.

(ii) Details of deaths

e Majority of deaths occurred in the following areas: Cancer,
Neurosciences, or Medicine clinical units.

e Deaths most frequently occurred at 1201-1800 hours (both categories)

(iii) Reporting details

e Majority of deaths met the accident or injury criteria of the Coroners

Act 2008 (Vic)
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Research objectives and data type

Description

Key Findings

Research objective

To identify factors that impact
clinician’s decisions to report a

death to CCOV,

To examine clinicians’ knowledge
of the legal requirements of

reporting a death.

e (Qualitative data

Semi-structured key informant
interviews and clinical scenarios. These
guestions and clinical scenarios were
developed following the audit of clinical

notes.

Thematic analysis of the data was

performed.

Six themes identified.

e Timing

e lack of awareness/knowledge
e Fear/blame/stigma

e Education

e Accountability

e Practicalities of reporting

Research objective

To identify themes that present in
the cohort of deaths where the
incorrect reporting process

occurred.

e (Quantitative data

In-depth review of unreported deaths

that meet the reportable death criteria.

Thematic analysis of this group of

deaths performed.

e Theincorrect reporting process was identified in 64 cases.

e 12 of the 64 cases were reported to CCOV but then determined not to
meet the reportable criteria.

e The majority of cases where the incorrect reporting process occurred
also fell under the criteria of accident or injury as per the Coroners Act

2008 (Vic).
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Research objectives and data type

Description

Key Findings

Research objective

To examine the frequency and
characteristics of deaths at one
health service over one calendar

year.

e (Quantitative data

Retrospective audit of clinical notes

Structured review utilising an audit tool

developed to determine:

(iv) Demographics
(v) Details of death

(vi) Reporting details

Data were categorised as correct reporting process/incorrect reporting

process

(iv)

Demographics

Number of deaths reviewed in one calendar year in one healthcare
facility (n=1,262).

Ages ranged between 18-103 years.

In 1,198, (94.9%), of deaths the correct reporting process was
followed (i.e. no reporting error).

There were 64 deaths, (5.1%), where an incorrect reporting
process was identified.

Even distribution between males and females in both groups.

(v) Details of deaths

(vi)

Majority of deaths occurred in the following areas: Cancer,
Neurosciences, or Medicine clinical units.
Deaths most frequently occurred at 1201-1800 hours (both
categories)

Reporting details
Majority of deaths met the accident or injury criteria of the

Coroners Act 2008 (Vic)
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Research objectives and data type | Description Key Findings

Research objective Semi-structured key informant interviews Six themes identified.
and clinical scenarios. These questions and
To identify factors that impact e Timing
clinical scenarios were developed following
clinician’s decisions to report a e lack of awareness/knowledge
the audit of clinical notes.
death to CCOV, e Fear/blame/stigma
Thematic analysis of the data was e Education

To examine clinicians’ knowledge

performed. e Accountability
of the legal requirements of

. e Practicalities of reportin
reporting a death. P &

e (Qualitative data

Research objective In-depth review of unreported deaths that e Theincorrect reporting process was identified in 64 cases.

meet the reportable death criteria. e 12 of the 64 cases were reported to CCOV but then determined
To identify themes that present in

not to meet the reportable criteria.

the cohort of deaths where the Thematic analysis of this group of deaths
) ) e The majority of cases where the incorrect reporting process
incorrect reporting process performed.

occurred also fell under the criteria of accident or injury as per the
occurred.

Coroners Act 2008 (Vic).

e (Quantitative data
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8.2 Failure to report or inappropriate reporting of deaths

8.2.1 Failure to report
As presented in Chapter 2, when describing the concept of patient safety, the role of mortality

monitoring is an integral measure of the delivery of safe patient care. The mortality figures form a
part of various clinical indicators and are reported both internally and externally to organisations in
various forms, as a component of the clinical governance structure. This reporting process enables
the review of deaths within organisations and assists in the determination of any preventable
aspects to a death. There is a legal obligation in Victoria for a death that meets the reportable
criteria to be reported to the CCOV. It is a requirement that “... a registered medical practitioner who
is present at or after the death of a person must report the death without delay to a coroner or the
Institute (Victorian Institute of Forensic Medicine) if the death is a reportable death” (Coroners Act
2008 (Vic) S.10(1) amended by No. 31/2013 s.12 (1)). Similarly, according to the Coroners Act 2008
(Vic), any person who has reasonable grounds to think that a death is reportable and has observed
that the death has not been reported, also has an obligation to report the death as soon as possible.
It is within the description of reportable deaths that there were a cohort of deaths where it was

acknowledged that there were reporting errors.

In this study, 64 deaths were determined to have failed to be reported or there was a failure to
report the death appropriately. This indicates, primarily, that the legal requirements of death
reporting have not been met, as per the Coroners Act 2008 (Vic). The assumption is that this is not a
result of criminal activity but, rather the result of a lack of understanding of the reportable criteria or
inconsistency in the acceptance of the death report. Barnes et al. (2017) describe that, across
Australia, only about 10 to 20% of deaths are investigated by the Coroner and this is the only
independent scrutiny of deaths external to organisations, with the assumption that there are
internal reviews of the means of mortality and morbidity processes (Barnes, Kirkegaard, &
Carpenter, 2014). Again, the ability for this review to inform safe clinical practice cannot be

underestimated.

Other Australian studies have previously recognised the issue of under-reporting of deaths to the
Coroner (Charles et al., 2007; Freckelton & Ranson, 2006), particularly healthcare-related deaths
that may be attributed to clinicians’ lack of awareness or understanding of their roles. Neate et al.
(2013) refer to under-reporting or non-reporting of deaths and issues as being related to the
interpretation of terminology, such as unnatural and unexpected, and the lack of clarity of the causal
relationship of trauma to death and whether a death is deemed “suspicious” and, therefore, needs
to be reported (Neate et al., 2013). This study also examined the accuracy of death certificates,

including the mode of death (e.g., cardiac arrest) rather than a pathological condition, the
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contribution of other conditions and the contribution to the death. One of the issues identified from
the inaccuracy of the death certificates is concerned with the aggregation of mortality data, which

may be compromised due to this inaccuracy (Neate et al., 2013).

The inaccuracy of mortality data collection has also been recognised in a number of international
jurisdictions, specifically Canada, the United Kingdom and Japan. Concerns have been raised in
Canada about the quality of the medicolegal investigation of deaths and the accuracy of mortality
statistics (Kelsall & Bowes, 2016). In six Canadian jurisdictions, it is the responsibility of the physician
coroners or medical examiners to investigate any suspicious deaths. In the other Canadian provinces,
these deaths are reviewed by a coroner, who is not a physician, and, thus, the reviewers have
variable backgrounds. This leads to inconsistency in the level of investigation that occurs, including
whether an autopsy is performed. In light of the findings of several reviews that have been
conducted in the United Kingdom, in response to events such as the Dr Harold Shipman inquiry, the
Office of the Chief Coroner has been put in place (Smith, 2003). One of the roles of the office, which
was created in 2009 by the Coroners and Justice Act, 2009 (United Kingdom), is to provide leadership
and training for the coroners of England and Wales, together with the development and

maintenance of national standards for review.

The Japanese Medical Care Act (Act No. 205 of July 30, 1948) was reviewed in 2014 and modified to
enhance the reporting system of deaths that occur during or as a result of medical care. The aim of
this “iryojiko chosa seido” (medical accidents investigation system) is to review medical accidents
and, potentially, prevent them (Leflar, 2009) There is mandatory reporting of any “unexpected

deaths” that occur and when there is a contribution of medical care to the death.

This lack of understanding by clinicians of reportable deaths is also present in the United Kingdom
(Start et al., Similar to the findings of Neate et al. (2013) and Dwyer et al. (2012), deaths due to
trauma or accident were commonly under-reported (Dwyer, Visser, & Russell, 2013; Neate et al.,

2013). Deaths associated with medical treatment presented another area of confusion.

Several studies have identified criteria, within the reportable criteria to be problematic, for different
reasons. Start et al. (1993), also refer to reasons for under-reporting of deaths as confusion in
Coroners’ practices, according to geographical location, in the United Kingdom (Start et al.,1995).
There have been several studies that have reported areas of under-reporting of deaths, specifically
in healthcare-related deaths. Charles et al. (2007) retrospectively audited the medical notes of 229
deceased patients from two hospitals. Of the 229 cases reviewed, 58 cases met the reportable

criteria, with only 22 of the deaths having evidence of being reported to the Coroner’s office. This
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study found that the deaths of elderly people and those who died over night were less likely to be
reported to the Coroner’s office. The criteria for reporting were not reviewed, however, similarities
were noted with under-reporting of deaths in the elderly patient group (Charles et al., 2007). This,
again, represents the potential for a lost opportunity to determine if there were any preventable

factors regarding the death and, hence, for clinicians to be able to learn from this.

Healthcare-related deaths is one criterium where there have been attempts to clarify the definition
of death in this category, including in the revised Coroners Act 2008 (Vic). These changes have not
assisted clinicians’ understanding (Middleton, 2015). In their study published in 2014, Middleton
&Buist (2014) reviewed the Australian Coroners’ Acts from the perspective of medically-related
deaths and determined that there was no strong consistency in the definitions, which was also
supported by Bird (2005). In Table 8.2, the differences in these definitions across Australia are

described.

Table 8.2 Health care related deaths defined as per State or Territory of Australia

Jurisdiction Definition
Anaesthetic Northern Territory | Death during or following as a result of an anaesthetic
related death (NT)

Tasmania (Tas)
Death during or as a result of an anaesthetic or sedation

Western
Death during or following as a result of an anaesthetic

Australia (WA)

Causal or Australian Capital | Death due to an operation or procedure, within 72
temporal Territory (ACT) hours

association with
death

South Australia

(SA)
Death due to procedure or anaesthetic or within 24

hours
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Death within 24 hours following inpatient discharge or
presentation to emergency department.

Death nota New South Wales | Death not reasonably expected as a result of health-
reasonably (NSW) related procedure

expected

outcome

Queensland (QLD) | Death not reasonably expected and occurs following
and as a result of healthcare or the failure to provide
healthcare.

Western Australia

(WA) Death during or immediately following as a result of a
WA

medical procedure and not reasonably expected.

Note: In the causal relationship it must be quite clear, that is the death is, “as a result of”. In Queensland it must be clear or
likely, whereas, in Victoria, there needs to only be a “possible” casual connection with the death. Although these
differences are subtle, they are differences nonetheless. This highlights the potential for subjective interpretation and
error, in so far as the death may or may not be reported, omitting an opportunity for health professionals to be informed
and learn from a particular patient’s death.

The issue of healthcare-related deaths, specifically, was recognised, with a report commissioned to
KPMG International Cooperative (KPMG) by the then Department of Justice and Regulation (now
Department of Justice and Community Safety) on behalf of the Coronial Council of Victoria and was
released in 2017. The purpose of this report was to review the underlying practices of inappropriate
reporting of deaths and to improve the overall reporting of deaths (KPMG, 2017). Despite a review
of the terminology and description of healthcare-related death by the Victorian Law Reform
Committee in 2006, when the Victorian Coroners Act was reviewed, it was found that there was still

confusion for clinicians (Victorian Law Reform Committee, 2006).

As with the findings of the qualitative and quantitative data in this study, the deaths related to
accident or injury, particularly falls, was another area of misunderstanding for medical staff. The
KPMG recommendations were for there to be a retrospective review of falls-related deaths, to
determine if there are any benefits being achieved as a result of the reports and the impact on

patient safety.

Unexpected deaths

Unexpected death is defined as one that occurs when a person, who appears to be healthy, dies
unexpectedly (Department of Health & Human Services, 2019). KPMG reported that the definition of

the term “unexpected” death was one which caused confusion to clinicians (KPMG, 2017). The
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expectations of the definition of ‘unexpected, when referring to death is not clear, from either a
time frame or causal relationship. For example, it is not unexpected that a patient who is admitted
to hospital with an aortic aneurysm that has ruptured may die prior to definitive management,
however, the diagnosis of a ruptured aortic aneurysm may be an unexpected diagnosis, yet to be
determined, at the time of death. Uncertainty about what constitutes an unexpected death may also
be due to differences between the legal perspective compared to the clinical perspective of
unexpected death (Middleton & Buist, 2014). What also needs to be determined is whether an
objective or subjective assessment is made as to whether a death is unexpected, since the

assessment of whether a death is unexpected may be either subjectively or objectively considered.

Unnatural and violent deaths

Harris (2017) describes the confusion of clinicians in the United Kingdom impacting their ability to
differentiate between natural and unnatural causes of death and, consequently, whether a death
needs to be reported. Recently, a Victorian Coronial finding, following an Inquest into the unnatural
death of a patient that was not reported to CCOV, also identified several factors that may have
impacted on whether a death was reported or not. These included a lack of recognition of prior
trauma as a contributor to death by the clinicians and uncertainty regarding the reportability of

deaths that are related to medical procedures (Neate et al., 2013; Spooner, 2012).

8.2.2. Failure to report deaths appropriately
Of the 64 cases identified, there were 12 cases that were deemed to have been reported

inappropriately. This indicated that the deaths did not meet the reportable criteria but were
reported to CCOV. There are several factors that influence whether the reporting of a death to CCOV
is inappropriate or does not meet the reportable criteria. In Victoria, as stated earlier, for a death to
be accepted as a reportable death by the CCOV, there is communication between the clinicians and

staff at the CCOV .

Barnes et al. (2014) discuss a number of deaths that were reported to the Queensland Coroners
Court due to a death certificate not being completed. Reasons included an inability to locate the
treating doctor, reluctance to issue a death certificate or lack of access to relevant medical records.
Conversely, a lack of familiarity of the clinicians with which deaths should be reported may also be
problematic, as death is reported if the clinicians err on the side of caution. In Queensland, the
category of ‘natural cause of death’ is an area where there is a perceived over-reporting of deaths,

on which the focus of the paper was directed.
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Recommendations have been made for ongoing support and education of clinicians by the coroners’
office regarding the reporting requirements. Included in these recommendations is acknowledgment
of the significant use of coronial resources for people who have died from natural causes, whose
deaths require no further investigation (Barnes et al., 2014). As has been previously mentioned,
there are information days offered to health professionals through the CCOV. These sessions provide
information about the role of the coroner, the investigative process and the formulation of
recommendations, which may lead to system improvement and, therefore, enhance the delivery of

safe patient care.

This study demonstrated that there were three main groups of deaths which caused confusion
regarding whether the death required reporting. The groups were healthcare-related deaths, deaths
following a fall, and a death where there appeared to be a natural cause of death but the clinician
was not prepared to sign certificate, therefore, the death needed to be reported (Barnes et al.,

2014).

If there is under-reporting of deaths to the CCOV, there are lost opportunities for the systematic
review of potentially preventable deaths and, therefore, missed opportunities to inform patient

safety from a healthcare perspective.

8. 3 Strengths and Limitations of study

Strengths of the study
Creswell & Plano Clark (2018) describe explanatory sequential design as being one of the most

straightforward of the mixed method designs. This design allowed for exploration of the research
guestion utilising both quantitative and qualitative methods which also allowed for a deeper
understanding of the question (Cresswell & Plano Clark, 2018). The quantitative data collection
demonstrates what is occurring within the healthcare facility whereas the qualitative data collection,
interviews and scenarios, describes what the clinicians believe is occurring regarding reportable

deaths.

Although none of the participants availed themselves of the opportunity to review their interview
transcripts, this was offered to them. The interviews, however, were professionally transcribed and
the researcher listened to the recordings, checking the transcripts and the field notes several times
to enhance the rigour and credibility of the study. Another strength of this study was the access of
the researcher to the electronic clinical information systems and scanned medical records of the
health care facility. This, coupled with the researcher’s familiarity with the formatting and filing of

the records, ensured a timely and accurate review of the data. The researcher’s strong clinical
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background, confidence when meeting with clinicians and familiarity with healthcare facilities were

distinct advantages for this study.

Familiarity with the coronial practices that occur when deaths are reported, and access to coronial
staff and the processes involved, was also advantageous for the researcher. The access to a senior

coroner to determine the definitive answer for the clinical scenarios also proved to be an advantage

Limitations of the study
Mixed method research as a research design can be seem as time consuming for researchers

(Creswell & Plano Clark, 2018). This study was based at only one healthcare facility and over a single
calendar year, which may be seen as a limitation. However, the results of the study would be easily
transferable to other healthcare facilities. The degree to which the conclusions can be applied to
comparable settings and contexts, or the inference transferability of the study, is significant. There is
the ability to replicate the study over other sites, with consideration of processes that may already

pre-exist within the facility (Plano Clark & Ivankova, 2016).

There was a small sample size of the clinician group who were interviewed and completed the

clinical scenarios, but there was a broad range of experience within the group.

8.4. Implications of the study and suggested ongoing actions.

As discussed earlier, under Part 9 of the Coroners Act 2008 (Vic), there was the formation of an
independent group, the Coronial Council. One of the primary functions of this group was to advise
the Attorney-General regarding the role of the CCOV and their engagement with families, amongst
other requirements. One piece of work that was commissioned by the Coronial Council was a review
of inpatient death reporting to the coroner. This began after this study had commenced, and there
were 22 recommendations made as a result of the review. (Coronial Council of Victoria, 2017,
KPMG, 2017). The recommendations have not been made public at the time of writing. The progress
of these recommendations was unable to be ascertained at the time of writing, despite several

attempts to obtain the information from the Department of Justice and Community Safety.

The implications following this study and recommendations for ongoing actions have been
considered, with reference to the findings of this study. The implications are presented under
several sub-groups. These include implications for clinical practice; healthcare organisations; the

CCOV; the broader community; education, policy; and future research.

8.4.1 Implications of the study for clinical practice
At an organisational level, the findings of this study described several areas of recommended

actions. One of the issues raised by the clinicians was the feedback to them from the CCOV in a
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timely manner about the deaths that were reported. Prompt feedback would enhance the
opportunity for the clinical staff to learn from the independent review of the deaths by the Coroner
and be able to act upon the information whilst the case was fresh in their memories. Information,
such as the cause of death, would be useful to inform the clinical perspective on the coronial
findings and any system-related improvements that may be recommended as a consequence. The
complexity of the coronial review process may not be understood from the perspective of a clinician,
who may be primarily focussed on the pathological cause of death of the deceased. The coronial
process also includes the investigation of the circumstances around the death, to fulfil the
expectations of the coroner’s role. Information may need to be obtained via statements from
relevant parties, which may include clinicians and organisations such as Safer Care Victoria. As
Victoria Police members request the statement on behalf of the Coroner, with return of the
completed document within a six-week period, this can also add significant times to the

investigation and, subsequently, closure of the case.

Delays in the provision of this information from the CCOV may mean that there is a lost opportunity
for timely lessons regarding the potential preventability of death and, therefore, to support safer

patient care.

The lack of understanding by clinical staff as to which deaths are to be reported to the CCOV is
another aspect of practice that requires consideration. This may be improved by focus of the
clinicians at several critical points of inpatient care, particularly if the patient’s condition is
deteriorating; for example, if the death is anticipated when the patient is in a critical care area, such
as an intensive care unit, and death is imminent. One suggestion would be to ensure there is a
proactive discussion amongst the clinicians as to what the cause of death may be for the patient or
whether there is a reason for the death to be reported and the factors to be considered. This could
be both an educational and supportive process for the staff. Discussion at each clinical unit’s
mortality meetings could include reference to whether the death was reportable and why the death
might be reported, by considering under which criteria the death met the reportable criteria. This
may increase clinicians’ understanding of the requirements as well as enhance clinicians’ learning in
a safe environment. The development of more robust guidelines outlining both the medical and the
legal requirements would also be an adjunct to this process. Audit of the completed death

certificates and circumstances would be part of the review process.

The principles of the study would be easily transferable to other healthcare facilities — scenarios
could be modified to reflect the particular patient population, for example, paediatric, neonatal ,

and obstetric cases, as required.
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8.4.2 Implications for healthcare organisations
The implications of the findings of this study for healthcare organisations have consequences for

practice, policy and education. Organisations, such as healthcare facilities and training institutions,
including universities and specialist medical colleges, need to acknowledge the comments made by
clinicians regarding their training needs and areas of deficits. These needs occur at an undergraduate
level and continue throughout their practice. As this study showed, it is across all levels of
experience that there is some confusion and inconsistency regarding reportable deaths, so this
ongoing education needs to be offered at all levels. The legislative requirements of reporting deaths
would be included in this training along with further information regarding the role of the coroner in

preventable deaths and informing public safety.

The opportunity for organisations to audit deaths that occur in a structured and formalised way is
another method that could be employed to enhance the identification of reportable deaths. The
documentation could be reviewed, and any discrepancies identified could be managed in a timely
manner. This may be an important component of the mortality and morbidity meetings held at the
healthcare organisational level, if the meetings occur within appropriate timeframes. These
meetings are a valuable tool for identifying the potential preventability of the deaths and also for
implementing a review process to determine if a death meets the criteria for reporting to the CCOV.
It is also an opportunity to identify and implement practice changes which may enhance the safety
of patients within healthcare organisations. There is also the need for an assurance of a “safe”
environment without fear of retribution or blame for clinicians who identify that a death is
reportable. It should be reiterated that if a death is reportable to the CCOV it does not equate with
there having been some adverse event, wrong-doing or mistake made during the patient’s care.

There are requirements in the Coroners Act 2008 (Vic) that need to be met.

In addition, there is an opportunity for organisations to review documentation practices, particularly
for longer term patients; for example, those who have a fall at home but may die in rehabilitation
some time afterwards. A regular summary of clinical events for patient would allow for ease of

determination of any causal relationship between events and the patient’s death.

8.4.3 Implications for Coroners Court of Victoria
There was identification of the need for continued communication with clinicians and organisations

regarding their legal responsibilities regarding reporting deaths in this study. The CCOV’s website is
one avenue for this communication. Feedback, however, at the time of contact, as to why the report

of death is being accepted or not, would also be beneficial, from an educational perspective.
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Proactive feedback to the organisation and, therefore, the clinicians, regarding the progress of a
coronial review will be required; for example, whether there is going to be an autopsy performed
and the level of further review that will be required. For clinicians, early communication regarding
the interim cause of death would assist in informing the local/organisational level review and

enhance the opportunity for learning.

More timely and frequent information to the healthcare facilities regarding coronial findings from
cases across organisations could also be educational for the clinicians. Safer Care Victoria (SCV) is
now receiving and monitoring coronial recommendations and sharing information from the CCOV.
Safer Care Victoria also supports information being offered to healthcare facilities to fulfil the

suggested actions (Safer Care Victoria, 2018).

From the results following completion of the clinical scenarios, there was not strong agreement
among clinicians regarding which deaths were reportable. There was reference to the varying
criteria of the Coroners Act 2008 (Vic) by which the deaths were reported, which again demonstrates
the need for clarification of the criteria and reporting responsibilities. It may be beneficial for the
CCOV to implement an audit of the deaths that are reported and determine which reporting criteria
they meet. This audit may be similar to the suggested actions at an organisational level, where the
findings could be shared between the CCOV and the healthcare facilities as an educational

opportunity.

The lack of consistency in the Coroners Acts across Australia is also reflected internationally. There is
the opportunity to develop some clear consistency across the jurisdictions, as has been
implemented in the UK, in the form of the Office of the Chief Coroner to oversee the coroners of the
UK. Recently, under the Coroners and Justice Act, 2009, the Office of the Chief Coroner has been
provided additional roles. These responsibilities include the provision of leadership and education to
the coroners of the UK and Wales. There is also a requirement to ensure that there are national

standards for death investigations and that these are adhered to and supported.

Consistency across Australia regarding Coronial requirements would need collaboration and
agreement in various circles, including the respective Attorney Generals, healthcare professionals
and coronial services. The recent UK model of the implementation of the Office of the Chief Coroner

could be considered.

Inconsistency regarding the criteria for reportable deaths and also subsequent investigation has
been identified in several countries across the world. Provisions have been made to provide

direction in some of these countries. In Canada, for example, within each jurisdiction there is a
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requirement that physicians will report a death if they “reasonably believe” that the death meets

specific circumstances (Ministry of the Solicitor General, 2019).

In the USA, although there is some variation across all the states regarding which deaths meet
reportable criteria, there is still a requirement for reporting (Sedgewick, 2003) Typically, this includes
deaths that occur in unusual or suspicious circumstances or occur in violent (accident, suicide,
homicide) situations. Other criteria include natural disease processes when a death occurs suddenly
and without warning, when the decedent was not being treated by physicians or the death was
unattended. There is also some reference to time limits of when death is to be reported. More
specifically is the reference to medical adverse events as the third leading cause of death in the US,
which enhance the need for the preventative role of the independent review of deaths, together

with the identification of any groups or clusters of circumstances (Sedgewick, 2003).

A mortality review is one tool that can be used to inform patient safety. There is also the
opportunity to use these data to influence the development of quality improvement activities and

areas of research which can, in turn, be used to inform and alter clinical practice.

8.4.4 Implications for society
The volume of cases in this study where incorrect reporting was noted, either inappropriate

reporting or under reporting, was not large. However, there are implications for society, as there is
an expectation that inpatients in healthcare facilities will receive the best, safest care possible. The
safe care delivery from the perspective of this study is two-fold. There is the requirement for
clinicians and the organisation to meet their legal obligations to report deaths and to have the
appropriate practices in place to monitor this and to escalate, as required. Patients and their
significant others generally have a higher level of health literacy than in the past. As such, there is an
expectation that, if there is an adverse event that has contributed to the death or potential
preventability of the death, this information must be shared through the open disclosure procedure,

in a timely and transparent way.

8.4.5 Implications for research
There are several areas of ongoing interest, as a result of this study, that would benefit from further

investigation and provide an opportunity to inform patient safety directions within health care

organisations.

(i) It would be of interest to determine the frequency of adverse events that contributed to
the death of a patient and whether there was any relationship between deaths that

were reported or not. These events that cause harm or even death to patients may be
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unreported within clinical areas. This, coupled with the perceived stigma when reporting
deaths to the CCOV, may demonstrate an area where a change in practice may be
indicated.

(ii) If a patient’s care was focussed towards palliation, it would be useful to know whether
there was any impact on the decision making, regarding whether the death was
reportable or not. There is a large volume of deaths which occur in this area of palliative
care where the outcome may be death. This does not mean that the death does not
meet the reportable criteria and the casual relationships between any adverse event, for

example, would need to be identified.

8.5 Recommendations
The recommendations are directed towards healthcare providers and the CCOV and highlight a need

for consistency in reporting of deaths, from a clinician’s perspective. This includes an enhanced
understanding of which deaths require reporting to the CCOV and the rationale for these reports to
be made. There is also a requirement for consistency in the expectations of the CCOV regarding
which deaths are accepted as reportable. This consistency in understanding should result in an
enhanced appropriate reporting of deaths and of the roles responsible for reporting these deaths.
As already discussed within this study and the literature, the value of the review of deaths and the

influence on patient safety cannot be under-estimated.

The opportunity to utilise this information gained from transparent and independent review will
ultimately identify preventable aspects of deaths, adding another dimension to the delivery of safe

patient care within healthcare facilities.

The recommendations for ongoing actions have been categorised under the following themes,

noting that there are some aspects of the themes where there may be a degree of overlap between

them:
1. Communication
2. Awareness
3. Accountability
4. Clarity and /or consistency
5. Education

8.5.1 Communication
Communication is one area where recommendations for action is recognised. Communication in this

context refers to the understanding of clinicians and their subsequent documentation. In particular,
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it was found that documentation of the clinical progress of patients whilst they are inpatients,

particularly longer stay patients, could be improved.

Recommendation (1) The healthcare organisation reviews the expectations of documentation by
clinicians relating to clinical progress of inpatients and ensures that this requirement is disseminated
to clinicians.

Recommendation (2) Regular internal audits performed within the clinical units of the clinical
documentation and both individual and aggregated feedback shared with the appropriate clinicians.
A review of the expectations of documentation at the organisational level will not only enhance
communication more broadly but will also assist in the acknowledgement of any causal relation
between the event and the death, for example, patients who suffer a fall and subsequently die. This

will also assist in the appropriate and timely reporting of deaths, as required.

The documentation of any discussion by clinicians with the CCOV, regarding whether deaths met the
reportable criteria, was an area identified as requiring improvement. This discussion is required prior
to the death report being accepted by the CCOV and requires an understanding of the relevant
information that is required prior to a consideration to report the death. Guidelines for clinicians, to
ensure that the appropriate information to inform the report presented, should be developed. The
CCOV has a checklist, called the Reportable Death checklist for hospitals or other medical facilities
(Appendix 8.1), which provides some assistance, but there is still no guidelines for clinicians to
determine why the death is reportable. Follow-up review of discussion points could be performed at
both the organisational level and also at the CCOV, for consistency and improved understanding of
the requirements. At times, the death of a patient is anticipated and there is the chance for a
proactive discussion between the clinicians and /or the CCOV, to determine if the death is likely to
meet the reportable criteria. This provides the opportunity for further consideration and
determination of whether the death is reportable in a less time-pressured environment. This also

allows the possibility for a timely learning situation to occur.

Recommendation (3) Development of standards or a checklist collaboratively between the CCOV and
healthcare organisations to assist in the details required prior to communicating with the CCOV.

Recommendation (4) Documentation standards or checklist for information required prior to contact
with the CCOV, to guide clinicians and ensure that the appropriate information is being
communicated in regard to whether a death is reportable or not.

Recommendation (5) Documentation within the medical notes and /or inclusion of a checklist allows
for audit of the discussions, which is beneficial for the organisation and clinicians and from the
perspective of the CCOV.
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Another aspect of communication that was identified by this study was the timeliness of feedback
following the reporting of a death. Feedback included informing the clinical staff as to whether the
death was going to be further investigated by the CCOV and the progress of the investigation, which

would allow for two-way information sharing.

Recommendation (6) Development and implementation of an electronic database or portal by the
CCoV, to allow clinicians and organisations to determine the progress of investigations and provide
updated information

8.5.2 Awareness
There was a lack of awareness of the role and responsibility of the coroner in review of deaths and

identification of potential preventability of a death, which could, in turn, inform safe patient care
delivery. The clinician’s awareness of their legal responsibly to report a death that meets the

reportable criteria should also be considered.

Recommendation (7) Further face-to-face education and also the use of on- line resources, shared
between the CCOV and organisation, to inform and reiterate the roles and responsibilities of both
groups in reporting of deaths and to explain why this is important.

8.5.3 Accountability
The accountability for the decision making regarding the reporting of deaths to the CCOV, at the

level of the organisation and the CCOV, was another area identified by this study where
modifications could be made.This accountability may be recognised as further awareness of the role
and responsibilities of the coroner and the clinicians in this area, which could be reinforced by

communication and education.

Recommendation (8) Timely discussion as to whether a death is reportable with clear indications as
to why death is to be reported from the perspective of the reportable deaths criteria being met.

8.5.4 Clarity and /or consistency
To ensure that there is a level of consistency of the deaths that are reported, further clarification of

the reportable criteria needs to be undertaken. There is a lack of understanding of not only which
deaths are reportable and require independent review by the CCOV but also why these deaths need
to be reported. The lack of consistency between the Coroners Acts across Australia, in reference to
reportable deaths, has also been identified as a source of potential confusion to clinicians. Again,
this confusion may result in under-reporting or inappropriate reporting of deaths, which leads to
missed opportunities to inform patient safety through the review process and the use of valuable

resources.

157



Further education regarding the reportable criteria may be one method to assist in developing
consistency in reporting, with the provision of on-line tools, such as drop-down boxes with guided
qguestions, that could be used to assist in the definitions of reportable deaths. There may be an
opportunity to review the Coroners Act 2008 (Vic), however, this can be a time-consuming process,
given the levels of consideration required to change an act or law through the governmental
processes. This may be achieved by the formation of a working party or sub-committee,
collaboratively working between CCOV and the speciality medical colleges, for example. This group
may be able to develop clear definitions ad guidelines to further clarify the reportable criteria, such

as “unexpected” death.

Recommendation (9) Review of the Coroners Act 2008 (Vic) by the CCOV, in collaboration with
clinical staff, to assist in clarifying the reportable criteria and how they relate to Victorian health
care.

Recommendation (10) Consider the appointment of an Office of the Chief Coroner, as per the model
in the United Kingdom, to oversee the activities and the consistency of the Coroners Acts across
Australia.

8.5.5 Education
There is a need for all levels of medical staff within healthcare facilities to be specifically aware as to

what their role is in death reporting/review and, subsequently, their responsibility in referral to the

CCOV and the coronial process.

An audit of deaths within healthcare organisations, to determine if all reportable deaths are
reported, would be a useful measure of whether obligations and responsibilities were being met.
Following on from this, feedback to clinicians, regarding whether the deaths that occurred were
reportable or not and the factors influencing reporting in a timely manner, would be useful. This
opportune discussion would be educative and allow for open and transparent discussion regarding
deaths and the circumstances surrounding a death, to assist in determining if there were any
preventable factors. This would also present an opportunity to review death certificate completion,

for accuracy and consistency in documentation.

If the CCOV and healthcare organisations perform regular audits to determine which criteria the
death was reported, this information should be fed back to both organisations. There could be the
development of a template/algorithm guidelines to assist in this process, to ensure that there is a
clear description of reportable criteria, to provide knowledge to both groups. This could be a regular,
internal process undertaken by both the CCOV and the healthcare organisations and, potentially, by

external, independent auditors, to ensure transparency.
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Recommendation (11) Incorporation of the role of medical staff, at all levels, in death
reporting/review and subsequent referral to the CCOV, into the continued education that occurs for
ongoing registration of medical practitioners.

Recommendation (12) Audit of deaths within the CCOV and healthcare organisations, using a
standardised tool, to determine if all reportable deaths are reported.

In summary, the aims of the actions described are to:

e ensure consistency in reporting of deaths;

e enhance appropriate reporting; and

e appreciate the roles in reportable death requirements and the value that can be realised by
this process.

From the perspective of society, the ability to be reassured that there has been an independent and
transparent process in place to review deaths that have occurred is extremely important. With the
development of higher levels of health literacy, there are higher expectations of safe and informed

care delivery.

8.6 Conclusion

The aim of this thesis was to determine clinician’s understanding of deaths which meet the criteria
for reporting to the Coroner’s Court of Victoria, according to the study’s objectives. In Chapter One,
the evolution of the role of the coroner, from medieval times to the present day, and the influence
of this on patient safety was described. The criteria for reportable deaths was also described, from

an Australia-wide to Victorian perspective.

In Chapter Two, the concept of patient safety, including the evolution of the concept over recent
times, was presented. Refence to the framework developed by Donabedian, specifically referring to
outcome measures and mortality review processes and how they inform patient safety, was

presented (Donabedian, 1966).

The scoping review of the literature, regarding clinicians’ understandings of the coroner’s role was
presented in Chapter Three. A description of the methodological approach that was selected for this
study, namely an explanatory sequential research design, was described in Chapter Four. Chapters
Five and Six described the results and the findings of Study One and Study Two, respectively. Study
One consisted of a retrospective audit of medical records of deceased patients, using a structured
tool. Study Two presented the findings and discussion of the results of the semi-structured

interviews and clinical scenarios, as the qualitative phase of the overall study. Chapter Seven
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comprised the results and discussion of the findings of Study Three, the in-depth review of 64 cases

which were identified in Study One as having a reporting error.

This chapter, Chapter Eight highlights the existing processes and legal framework by which deaths
that meet the Victorian reportable criteria should be reported. This study has identified that there
are a number of deaths which are either not reported or are reported inappropriately or incorrectly.
The coroner is mandated to investigate certain deaths (and fires). The investigation is required to
determine the identity of the deceased, the cause of the death and the circumstances surrounding
the death. Another component of their role is to ascertain if there are any aspects of a death that
may have been preventable, and the coroner may make recommendations following their
investigation to help prevent similar deaths in the future. There is also evidence that there may be
very different interpretations between clinicians and coroners regarding the legal requirements
associated with the reporting of deaths.

If deaths are not reported, there are lost opportunities to inform patient safety principles and
learning and, hence, prevent future similar deaths. Coroners may make recommendations after their
investigation of deaths, and an absence of data provided by unclear or unsure clinicians may impact
the ultimate findings of a particular case. The process of monitoring and self-governance, at all
levels, is an important component of the delivery of safe patient care. In recent years, there has
been an increase in the reporting of adverse events that have harmed patients receiving healthcare
This may be due to an acknowledgment by clinical staff of the requirements to report such events
and an awareness that the reporting and subsequent review of these events can improve patient
safety. Similarly, the appropriate reporting of deaths to the CCOV also informs patient safety, by the
review of the level of preventability of deaths. The notion of preventability has been documented
within the patient safety literature and this is also reflected within the mandate of the coroners in
determination of preventability. The link to preventable deaths is defeated if deaths are not
reported appropriately. If deaths that meet the reportable criteria are not reported to the CCOV, the
legislative and legal requirements are not satisfied and, therefore, the law has been breached. This
has ramifications for the clinician who has not reported the death. It is also a missed opportunity for
an objective and independent review of the circumstances of the death. Following this review, there
may be recommendations made to change and improve aspects of practice or system issues
identified. There is also the opportunity to use this data to influence the development of quality
improvement activities and areas of research which can, in turn, be used to inform and alter clinical

practice.
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Appendices

Appendix 4.1 Letter of support from senior Victorian coroner

Coroners Court of Victoria

65 Kavanagh Street Southbank 3006

T 1300309519
F 1300546 989
W www.coronerscourt.vic.gov.au

6 July 2015

Austin Hospital Low or Negligible Risk Review Committee
To whom it may concern

I have spoken to Amanda Charles regarding her doctoral studies research into the reporting
of deaths to the Coroner’s Court of Victoria.

She has explained that part of the data collection is to include the review of approximately
1200 deaths that occur annually within the health service to determine if these deaths meet
the reportable criteria and were reported under the Coroner’s Act, 2008.

If there are deaths that have not been reported that meet the reportable criteria, these
deaths will be reported and reviewed through an already established process within the
Coroner’s Court for review of deaths that have been identified through review of the Death
Certificates at the Registry of Births, Deaths and Marriages.

I have agreed to be a liaison contact for Amanda with in the Coroner’s Court of Victoria , as
required during her study.

Yours sincerely
S

P

lain West
Deputy State Coroner
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Appendix 4.2 Austin Health Low risk ethics committee approval

A AustinHealth Austin Hospital

145 Studiey Roxd
PO Box 5555 Heidelberg
Date: 10/08/2015 Victoria Austraka 3084
Telephone 03 9496 5000
To: Ms Amanda Charles Facsimile 03 9458 4779
W Sustin ong. au
Project: Reporting of deaths in the hospital setting to the Coroner's office
in Victoria
LNRR Ref No: LNR/15/Austin/228
Agenda Item No: 54
Approval Period: 10/08/2015 to 10v8/2018

Document(s)  Version Date

NEAF & 031062015
Protocol ‘1 30/07/2015
Audit Tool 11 2910572015
Letter from Coroner | 06/0772015

Further to my letter dated 25" of June 2015 conceming the above detadled project, | am writing to
acknowledge that your response to the issues raised by the Austin Health Chnical Research Review
Committee (CRRC) at their meeting on 23” of June is satisfactory,

This project now has full ethical approval for a period of three years from the date of this letter on
the provision that the following conditions are met.

It is now your responsibility to ensure that all people {(Le. all investigators, sponsor and other relevant
departments in the hospital) assocated with this particular study is made aware of what has been
approved

1. Conditions

The Austin Health HREC will be notified, gving reasons, if the project & discontinued at a site before the
expected date of completion,

The Prncipal Investigator will provide a progress report to the Office for Research annually. or more
frequently as direcled. Please note a final report must be submitted for all studies.

nmmbbowmmdowmulylo Q_Mm_ﬂ using templates provided at;

Shouid you plan for your study to go beyond the 3 year ethics approval, please request in witing an
extension of ethics approval prior to its lapsing.

If your study will not commence within 12 months, a request must be forwarded 1o the Office for Research
ustifying the delay beyond 12 months. Should such a request not be received, ethics appraval will lapse
and a resubmission of the applcation will then be necessary.

2.  Adverse Events

The Principal iInvestgator will immedately report anything whech maght warrant review of ethical approval of the
project in the specified format, including any unforeseen events that might affect continued ethical acceptability
Chra o 1osin 8 Rarvetwr Comwntan (CRRC)

Cfice Sor Paneanch, Loved § 150
Frane 100) G 400

Eont oot o) my CRAC V2 day 2005 A5
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of the project. Sericus Adverse Events must be nofified to the Committee within 24 hours of the event by
the Prncipal Investigator. In addition the Prncipal Investigator must provide a summary of the adverse
events, in the specified format, including a comment as to suspected causality and whether changes are
required fo the Paricipant Information Sheet and Consent Form. In the case of Serious Adverse Events
occuming at the local site, a full report iz required from the Principal Investigator, including duration of treatment
and outcome of event.

3. Amendments

If there iz an event requiring amendments to be submitted you should follow the instructions found on the
following website: hitp:lhwww. austin.org.awresearchethics!

Should you have any queries about the Austin Health CRRC consideration of your project please contact
the Office for Research. The Austin Health CRRC Terms of Reference, Standard Operating Procedures,
membership and standard forms are available from the Office for Research.

Yours sincerely,
L] o ..\_\_\-“
‘ | of .
Thkan gl T

Dr Sianna Panagictopoulos, PhD
Manager, Office for Research

This GRRG is constifuted and operafes in accordance with the National Health and Medical Research Council’s (NHRARCH

Nzfional Stafement on Ethical Conduct in Human Research 2007 (Updated March 2014) NHMWRC and Universities Auwsirals

Ausiralian Gode for the Responsible Conduct of Research (2007) and the applicable laws and reguiations; and the Health Frivacy
_ Principles in The Health Record Act 2004
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Appendix 4.3 Monash University Human Research Ethics Committee approval

ggﬁ MONASH University

Monash University Human Research Ethics Committee (MUHREC)
Ressarch Ofice

Human Ethics Certificate of Approval

This is to certify that the project below was considered by the Chair of the Monash University Human Research Ethics
Committee. The Chair was satisfied that the proposal meets the requirements of the Notiona! Statement on Ethical
Conduct in Human Research and has granted approval.

Project Number: CF15/3077 - 2015001299
Project Title: Reporting of deaths in the hospital setting to the Coroner's office in Victoria
Chief Investigator:  Prof Wendy Cross

Approved: From: 17 August 2015 To: 17 August 2020

Terms of approwal - Failure to comply with the terms below is in breach of your approwval and the Austrolion Code for the

Responsible Condwct of Research.

1.  Approval is only valid whilst you hold 3 position at Monash University and approval at the primary HREC is current.

2. Future correspondence: Please quote the project number znd project tithe zbaove in any further correspondenos.

3. Fimal report A Final Report should be provided at the conclusion of the project. MUHREC should be notified if the project is
discontinued before the expected date of completion.

4. Retention and storage of data: The Chief Investigator is responsible for the storage and retention of original data pertzining
1o a project for @ minimum period of five years.

Professor Mip Thomson
chair, MUHREC

oo Assof Prof Debra Griffiths, Ms Amanda Charles

Human Ethics Offica

Monash University

Room 111, Chancelleny Sulding E

24 Sports Walk, Claylon Campus, Wellngion Rd, Clayton VIC 3500, Australla

Telepnone =61 3 3305 5490 Facsimlle +51 3 9905 3831

Emall muhrecg mongsh.edy  hitpoiintranel. monash. edu. awresearchadminhumanindex php
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Appendix 4.4 Audit tool

meets the reportable criteria
is there documentation of
consideration/discussion
with CCoV

If No, not reported, under
which criteria does the

Audit Tool
001
Age
Sex
Time of Death
Day of death
Admission diagnosis
Length of stay (in days)
Where they died
(ward/department)
Cause of death on death
certificate
Does the death meet the Yes O No O
reportable criteria?
If yes,
i. Documentation Yes O No O
of report —
EDeposition
. /J)tger hich Criteria for reportable death:
. n e.r whic 1. unexpectedly
criteria was 2. in aviolent or unnatural way
death reported 3. from an accident or injury
4. following a medical procedure where the death may be
causally related to the procedure and where a medical
practitioner would not have reasonably expected the death to
occur as a result of the procedure
5. while held in care (for example, in prison, police custody or a
psychiatric institution)
6. when the deceased's identity is not known
7. where a doctor has been unable to sign a death certificate
detailing the cause of death.
If No, death not reported but | Yes O No O

What form does the documentation take?

1. Unexpected

2. In aviolent or unnatural way

3. From an accident or injury

4. following a medical procedure where the death may be
causally related to the procedure and where a medical
practitioner would not have reasonably expected the death
to occur as a result of the procedure
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death meet the reportable
criteria.

5. while held in care (for example, in prison, police custody or
a psychiatric institution)

6. when the deceased's identity is not known

7. where a doctor has been unable to sign a death certificate
detailing the cause of death

Was an adverse event
documented during the care
of the patient?

Yes O No O

If yes, what was the adverse event?

Comments

Document review

1. Adverse event

-specific criteria (Riskman)

2. Discharge summary

3. Medications

4. Progress notes

Referrals
Pathology results
MET call- Disposal

Advanced care planning

5. Death Certification

Level of experience
Intern (first 12 months)

JMO /Resident (12 months out, for 2 year
period)

Registrar
Fellow

Consultant

http://www.courts.vic.gov.au/courts-tribunals/victorian-courts-and-tribunals/coroners-court-

victoria
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Appendix 4.5 Semi structured interview questions

Semi structured Questions Examples
What do you understand about reportable deaths?
Do you know which deaths need to be reported to the Coroner?

Why do these deaths need to be reported?

Does anything worry you about reporting a death?
Have you reported deaths to the coroner yourself? Did you receive any feedback
What is the information that you need to consider before reporting the death?

Have you been involved in any ongoing investigation?

Have you been asked for further information, such as provide a statement?
Are there any time frames that you must meet to report a death?

What education have you received regarding death certification and reporting of deaths to the
coroner?

In hospital education?

At university?

Anywhere else?
Are there any barriers either internally or externally to reporting deaths?
What are your major concerns/issues about reporting deaths?

Any other comments
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Appendix 4.6 Participant statement

EXPLANATORY STATEMENT

Project: An investigation into the reporting of deaths in a health care setting

Chief Investigator’s name: Student’s name
Professor Wendy Cross Amanda Charles
Department of Nursing Phone : 0417142871

email: ajchal7@student.monash.edu
Phone: 9905 4843

email: wendy.cross@monash.edu

You are invited to take part in this study. Please read this Explanatory Statement in full before
deciding whether or not to participate in this research. If you would like further information
regarding any aspect of this project, you are encouraged to contact the researchers via the phone
numbers or email addresses listed above.

What does the research involve?

The aim of this study is to examine the issues around reportable deaths in a large tertiary hospital in
Victoria, Australia.
The objectives of this study are to:

1. determine the level of under reporting of reportable deaths within this health service,

and

2. to determine the factors that impact on the under reporting of these deaths.
You will be asked to be involved in a semi structured interview to discuss several factors relating to
reportable deaths within a health service. As a health professional employed within the
organisation, you will be asked questions around your understanding of what is a reportable death,
education received around this process, any perceived barriers to reporting of deaths. Prior to this
interview, you will be given you paper based scenarios that will be focussed on deaths which
commonly occur within the health care setting.

Why were you chosen for this research?

You were chosen for this research as you are employed by the hospital in a clinical role and best
placed to inform the researcher of the factors that may be involved in the under reporting of deaths.
The researcher obtained your contact details from the Chief Medical Officer and Executive Director
of Nursing

Consenting to participate in the project and withdrawing from the research
Signed consent will be obtained from each participant prior to the commencement of each

interview, including the audio recording of the discussions. If you do consent to participate, you may
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withdraw at any time. If you decide to withdraw from the project, please let the researcher know
and be reassured that there will be no compromise to your position.

Possible benefits and risks to participants
There are no safety risks involved with this study and the likelihood of psychological distress is

minimal.

This study is significant and the under reporting of deaths to the coroner’s office and the subsequent
review that occurs is a valuable source of information may not be recognised and utilised as
effectively as it could. The importance of the prevention role is one factor that remains very valuable
to society and indeed as catalyst for change to health and safety practices potentially with
information to assist in the ongoing evolution of patient care with the lessons from this group of
patients informing potential practice change for health professionals. This study will examine
whether there is under reporting of deaths and whether there is a loss of this valuable information.

Confidentiality
Each of the participants will be assigned a number and code to designate their profession and

experience, for example: 1RNY1, (Registered Nurse Year 1), 1DRY2 (Doctor Year 2).

The information obtained from the data will be thematically analysed and stored on a password
protected computer. There will be no individual identifying information attached to the data and all
data will be reported as an aggregate.

Storage of data
All hard copy and electronic data will be stored in a locked filing cabinet in the locked office of the

student researcher, and will be accessible only to the researchers named on this project. The
electronic data will be password protected with the passwords known to the researcher and
supervisors. The data associated with this research will be stored for 7 years in accordance with the
National Statement on Ethical Conduct in Research Involving Humans, 12.11. Seven (7) years after
the completion of the study, all electronic files will be deleted and paper records will be destroyed.

Use of data for other purposes
The data will be used for publication and will not be shared. Summary reports may be made

available to the organisation, or for presentation at appropriate conferences, with all identifying
information removed. The data collected will only be used for this project.

Results
The results of this study will be made available to the participants by distribution through the

Medical and Nursing Education departments of the hospital and publications that will result from
this study.

Complaints
Should you have any concerns or complaints about the conduct of the project, you are welcome to

contact the Executive Officer, Monash University Human Research Ethics (MUHREC):

Executive Officer
Monash University Human Research Ethics Committee (MUHREC)
Room 111, Building 3e
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Research Office
Monash University VIC 3800

Tel: +61 3 9905 2052 Email: muhrec@monash.edu Fax: +61 3
9905 3831

Thank you,
(insert Chief Investigator’s signature)

Professor Wendy Cross
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Appendix 6.1 What do clinicians understand about deaths reportable to the Coroner?
(Interview paper)

Pt o Pamernic and Legal Madicine 51 120407 -8

Comtonts lists avadlable ot SciencoDirect

B Journal of Forensic and Legal Medicine
Aseihee
ELSEVIER

journal homepage: www. alsevier com/locate fiim

What do clinicians understand about deaths reportable to the
Coroner?

Amanda Charles’, Wendy Cross. Debra Griffiths

Nutting and Albad Nesit i Faculty of Madcine Nursing ond Houlh Soencer. Mostsh Uneversdy, Clayton, Vidtoras S500, A bale

W) s

ARTICLE INFO ABSTRACT

Al hsory: Seteing: The study setting 15 2 tertiuey refersal hospatal of over 950 bads, s Victona, Awsicalia. The
Recatwed 11 May 2007 hospital 5 2 bong established maor academic pudlic Realth service peoviding healihcare, health peo.
Accepaed 24 by 2017 fossional education and health research. The bospitad has 13756 ia-patient admissions. 190.756
Avalkible oubme T3 Iy 2017 outpatient atendances and over 82000 presentations 10 the Emergency Department acnually.

Parrkcipanes: 22 clinscians completed an in-depeh, audio-recorded interview: 12 madical and 10 nursang

:_""‘"‘ SIAL with a vanety of chaical experience.
o:':" ; Intervention's): Each aadio recondad interview wirs LrEamcrited verbatim for cheemaic ansdysis. The semi
Puiern safeey d s were & d 10 explore the clinscin's uoderstanding of deaths 1hat meet the

Critenia 1o be eeported 10 Coroners Coudt of Victora (COOV ), and why sech reporting was cequired. There
was also the opportunity oo identify army Baeriers of enablers 10 1he frepaiting peocess, wiither intenaal o
external 10 the oepasi sation.

Resalts: Two main themes emerged froe the intervews: L Lack of awaceness of which deaths are
repoctable to the coroner and 2. the nead foe educational support. Several subebemes weee abso identified
sudh 24 aocountabilty, the noed for feedback and blase.

Disescsion: The eoderstanding of chmicians x 10 which deaths meet the cepoctable criteria s healthcare
Is quite vanable and this indicates that there might be aleved of under repocting. Apan froes the potential
of mot meeting logal obligations, there may also be 1he lons of a valuable cppoctunty for lessons to inform
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clinical gractice and enhance 1be delivery of safe paticnt care

© 2017 Ebsevier Lid and Faculty of F

i and Legal Modiane. Al rights resenved.

Death review or investigation within the health care sectoc can
be aa exxremnely valuabie tool in the provision of safe patient care, It
is understood that people admitted to hospital may dic whilst they
are an inpatient and that at tinses, those deaths may be expected.’
These deaths are subject to regular review 4ad the mositoniag of
moetality rares within hosperais has loag been recognised as a
valuabie measure of guality and safety of care. There is a belief that
a0 impoctant link or opportunsty to review the preventability of a
death may be mssed by the under oc noa-reporting of deaths
which occur = sertings such as the comemunity o within health-
care organisations.’ These reviews our i 3 vadiety of formats
dopendent upon the setting. for example the weekly Mortality and
Mocbidity mectings (M & M) These mectings ane inplemsented in
both public and private Bospaals &5 2 vehicle for open a0d rans-
parent seview of practce to idontify areas of preventability and
potental improvement. One am of the meetings Is to foster

* Correapondng suthor,
Foat addern: Ajcha) Tuudest monahade (A Chardes)

BETp v on 0 H0H) SR D T O IO

discussion and dearaing from deaths that have occured in health-
<are serTings in a rgocous, Tinsely and syssematic way.”

However, there s a cohwrt of deaths thas are requeired by law, to
be reported to the Coroners Court of Victoria (CCOV). The role of the
Coroner I3 80 ascertain the ientity of the deccased person, the
cause of death and the circumstances of the death (Coroners Act,
Vic 2008 ). More beoadly, the coconial investigation can comtribute
to the reduction of preventable deaths by the dstnbution of rec-
ommendation's) made a8 3 resslt of the iwvestigation [Coromers
Act, Vic 2008 )

In November 2009, the Coromers Act Vic {2008) came Into effect
following an extensive review and reform of the junisdiction. As
part of this review the prevention function of the court by means of
<conenestion o public Bealth and safety was reinfosced,

There is scant Hicrarure availabie as 1o whether deaths that meet
the repoctable criteria are xtually repocted (Appendix 14 The
under reporting of deaths may be an indication of broader system
based issues and the contribution of the information that is gained

TS A0E0 JO0T Eisevien Lod and Faculty of Fosensn and Legal Medacime. AR 1M s reservol
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following reviews of death cannot be underestimased. If these
deaths are not repocted 1o CCON, then a valusbie opportunity for
review and potential recommendations to inform patient safety
may be mssed.

One study retrospoctively audited the medical notes of 229
doceasod patients from 2 hospitals within Victoria, Australia’ Of
these 229 cases reviewed, 58 caves met the roportabie <ritena, with
only 22 of the deaths having evidence of being repocted to the
Coroner’s office. Within Australia. there has been discussion of the
under reporting of deaths with several papers recently publish-
ed.” 7 In Queensland. Australia, & cecent paper has described the
potennal pegtive consoguendes of deaths being reported 1o the
<oroner unnecessasily with the resultant overuse of available
resowcces.”

Seaat ot Al highlights that the failure to report deaths to the
Coraner may resadt in the lack of medicolegal investigation rhat is
expecred to occer”” Other reasons for under reporting of deaths
was also thought to be related to dfferences in Coroner’s practices,
ccording to geographical location. It was 2o evident that ¢lini-
<lans in the Uazed Kingdom demonstzated a Lack of understanding
of the criteria for ceportable deaths including deaths associated
with medical treatment.”

In a recent Victorian Coronual finding following an Inquest into
the unaatural death of 3 patient that was not reparted to CCOV, 1he
Coroney Identdfied vaross factors that may have impacted o0
whether a death was reported or mot.” These included a Lack of
recognition of prior traema a5 3 contnbestor to death, and uncer-
inty regarding the reportabidsty of deaths that are related %o
medical procedures,

In Victorsa, according o the Coroner’s Act, 2008 |51 Coroners
Act 2008], a medical practitioner has an obligation to report 2
repoctable death, and a person has an obligation to report 2
reportable death if they have reasonable grounds 1o believe that i
has not been reported. Practically, this mseans that other profes-
sional groups such as nursing alko share thes obligation. It is of
interest that there are dacrepancies within the reportable critena
2C108s Australian jusisdictions, noeably in the ares of health related
deaths, In respoase Lo events over the st 15-20 years, within
Australia and ivermatonally there have been attempes made for
these dfferences 10 be clarified.” These attempts by the coronial
jurisdictions have inchaded review of the Coromey's Acts, pasticu-
laty in the acca of health care eclared deaths however, there sxill
appears to be some confusion in reference to the reportabie
mm,:l)?

It is within this backgrosnd that this rescarch was developed,
The 2 was 10 deternsne practitioners” understanding of report-
able deaths. it was also 1o ascertain the fevel of potential uader
repocting of deaths that meet the reportable criteria, and the factors
that mught snpact on ceporting. Gaming an understanding of the
practices and the poteatial level of sexder reportiag will assist in the
review of information and the potential oppoctunity for beneficial
lessons that may have boen missed.

1. Methods

The study setting 15 a tertiany referral hospeeal of over 980 beds,
in Victorka, Australia The hospital is a Joag cstablished major aca-
demic pobilc health service peoviding healthease, bealth profes-
sional education and bealth rescarch It offers a compechensive
range of acute, sub-acute, mental health, outpatient and outreach
services o the local comnmwevity. Maternity and nooaatal services
e not provided by the hospital. The hospital bas 103,756 in-
patient admissions, 190,756 catpatient attendances anmally as
well as over 52,000 presentations 1o the Emergency Department
annually.

The study utdises a mived methods rescasch approach incor-
porating an integrative design whereby both quaitative and
QUANTILAEIVE approachies are combined.

There are three phases o the study:

Phase 1 Audit of clinical notes (Quantitative)

Phase 2 In-depth review of uareported deaths that meet the
repeatable crireria

Phase 3 Semi strectured imterviews and clinical scenarios
(Qualitative)

This gaper will describe the findings of the semi stroctuwoed
Incesviews.

There were 22 interviews completed by dlinicuans.” Participaats
conantod of 13 medical and 9 owersiog staff and their expenence
rangoed from 3 graduate masse completing 4 fast roLazion 10 a head
of enit. A particepant’s information statement was provided foe
cach of the participants to read and they were asked to sign a
consent Sorm prioe 10 the commencement of the interviews, The
PRGNS WETe A00sued ¥R 3 Convenitade ampde within a va-
ety of forums, such as the weekly surgical aadit review, unit
moctality and mocbidity mectings and clinscal review panels where
cases are reviewed by 2 mult-discplinary group. The interviews
varied in Seogth with a median time of 17 min, Exch interview was
audio recorded vertunim aod exch transceipe was thematically
analysed using Braun and Clark’s procedares.'” This inchuded Im
mersion in the data to ensure famiarity with the entire content
{see Table 1)

The semi serctured questions were designed to determine
what was the chiniclan’s understanding of deaths that meet the
criteria to be reported to Coroners Court of Victocla (CCOV). and
why this reporting was roguered, There was alvo the oppoctunity to
identy any barrsers of enabilers 10 [his 1eporiiag peocess, whether
intemally or extermally to the ceganisation,

2. Results

Two man themes emerged from the interviews: | a lack of
awareness regarding which deaths noed 1o be reported to CONV; 2
The need for edwcational support. Sub themes included accoumt-
Abkty. lame aod time frames (Table 2)

Not surprisingly, all of the medical stalf intesviewed (N « 12)
had personally repocted deaths to CCOV at least once, None of the
nursing staff had formully made a repoct themselves, bat were
aware of the discussions or had been involved in comersations
with their medical colleagoes = referende 1o the reported deaths,
Toensure confidentiality, participants aee refersed to as DI (doctoe
1), and N1 [nurse 1) throughout the manuscript.

21, Lock of awarenest

Pasticipants possessed \varying degrees of knowledge and une
derstanding of the critenia for reporting a death. Unexpected death
was 00 of the better understood criteria by the clinicians, Another
recognised criteria highlighted was if the death cemificate was
unable to be signed.

There was reference to deaths that occurred post procodure
being reportable, with varying tmefranses suggested by the par
GCIpaats, ranging from intra operatively o immaodiasely, or within
28 days, or withén 30 days.

Deaths that were due o precribed drcunstances or due to
defined disease processes such s asbestosis, or fractured neck of
femys were a group of deaths that was acknowiedged by the par-
ncipants. When asked to describe what repoctable deaths meant 1o

the participanes a vanety of terms such as “saspicious™ (DI, NT),
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“unable 1o be eaploined * (N3 “criminal™ (D L. N7 L “mistokes™ (N7), to
derermine “trends or clusters of mbsaka™ (N7, D10) were used.

22. Accountobécy

Theve were an assoctment of responses to the question as to why
some deaths need 10 be reported, These included reference 1o CCOV
a5 2 1epository Sor reviewod Cases and s 2n agency o determine
2wy clusters or pattems of deaths that may indicate systems Issues
within hospitals and health services, or as a quality Improvensent
Initatve (N8, D6)

The concept of the coconer’s role regasding the review of prac-
e “to potentiolly make changes o proctice (N2) was also evident.
Participants also indicated that the coliection of data for statistical
purposes and aoalysis is useful 3s evidence 3¢ “reassarances do the
conaeenriy Of @ review of the deaeh”™ (D2) This seview was alo seen
2 being “poputanon based to derermaine any systemic prodiewss 1o the
wganisation” (D5).

The participants noted the vatue of the extermal review of deaths
o circumstances sutrounding these deaths a8 3 significant value
10 s0cieTy &5 a whole and to ensuse that there was transparenty and
accountability of health professionals and services, reinforcing the
povernaince process “This would also identify if there was “some-
thing ke foul play imvohwd™ (D9),

Participants also saw this 35 reassurance 1o the community of a
“mechoubsm for society, through the coromers, to be accountable for
e~ (02)

The nsajonty of the particpanes had no concerns regarding
reportang deaths, perceneag thar it was a trassparent aad fair
process. Logistic sssues sach a5 the ability to understand and be
aware of all the cvents and the sequencing of those during an
oxtended patient admission was noted a8 2 concern, For these
cases, the clinician may not be awase of everytheng that might hawe
occurred, especially earty in the admission episode particularly at
another site or health service.

The main concerns that were raised by the participants referred
10 the “acceptance™ of the repoctable death by the CCOV, Accep-
tance in thes coatext indicates the death s assessed as meeting the
reportable criteria and requires further review by the coroner’s

office, The conderns raised! by the partikipants in relation 0
repotting was that it “wes arbitrary whether a death & accepted or
not, @ toss of @ cofm” (D4) Of mote were several comments that
“medical sraff dout want 10 B¢ part of an usexpected death™ (N6
“personal repercussions o aswse” (D11 “reluctance fo report and don't
do i often enough™ (D7), and “concerned oboar @ Shipwsan affalr:
onxiety obout reporting hading to trouble, and o lock of tmans-
pavency of M and Ms™ [Moctality and Mosbadaty | meetings) (D82

No basriers appeaned evident 1o the participants, regasding the
actual reporting of the death to CCOV, althoegh there were some
references to the “poperwork and waiting for the police™ (D31 and as
befag time consuming “Sarriers of anything thar takes more time*
(03). Other moce personal barmiers Lo reposting inchuded “grecon-
cedved ideas and previous expenience” (D5, but that “the process was
culturally, well accepted™ (D7), and “gemerally a smooth process and
not difficult” (N6L

23, Blame

Amang the cliniclans there was a sense of apportioning blame or
potenthal perception of contribution to deaths that were reposted.
Comenents inchaded “high level of ignorance about both the knw and
Ihe application in hospital™ (D7), "ardirrary witethier the deeeh i re-
ported or moe” (D8), “sull stigmarised end uacomforrabie for maedicol
stoff” (D8 “humans make mistakes™ (09) and “contoct with the
Coroner meant that you were of foukt™ (D3) There was alwo 3 sense
that clinicians belioved that there wosdd be Blame o @ semse of no
frassparency b e review process end the porential for “hiding and
colluding Mte Bundaberg” (D8). Bundaberg here refers to an Issue i
Queensland, Australia where 2 swgoon was impixcated in the
deuhrﬁmdwmnﬂlmrhadb«nmmmm
place,

Nevertheless, there was 3 sense that the process was generaily
done well within the hospital, and that stafl want to make sure that
they are daing the right thang. There was, however. still 2 lack of
understanding of the scope of the role of 1w coroaer by the nsedical
stall. The concermns raised about st was that it was “haphazard &e the
Investigation that takes place, which deaths get further investigation
and which ones don't™ (D9). There are 3 mumber of myths bout
what happens at the coconer and feass were expressed aboot
“nurses keaing riedr jods™ (NND), “more @n investiganon of me *(DI),
“chance of victimbation unless there & o mase open review” (D1) and
other negativity. Concem for the fmily of the doceased was also
raised in reference to the reporting of the death and the challerges
for a nowke Practioney explaineng the roquirements and process
to the Lmily.
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24. Edweational support of the workforce

Educatmn pertaining 1o deaths that meet the ¢nteria for
repocring to COOV was reported by the mnedical staff as being very
brief or lkmited, cither dunng theer university studies or theough
other post.employment continuing oducation. On odcasion, up-
dates were received from the Chiel Medical Officer of the Medical
Board, Education expenences were samilde among the nursing
participants, with reference made to the polkics and procedures
that are readily accessible to assist “and you con alweys make o
phone calf” (D4)

25, Time frames

Reference to time factors also emerped in the fadings of the
study, The loss of the oppoctunity for poteanal lessons leamed
following the death review by the CCOV was hampered by the dely
in the return of information to the chnicans. Tinvng refers to 1.
Time for feedback to the clinickans and 2. Tinse frames for reporting
the death, Participants referred to feodback abogt the death that
had been referred 10 the COV and the timeliness of these re
sponses refernng to "missed chance for fearning™ (D3L not nmefy,
hard 1o follow wp { D6). The information fed buck could be viewed as
waluable to inform the iermal ceview during the moctality and
moebidity meeting process. It was also noted that the paricipants
were generally unaware (6/22) that deaths should be repocted as
s00n 33 possible after they occur, There was Ao awareness that the
death could be reported 3 a Liter time sech as following a mortality
and mocbidity meeting and that there “weas mo extinceion of the
reguirement to report” (M),

3, Discussion

This study sought to investigate bealth professionals’ under
standing of reportable deaths. Whilst theee 15 ciear criteria for
deaths that meet the obligations for repocting to the Coroner's
Courr of Vicroria these remaing a ¢k of clanty in the interpres
ration and the application of the reporting requirements. One of
the main arcas of confusion is the type of deaths related to health
care that are reportable.”’ | This is simsilar to the findings by Start
ot AL, whwo highlighied several areas of the coroaial systen that
were not well understood by clincians and was also demon-
strated by the chinicians in this study, with the focus on health care
related deaths.”

The understanding of cliniclans as to which deaths meet the
repostable criteria was guite varuble and there was a “kack of un-
derstanding of the wope of the coroner by medical srafi™ (D2). To
Illustrate, respoases in this study included the use of the term
“suspicioas” to descnbe a death or the arcumstances surrounding
the death. i i noged that this term is not referred to in the Coro
ner's Act (2008 ) in aary form and that this may be seen as cstimoded
terminology which has sigadicant ramificarions due to the poten-
tally megathve connotators'” The ambiguous and Indistingt
wording of the descriptors for reportable deaths in the health care
setting ncredses the dificulty for clinicuns to know their obliga-
noas aad subsequently &t upon them,'

Within the Act, no absolute time frames are refesred to for
deaths that meet the reportable anteria and are associated with
contiibution by a madical procedure, The clinicans interviewed
referred 1o defined time frames rasging from dezring th proceduce)
surgery to 28-30 days following the procedure, It is not clear
whether there is any reason that timeframes around the death are
even wseful a8 a determinant of roportabdiity to a coroner,'”
Mogeover, there is Lk of consatondy &ross Australia in celation
o the tene frame post procedure and thes has been noted as
another arca of confusicn for clinichins. This includes reference to
the relationship of the death to anacsthetic, or whether the death
was caused by or temporally related 1o 3 procedure,

In Vicvora, the critenion is whese the death oocurs 28 a0 unex-
pected outcame of & health-related procedure, but these is no
defined time period associated with the roguirement to repont the
death,”” Whilst this stody reflected predominantly health care
refated Geaths in one terTiiry ocgnisation within Victoria, this may
be indicative of other health care facilitses in Australia.

In Victoria, in 2015, there were 73,568 deaths registered of
which over 6000 deaths were repoited to CCOV.” From these re-
ported deaths, appraienately 60% occuered within health cane
setrings of which there may have been impoctant lessons in patient
safety and preventability. The mamber of deaths that have not been
reported for reasons such as the kack of clanity and understanding of
the requizements of the Coroner’s Act may reflect an untapped ares
of information to be gaiaed, leamed from and shared,

Appendix 1. Briel summary of deaths that are reportabile o
the Coroners Court of Victoria

(1) Inthis Act, 4 death
of 2 person s 4 “tepoable death” Il

{athe Sody b Victorie, or

(bahe death ocomred s Vicsona: o

(€ caune of the death excunnd Ja Vicoonk o
1000 pvson ardnanly resaded (0 VIO o the T of desd— 408 B Geah wat & desh spedified i sebrsection 12)

(2o the purpenes of
Sulechon (1L e deaths aie WOt or mpery. of

(bl death Dot excory—

(1 derng 3 medical poscederne; o

Bolbowg 2 medual peoied

L Geath (hit apgears 10 Buve oo smeapeciod, somtahar Ml Of yiodent of 10 have ressbied. directly of indiwedty. from an

Where (e el 15 o iy e cavsilly related 20 e medecal prosedure -

and dregh oeda il
expeiod the death o

would ot imesedudly Defare i procodure wan soderliien. have recanably

€} Ihe death of 4 pervon who oedintely before death wan & peoon placod e cuntody o ca; o
& deach thae aocurs o Victana if 2 notor under sction 37 (1) of the Burtha, Doathn acd Marrages Ropitration A 1996
B mot bove Jipeed 308 1 sot Mely to be ugoed.
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ARTICLE INFOD

The opportmity to review desths that ooowr in hospitals s om-
sidersd a valnahle sounce of information to enhane patient safety. This
can oqour at & local lewel by means of the mortality and maorbidit
mestings that are held in both public and private hospitals. These
mestings facilitate 2n open and transparent review of deaths that ooour
in health care. This is undertaken with a view to identify whether there
was any level of preventability of the death and to encourage discussion
and potential leaming from these deaths. ! Legally, ther= & a cohant of
demths that must be reparted to the Coroner's Office acmrding to the
criteria cutlined in the Cormners Ad of Vicharia (2008) (The Act)” In
MNovember 2009, The Act, (2008) @me into effect following an ex-
thensive review and reform of the naole and the fimction of the Coroner
within the jursdiction. As part of this review the prevention function of
the Coraner's court by means of comtribution to public heslth and safety
wass Teinforced . A cmmponent of the mole of the Coroner & 0 perform an
independent investigation of the o noums tn ces anommnd the death and o
determine the canse of death. For this investigation to oour deaths that
mee=t the reporable oiteria mast be repariesd. Thene is a paucity within
the availahle literature a5 to whether repartable demths are actualy
reparted. Ome smdy repareed that there was an under reparting of
demths when a refrospedive amdit of medical records was pﬂ'fa'md.':
In 2015, of the 73,568 desths that were registered thnough Births,
Deaths amd Marriages in ¥ichoria, thene were over 6000 dexths neparted
ta the Cormner's Office.”™ This investigation may also identify if thers
were amy [reventahle factors that may have contributed i the death
and the l=smns that may be learned. These lessons may be formulated

" Coraspoading e,
Emal addhcrr & ok it ok odw (4 Charle).
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Awadlable coline 07 March 2008

and disseminated in the form of Conmer's recommenda tions”

There has been discussion within the Anstralian lterature about the
Iack of understanding of which caegary of deaths should be repanted
and the patential for under reparting” It is not believed that amy
under r=porting & done is with an intention to undemmine the legal
mequinements, but ather as a result of ignoramee and challenges acnoss
the countty in relation to the wonding of the Conmer's Aok ™'

This lack of mderstanding of the rsquinements of desths which
meet the reportable criteria may also indiae over repanting, therefare
an inappropriste/inefficient use of resmunces, !

The aim of this ressardh is to review the inderstand ing ofa group of
clinidans in reference in deaths that meet the aiteria for reparting to
the comner's affice by using simple climical scenarios.

2, Methods

A large, tertiary referral hospital in Victaria, Anstralis was chosen
far this study. The hospital affers amue, suh-amte, mental health and
outpatient services The hospital hes 103,756 in patient admissions,
190,756 outpatient attendances and over 83, 000 presentations to the
Emergency Depantment am'ua]]_\'.': Several state wide servies are
provided and there are no matemity or nemnatal services affered at this
hespital. It & a public haspital that alko produces health care relabed
education and nessarch.

A mixed methods research approach inmrporating @ inegrative de:
sign wherehy both qualitrtive and quantitat ve approsches are aambined
was ntilised ™ Mivel methods allowerd for inoessed confidence in e
findings where the data i mmoborabed from several sounes'*

17L 252807 & 2018 Bsevier Lid and Farulty of Foronesic 2nd Legal Moedicine. AL righis mserend.
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A harder ool
There are thres phasss to the study:

Phase 1 Andit of climia] notes ({mantitative])

Phese 2 Indepth review of unreparied deaths that mest the re-
pattable oriteria

Phase 3 Semi strucred inerviews and clinial scenarios
(Qualitstive)

This paper will describe the findings of one component of phase 3 of
the study which was the completion of climical scemarias by 22 clin-
icians and complements the findings of interviews completsd " The
participant group @msisted of 13 medical and 9 nursing s&ff, with a
varisty of experience ranging from a graduate murse completing a first
motation to a head of unit Their ares of practios was also quite boad,
inchiding critiml care, oncalogy, general and specialist medicine and
surgeTy. A participant's information statement was provided for each of
the participants to resd and they were 2sked to sign a oment form
mior to the commenc=ment of the soenamios. Priar to the scemanio
campletion, the participants were= also invohed i 2 s=mi stucmned
interview designed to determine what was the dinician's understanding
af deaths that mest the criteria o be reparied to Coroner's Court of
Vicioria (O0O0V), and why this reporting wes requinsd.

This complete sindy mecsived Ethies approval from haoth the
healthare facility and Monash University, Melhonme, Anstralia.

A mmvenience sample of participants was sccesed within a variety
af dinical forums. In this conext, convenience sampling indimtes non
probability sampling in which the participants are sampled 2= they are
“mmvenient” sounces of data for re=anthers ie they are available and
able to participate. ™ The scenarios wens based partially on the findings
af the retmEpective review of medical remnds and commonl y acomrring
demths within the healthrare setting. The participants were asked o
determine if the death met the repartable criteria, and if so, why. Then
was also the oppartunity for the participants to makes a comment con-
sidering their dedsion making regarding the repartability of the death
and these comments wene thematically analys=d

Ta ensure e validity, the semarios wers reviewsd by a ssnior
¥icorian Coroner to determine “defi ri ively ™ whi ch deaths described in
the scenamios met the reporiable crteria. The semarics were also
completed by seven Victorian Comners, which represented the majority
af the group who are all actively prasticng in the mole. The scenarios
are provided in Appendix 2.

3. Results

Of the 22 clinidans who completed the scenarios all medical staff
(N = 13), had personally reported deaths o OO0V at lexst once. Thens
was a vanety of experience and akbo specialites suwch = =mmgery,
medicine and critical care aneas in both clinidan gronps. Numsing staff
may not have formally reported the desths themselves bot had been
involved in the disossions and some decision making in refer=nce to
the reparted deaths. Comments were encowaged in reference o the
decision making by both the dinician and @rmer groups when oom-
pleting the scenarios.

In the Coraners group, there was agreement with the senior
Coroner's definitive answer in 3710 the seenarios. This i compansd
with the nwrsing group, where there was consensus with anly ane
scenaria, scenario 3 which describes the potntial omission of medi
catim which may have been preventable. Thers wes no cmnsen=e
within the medical group. Por example, soenario & had the highest level
af agresment in the three groups {doctars 11/13, murses 7,49, and 7/7
camoners agreed with the ssnior mrmer dedsion]. (See Table 1. This
scemario described a death following a motnr car acodent. Soenarios 2,
5 and 9 all had low correlation by the clinidams with the semar Cor
aner. (Appendic 2. Thene were thres seenamios (somnamios 6,7 and 107,
wher ane individual nume was uncertain whether the death was =
pontable. Smmilardy, one Comoner also determined that they wer=

JSourmal of Forensl onel Legnl Medicke 55 (20181 2741

undedded ahomt the death mesting the repartable criteria I scenarios
23 and 7 {Appendiz 2

The comments made by the participants have been themed ac
carding to the setion of The Act, (2008), that was descaribed in the
SOSTIATION.

A1 Death reqiltng, whathe direcdy or indirecdly, from on accident or
iy

There is a requirement that deaths due to car sccidents or drown-
ings are reparied wnder this criteria. This is ane area where there was
same ambiguity according 0 some of the comments made by the
clinidan group. With patienis who suffera &1 {s) prior to their deaths,
it can be difficult to determine the mmnirbution of the injoy to the
subesquent death, and this is an ares of onfosion for dnicans
Comments referesd to “uncertain 2 doe o MCA (motor car sccident)™
in the past (Momse 2], and “original injury wes tmmma”™ (Dooor 2,
demomstraies lack of darity for this criteria.

A2 [eath where a medical procedire was imeohved

Deaths which ooour in a medical setting i another ares that &
ocmfusing o climdans. Reference was alo made 0 medial proce:
dures/surgery 25 an indimtion to repart the death to the comoner, to
gether with time frames post procedure. This is despite there being no
reference to time frames within The Act, ﬁl'l{ﬂ').: This ares of dexths
within medim] settings was an idenfified ar=a of potenfial under =
porting.” There have been attempts made to review the definition of
medical setting deaths, but there is no consistncy acss the Australian
jurisdictions which has 1ad to incresssd confusion of diniciam. *

13 Unopeded death

Similarly, the ar=a of an unexpeced death requines further defini
tion. The understanding of whena death is expecesd or unexpeced, for
example, may be a contribubor to inappropriate reparting, or reporting
that does not necsssarily ooour for the cormect reson, according o The
Act, (2008%° The term unscpected death & ambiguows and a subjective
term as revealsd by the Vicioran Law Reform Committes during their
review of the Coronial legislation in 2006, This term is also not nsed
widely in other jurisdictions.” Reference to mexpecsd deaths within
the comments by the panticipants induded “mexpeded, mcear case
af death, may have been preventable™ (Docior 13) and “died during a
procedure but could hawve been expected™ (Dooor 130

L4 Fabiliy to cerdfy the ame of death

Another area wes an inahility to sign the desth certificat= doe to
unlnmyn e of death a5 3 criteria to report the death mmmented an
by the clinician group. There was also evidence that if the dedsion to
repart the death wes not dear, that thers wes the oppartunity to have a
discussion with the Coroner.

4. Driscuession

This paper is a part of a larger study and reveals another Escet of the
understanding of which desths met the criteria for reparting to the
Caraner.'™" The lack of understanding and clarity of the reportshle
denths is demonstrated by the finding that thers was no consemsos
amy of the scemarios across both groups of clinicians and cormers as to
whether the death met the criteria for reporting to the coraner’s of-
fice %+'% There was a broad range of experi=nce and special ty an=s of
mactios within the dinician group who completed the scemarios. The
Ik of consensus and therefore the understanding of the reportahle
demths within the clinician group has significant mmifications for the
“mn the job™ training that oours on a daily besis in the clinicl area
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Clinician's sducxtion for both mursing and medicine in refenence o the
repartable dexths appears to be very brisf ar even nonexistent during
their miversity studies' ™

Of coneemn was that thers was no consemsus within the commners
group =ither. This may indicat= an ongoing lade of mderstanding of
The At (2008) and generally what the requirements are for reparting
demths, and the legal requirement for reporting deaths "~ Within the
standards of practice far both nursing amd medical practitioners thene i
reference to compliance with legislative raquirements, which inclhudes
the reporting of deaths to the Coroner?™2 The Awstralian Medical
Coundl refers to the expectstions of the medial graduate 2 a profes-
sianal lesder and the application of legal respansibiities.™ Thess in-
chide the requinement for mandanry reparting and notifications. 53
milarly, the Anstralizn Nursing and Midwifery Acoedittion Cownci
refer o the respomsibility for alignment betwesn the Numsing and
Michwi fiery Standards of Practies and the Aameditation Standands® The
lack of emphesis on these aress within the mdergraduste programs
affers oppartunity for forther education, which has been aclmowled ged
by cliniciam.

A death may mest several of the repartable criteria, for example,
unexpecesd, indiredly doe o accident or injury, which was reflected in
the @ymments made by the partidpamts. The informaton that can be
obtained from the coronial investigation and findings may be umder
utilised "7

The r=view of desths which ocowrs in healthore s=ttings has ben-
efits for numemns goups. The benefits indude reasmne © the
cammaurnity that desths ar= being reparted and investigated in a robust

and timely manner. (linidans ane also afforded the opportonity to lexm
from deaths that ocowr in healthears s=ttings with 2 view o identify 2my
sysiems isuss that may assist in the prevention of deaths ocowring in
similar cinoumstances.

A sample of ongoing opportunities for improvement to enhancs the
reparting of the demths that meet the repar@able criteria can be smen
below in Tahle 2

5. Conclusion

In 2015, there were over 6000 deaths reparied to the Comners
Court of Vicgoria. The findings of this study flustrated that theres re-
mains 3 significant lack of mderstanding of which desths mest the
criteria to be reparted 1o the comoner. The findings of the climcal sce-
narios presenbed indicates that the clinidans' understanding of r=-
partable death criteria & quit variable and these findings will assist in
omsidering the practices that impact on the levd of reporting. The
variahle interpretation of The Act (2008) by the group of coraners that
were involved in completing the scemarios also indicatsd the lack of
clarity. There & smpe for further development of sducational suppont
for the clinicians from the coroners court and alo, intemally within
orgamisytions. This study imvolved one hospital but may be ne
presemtative of ofher health care instimtions.

The review of these dexths, 2= well 25 being 2 legal requinement, i
the oppartumity for sinifiant ksons for health care profesionals, 2=
well 2 2 valwbl oppartunity for apprisal and for potentizl re-
cammendations to infarm patient safety.

Appendix 1. Brief Summary of deaths that mest the criteda for reporting to the Coroner's Court of Victoria

1.1n this Act, 2 dexth of 2 person & 2
“nepartable death™ if

(=) The bady is in Victoria; ar
{b) The desth ocommsd in Victoris ar

{c) The muse of the death ooowred in Widorni or
{d) The persan ardinary r=ided in Vicoria at the time of death-and the desth was a desth specifisd in

subssction twao (2L

2. Par the purposss of subsection {1}, the {2} a death that appears 1o have besn mexpected,, umnahral or vialent or to heve remlbed, dirsctly ar

deaths are

indiredly, from an accident or imjury; ar

{b) a death that ocowrs- (i) during a media] procsdure; ar (i) following a media] procedure whers the
death is or may be cansally related to the medical procsdure: and a registersd medical procedure
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practitioner would not, immediately befare the proosdure was mmdertaken, hawe nessonahls
expecied the death; ar

{c]) the death of a person who immediately before death was a person placed in custody or care; or
a death that ooours in Victoria if a notiee under ssction 37 (1) of the Births, Deaths and Marrisges
Registmtion Act 19946 has nat been signed and & not lkely o be signed.

Appemdix 2 Clinical Scenarios

Far esch of the ten clinical soenarioe, the participents were ahesd to dstermine if they belisved that the desth met the criterdia for reporting to the
Caraners Office of ¥Vicora. ¥ the participant's anmwer was yes, there was the oppartumity to state why they belisved the desth should be reported.
An ares in make any forther comments acaompanisd =sch of the clinia] senaris. Par ssch of the senanis, the definitive answer i reference to
me=ting the rportahle miteria 2 per the ssmior Coroner, is indioted.

Fer example:

Scmario It Yes, Indrectly fom imeey
An 87 year ol d famale precemts in dhe hogpiinl afier a fall of home where she oucnined a fochured nedk of gmer. A dynamic bp corew is meeried and the
patimiic asssed o ready rrangir i g rehabdistion fociity 5 days lnier. The might befone $ie frangir ocaurs, she beoomes confusesd and has ajallin
the ward. She ic dingnocsd with a chegtinfohion and her condifion degrrinrates degpite gregtm et with anilbintics. Refermal ic made fior pallintie core and
she disd 3 days laber in ghe wand
ks the patient’s death reportable io the Comner's affice?
F yes, why does the death mest the reporthble criteria?
Commeniz

Scmario X Yes, Indirectly fom imury
A 46 year old male who has been poroplegic dnee o motor car acddend 4 yeors ago & adonged with recumrent sarml precore injaries. Whict an ipabien,
e develops crpoic and is ireated with antibinticc [nring fhis gme, he alo develops a chegtin@ction reguiring non fasve vendlation acd gemee, (her the
meat 5 days, hic condition comtimues to deteri oo and he diss

Smario & Yes, Unexperied death
A 68 yeor old woman hasbeen recenly diagossd with admocarcinoma and & adwiged fior orendve abdomingl argey. Inmadiatdy pogt qparagvdy, she
i dn [CU amd cimble. She ix extubated ghe et day and srangferred i the urg ol wiard. She i mobilicng by day 4 and isprogrecdng well, when she i fromd
mollapeed by her bal. Reowriintion is attempied imouoredfully aod che di= of 2 preamesd pulmonary embobee. ki than dionered shat che had mot
recened oy VTE prophylods

Smario 4 Yes, Unexperied and urmataral denth
A 27 year old imemplo yed woman was admithed with joundice r investigniion. She then admi ged to wking an overdoss of paracsinmal § days previmusly.
Fnvestigtions revenled devem ged Bver finction tects omd abmormual clatting,. Depite full frestment che develnped hepatic syephalopathy ond renal ffbire in
U Her condition vt s o d steriornie and she disd 4 days later:

Srmarin & Yes, Uneupersed death

A 56 year old male, previoucly well, presemtcto #he EIVfollowing an out of hogpital cardiar amect Bfechive requeristion was quidk ly inchigted of the sreme,
with reurm of ponimaes i lstion within 4 minuges. On grivalin EL @ 12 kad BOG showed a lorge anierior M1 The patimit wis iransfarned to the
mrdiar axthesr b where he auffered anogher cordiar ammest

Smario & Yes, Unsperied death and maybe direcdly from injry
An 18 year 0ld mem wes a pedemion lithy acorand suginsd a # baw af shal], fromtal lobe omsgnms and a congreoup ey, He wos mngied to
KU mechmically ventilaed, bnt afier a few hors, his oondition smproved and he was able ip brenthe spontameuely. He did not show oy farther
provement and depiie apporthve care, his ondiion deterionaied and he died § weels affer admEcdon.

Smario % Ve, Unsnperied and ummahural death
An 8 year old male i admitid from high kevel core affer o wiineseed spiende of choling and weniting He had a pasthisory of Alzhamer's demeniia and
m acqired broin inery. His condigon deterioroees and he dis 2 days laer

Srmario & No, Nahral couse demth
An 84 year oM Fmale admigted & ward jbr pallia gve core. Shehos a higory ofrecurmtuningry sactinctions i the badigrend of @ kng semding non
trmumatic pargplapia, whed char bamd She diss 4 days gfer her admicdon.

Scemanio % No, Nanwral couse dexth
A A yeor old male with chromic ranal fibure beromes hyperencve and complains of abdominal pain wiils imdergring hoemodiahygc. He ghen beromes
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wrrreponae and a code blue ix called. His reqedietion gt i checked and sthere was a ot v remuscitation”™ onder in place and the patient dies soom

afeer.

Scmario 1k No, Nakral omise death

A 69 year old male i adwtted with cho riness of breath in the badk groand of newdy diggnoced non. small cell kg cordnoma. The nod: day he collopers and
has a cordiar wrest Ressonintion wias attempied meroredfully and he died with s ol y presmt.
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Appendix 7.1 Communication. S Hinchey
LETTER TO HOSPITALS

Dear [name]
Investigation process for femoral fracture deaths

I write to invite your feedback on a proposed pilot for investigating deaths related to age-related
fractures, specifically femoral fractures.

The Coroners Court of Victoria and the Victorian Institute of Forensic Medicine (VIFM) have
determined that certain cases no longer require the deceased person to be transported to the coronial
services centre for medical examination.

Importantly, this process aims to bring significant relief to Victorian families who are often frustrated
by the process, intrusion and delays caused by what they see as unnecessary medical examinations.

Please take the time to review the attached information sheet, which outlines the proposed
investigation method for femoral fracture deaths. Please share this with the head of your anatomical
pathology department and your in-house legal counsel.

If you have any procedural questions about the attached, please email jodie.leditschke@vifm.org.

Otherwise, please send your feedback to registry@coronerscourt.vic.gov.au by COB 31 August 2017.

Yours Sincerely

Judge Sara Hinchey

State Coroner
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Appendix 8.1 Reportable Death Checklist

REPORTABLE DEATH CHECKLIST FOR HOSPITALS OR

OTHER MEDICAL FACILITITES

The following checklist will assist you to complete all required paperwork for a reportable

death to the coroner.

Call Coronial Admissions & Enquiries (CAE) on 1300 309 519 (24/7) to determine if

case is reportable.

Description

Rationale / Information

Go to www.vifm.org/meddep

Secure code No:

Enter secure code provided by CAE.

Complete this form as soon as possible. This will
facilitate timely transfer of the deceased person to the
Coroners Court of Victoria.

Print a completed copy for the patient medical record.

Complete a Statement of
Identification

Court Ref No:

Complete the identification form with a family member
or someone who has known the person for more than
6 months while they are with the deceased person.

Fax the completed

Statement of Identification to
CAE as soon as possible

Fax to 9682 1206

Police are requested to attend by CAE
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Police will attend to obtain
details about the deceased
and NOK.

Have police attended?

Transfer the deceased person
to your hospital/facility
mortuary

Transfer the deceased person to the mortuary once
family and police have left.

If your facility does not have a mortuary, please
contact CAE on 1300 309 519 to arrange transfer

Notify your hospital
co-ordinator (or similar) that
the deceased person

has been transferred to the
mortuary

CAE contact the hospital co-ordinators to arrange
appropriate transfer time.

Time critical for Tissue Donor cases
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