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Response by Echuca Regional Health to Recommendations from Finding Into
Death Without Inquest of Gary William Bruce, COR 2023 002978

Recommendation 1:

ERH should undertake improved education, training and awareness of the
Hospital’s deteriorating patient response with its medical and nursing staff and
gather evidence to demonstrate improvement amongst its staff.

The clinical escalation system for the deteriorating patient at Echuca Regional Health (ERH)
is part of the ward/unit orientation of new nursing staff, including those working in the High
Dependency Unit (HDU). The orientation is undertaken by a dedicated Clinical Nurse
Educator and covers: activation of a Code Blue response, Medical Emergency Team (MET)
calls and clinical reviews; the Clinical Escalation System policy.

The orientation of new doctors in training (junior doctors) by the Director of Clinical
Training (DCT) and other senior staff includes clinical escalation, with a particular focus on:
the Clinical Escalation System, including who they can expect to attend a MET call or Code
Blue; the role of senior medical staff, including their availability around the clock; graded
assertiveness to escalate concerns; the role of the After Hours Manager and Executive On
call, especially when there is a patient safety concern.

Since December 2024 ERH has conducted regular, ongoing point of care auditing of a range
of parameters for recognizing and responding to acute deterioration. Typically, 10 patient
records are reviewed bi-monthly in each clinical area.

The results for the HDU for the question "Were the vital signs within clinical review/MET call
escalated?” (where clinical escalation should have been activated in accordance with policy)
were: 100% compliance for December 2024, February 2025, April 2025, June 2025, August
2025, and October 2025 (Attachment 1).

Recommendation 2:

ERH should consider implementing a mechanism by which anaesthetic or other
critical care trained specialist such as ICU or ED staff are available to provide
advice to a junior doctor who attends MET calls overnight.

ERH’s mechanism for accessing critical care trained specialist advice is outlined in its
Clinical Escalation System policy, which refers to “Unresolved Clinical Concerns”.
Communication between relevant staff (including medical staff) may be facilitated by a
member of the Executive (including after-hours) if a safety concern remains unresolved
(Attachment 2).



There is 24 hour, seven days, senior medical staff rostering in the disciplines of:
emergency medicine (emergency physician or senior medical officer in emergency
medicine); adult medicine (general physician or rural generalist); paediatrics (specialist
paediatrician or rural generalist); obstetrics (specialist obstetrician or rural generalist);
general surgery (general surgeon); anaesthetics (specialist or rural generalist).

External specialist intensivist advice is available from Bendigo Health (via a Service Level
Agreement: Intensive Care Specialist Support Services) (Attachment 3), especially for
patients already known to the Bendigo Health Intensive Care Unit (ICU) via the daily
(seven days) virtual ward round with the ERH HDU.

Inter-hospital transfer of a critically ill patient is coordinated through Adult Retrieval
Victoria (ARV), when required.

Response to Comments pertaining to the removal of the arterial line

Further enquiries have been unable to shed additional light on this matter. The
Anaesthetic/Recovery Record (MR/138; Version 3, April 2025) has been revised, including a
repositioning of the Monitoring section (with a check-box for arterial line) to the top of the
page for enhanced visibility (Attachment 4).

Echuca Regional Health expresses our sincere condolences to the family of Mr Bruce
following his death.

We respect the findings of the coroner’s report and remain committed to supporting
transparency, accountability and continuous improvement in the care we provide to our
community.

Dr Annemarie Newth
Executive Director Medical Services
Chief Medical Officer
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Narrative: For the auditing period in February, June, August and October 2025, all departments recorded 100% compliance with escalating vital signs when breaching Clinical Review/MET call parameters.
In December 2024 and April 2025, the Medical Ward recorded 1 patient in each auditing period that did not comply with escalation protocol despite being in escalation criteria. In December 2024 there were 2 patients
in the Surgical Ward that did not comply with escalation protocol despite being in escalation criteria. Further auditing has seen an improvement with both the Medical and Surgical Wards achieving 100% compliance.
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Clinical Escalation System

Policy Statement:

The clinical escalation system at ERH ensures that staff or teams of staff with the
appropriate knowledge and skills will be available to respond on a timely basis to
patients who require i urgent medical assessment and treatment

The clinical escalation system at ERH is based on a safety culture that supports all
members of the clinical team, patients and carers to raise concerns regarding patient
medical status issues that may require an urgent response.

Guiding principles underpinning the clinical escalation system are:

e Patients that require active intervention will be identified and responded to within
appropriate timelines.

e Communication will be effective and timely and include support for any member of
the multidisciplinary team to speak up and raise a concern.

e Executive supports and provides clear processes for individuals who have
unresolved concerns to seek further advice

e Activation of team responses is coordinated and effective

e Suitably trained and competent staff able are available to respond effectively to
varying clinical scenarios

e Teams work together and understand their roles enabling a coordinated and timely
response

e Patient, family and carers know how to access timely assistance if they have
concerns.

e Ongoing review of the effectiveness of the clinical escalation system facilitates
ongoing improvement and development of the system.

The clinical escalation system is supported by a range of policy and procedures relating
to patient assessment, identification of clinical deterioration, clinical handover and
clearly defined courses of action for particular clinical scenarios. See linked documents
below. A range of track and trigger observation response charts also support staff to
identify patients requiring intervention.

Any concern of a time critical nature or a concern meeting the criteria for
activation of a team response will be called as soon as identified.

Team responses include:

Code Blue

MET Call

MET Call: Emergency Department
Time Critical Caesar Call

Massive Blood Transfusion Call
Trauma Call
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Definitions:
ISBAR: a standardized framework for effective handover. ISBAR means:
Identification, Situation, Background, Assessment, and Request.

Request: requested actions, confirmation of agreed actions and any transfer of
accountability. More information is provided in the Clinical Handover
Policy.

ORC: Track and trigger patient observation charts with features that are

effective in identifying patients who are deteriorating and the appropriate
prompt action to take in response to the identified deterioration

Unresolved Clinical Concerns

In the event that an individual clinician has a concern about the clinical status of a
patient that remains unresolved even after discussion with the treating team members,
and an attempt to clearly articulate the concern utilizing the ISBAR format has been
made, it is appropriate for the concerned staff member to progressively escalate their
concerns in a systematic and structured manner.

Refer to Appendix 1: Escalation process for a deteriorating patient flow chart.

Escalation beyond the treating senior doctor may include seeking advice from another
senior doctor in the same specialty, VMO on-call, another VMO on- call, Clinical Director
(e.g. Director of Surgery), ERH specialist (e.g. paediatrician) or external specialist (e.g.
ARV, PIPER, Bendigo Health cardiologist). The Executive Director will facilitate
communication between the concerned staff member/s and appropriate clinicians to
ensure patient safety and outcomes are optimized. Governance of the clinical
escalation system is the responsibility of the Clinical Deterioration Committee and
Executive Quality Committee.

Personnel to which this policy applies:
All staff, VMOs and patients/carers

Linked documents

Code Blue

MET Call

MET Call: Emergency Department

Critical Caesar Call

Blood Transfusion

Trauma Call

PACE: Patient and Carer Escalation

Vital Signs

Nursing Admission, Screening and Assessment
Clinical Handover

Mental Health admission and risk assessment (in development)

Alternate Key Search Words:
Deteriorating patient
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https://app.prompt.org.au/download/88568?code=0eba9d9c4289b0d4dc4fe5b576b20e9d
https://app.prompt.org.au/download/90077?code=5a851106339a4fd51a9ca6f78ee6f667
https://app.prompt.org.au/download/89348?code=75b808b54283c7a9fc2d6510753002df
https://app.prompt.org.au/download/90824?code=4957d68b9a909ca47cecc04416cdec86Time
https://app.prompt.org.au/download/88406?code=9e747b807463fd31df8f1e8f5a4b270eMassive
https://app.prompt.org.au/download/77367?code=d24060d99d957b5f119d10d225697980
https://app.prompt.org.au/download/90545?code=d7f34c8f35782536a0b12322aa700780
https://app.prompt.org.au/download/90104?code=52ada27d911cfac721de0779ba2ed044
https://app.prompt.org.au/download/90073?code=284917dcd35a3ebbb826326da42222cd
https://app.prompt.org.au/download/76700?code=45cf3b9cfbdda6c11fc45b7e31e11101

Appendix:

Appendix 1 - Escalation process for a deteriorating patient flowchart
Community Nursing Deteriorating Patient Escalation Flowchart
Community Nursing Deteriorating Patient Escalation — SOP

ISBAR Communication Tool for Escalation of Care

HITH Deteriorating Patient Escalation Flowchart

HITH Deteriorating Patient Escalation - SOP

Accreditation Framework
NSQHS Standard 8- Recognising and responding to acute deterioration

Revision History:
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https://app.prompt.org.au/download/177111?code=be837ffc-50b9-46b9-9d1a-fe3554e0260a
https://app.prompt.org.au/download/177111?code=be837ffc-50b9-46b9-9d1a-fe3554e0260a
https://app.prompt.org.au/download/177111?code=be837ffc-50b9-46b9-9d1a-fe3554e0260a
https://app.prompt.org.au/download/177111?code=be837ffc-50b9-46b9-9d1a-fe3554e0260a
https://app.prompt.org.au/download/214983?code=e4fa2bb7-5422-437c-9fce-73aa86d8c8c5
https://app.prompt.org.au/download/214983?code=e4fa2bb7-5422-437c-9fce-73aa86d8c8c5
https://app.prompt.org.au/download/214985?code=29cc5fe4-3c7a-4a11-8ba4-eed066922202
https://app.prompt.org.au/download/214984?code=458cc322-862d-4e06-b975-c9f515372588
https://app.prompt.org.au/download/177337?code=40d675c5-1e19-47c9-b0b6-052e19f173e8
https://app.prompt.org.au/download/177338?code=c58b6251-17df-45e6-b8f9-aefcc9af4c61
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