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Dear Ms Alison Mutch
Re: Regulation 28 Report to Prevent Future Deaths – Maurice Leech, 30th April
2020
Thank you for your Regulation 28 Report dated 23rd August 2021 concerning the
death of Maurice Leech on 30th April 2020. Firstly, I would like to express my deep
condolences to Maurice Leech’s family.
The regulation 28 report concludes Mr Leech’s death was a result of
1a Frailty
1b Peri-prosthetic fracture of right femur
1c Fall
II Chronic obstructive pulmonary disease, Type 2 diabetes, Heart Failure
Following the inquest you raised concerns in your Regulation 28 Report to NHS
England regarding:
1.The inquest heard evidence that pre Covid, Mr Leech would have been examined
face to face by the GP rather than a telephone consultation without an examination.
The evidence indicated that a physical examination would probably have resulted in
Mr Leech being referred back to hospital at an earlier stage.
Telephone consultations have been in use in general practice for many decades to
help patients access medical advice and care quickly and conveniently. Where
studies have been conducted, telephone triage has been shown to be safe.
Telephone consultations are part of general practice training schemes.
The coronavirus (COVID-19) pandemic has brought about an unprecedented
acceleration in the adoption of delivering NHS services remotely, and standard
operating procedures have been produced to ensure general practice is able to
operate safely in this context. The relevant published version of the
Standard Operating Procedure is here for reference which was iterated throughout
the pandemic to meet changing needs and requirements since it was first published
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in March 2020. These procedures make it clear that general practices and Primary
Care Networks should triage patients remotely (to determine the right person and
timeframe for managing the problem) in advance wherever possible to help prioritise
patient care based on needs; and that clinicians should determine the most
appropriate consultation method with the patient - telephone, video, online, face to
face. This should be determined by taking into consideration the patient’s
preferences, needs (including accessibility, privacy, capacity and communication
requirements), clinical circumstances and currently, local risks of COVID-19.
In determining the most appropriate consultation method, considerations regarding
patient safety, ability to make a satisfactory assessment, gain a sufficient
understanding of the problem and whether information can be provided in a way the
patient understands including assessing a patient’s understanding of the advice
provided should be factors in determining the most appropriate consultation method.
If a particular concern did arise following a remote assessment or remote advice
being given, then a decision could be made to move to an alternative approach, for
example, face to face consultation or for remote advice to be followed up in writing or
with the patient’s permission with their carer.
Professional guidance published by the General Medical Council sets out high level
principles of good practice expected of everyone when consulting and or prescribing
remotely for the patient https://www.gmc-uk.org/ethical-guidance/learningmaterials/remote-prescribing-high-level-principles and guidance to support shared
decision making https://www.gmc-uk.org/ethical-guidance/ethical-guidance-fordoctors/decision-making-and-consent.
Additionally, guidance has been developed jointly between NHS England and the
Royal College of General Practitioners (RCGP) on Remote vs Face to Face: which
to use and when? and RCGP publish a range of guidance and learning materials on
their Covid-19 Resource Hub .These resources underline the importance of ensuring
patient safety, shared decision making and that an individual’s needs are paramount.
Whilst we do not have all the clinical details regarding the circumstances of Mr
Leech’s discharge, we would ordinarily expect there to have been communication to
the GP, via a discharge summary from the hospital providing details of their
assessment including examination and investigations, and for advice to be given to
the patient about safety netting.
Safety netting is a routine part of general practice consultations and explicitly sets
out next steps to take for the patient in the event of a deterioration in their condition.
The joint NHS England and RCGP guidance (linked above), which is now in place,
refers to the importance of ‘safety netting’. Every GP practice must continue to
provide face to face consultations alongside telephone, video and online
consultations as part of making general practice as accessible as possible.
2.Mr Leech was very vulnerable and a poor historian. Due to Covid he was sent
alone to hospital and seen alone there. The evidence before the inquest was that if
support had been available a more accurate picture of his baseline and needs would
have assisted staff in treating him and potentially identifying that he should not be
discharged back to the care home and that a fracture would not have been missed.

At the time of Mr Leech’s death, the national guidance around attendance at hospital
settings “Visiting healthcare settings during COVID-19 pandemic.” The guidance
restricted patients from attending appointments with a person to support them. In
March 2021 this guidance was updated to advise that patients attending outpatients,
diagnostic service and Emergency Departments are now allowed to be accompanied
by one person to support them with making complex/difficult decisions. A link to the
full guidance is included for information: Coronavirus » Visiting healthcare inpatient
settings during the COVID-19 pandemic (england.nhs.uk)
The following has been shared with NHSEI from Tameside and Glossop CCG.
At the time of Mr Leech’s transfer to hospital at the height of the pandemic, North
West Ambulance Service guidance aimed at minimising the number of individuals
within the patient compartment of an ambulance. Only essential escorts and the
minimum number of clinicians to provide a safe level of care to the patient could
remain in the patient compartment. This was to help to minimise the dispersal of
respiratory secretions, reduce environmental contamination, and reduce virus
particles in the air. Similar policies were in place for hospital A&E’s to reduce risk of
transmission of Covid.
Notwithstanding policies around escorting patients, ensuring that clear and accurate
information travels with the resident is a crucial factor. There are two initiatives in
place in Greater Manchester to this end. The ‘red bag scheme’ (described below)
was already in place at the time of the incident, and an information sharing scheme
referred to as the ‘GM Care Record’ (described further below) is currently at an
advanced implementation stage.
Tameside and Glossop CCG have implemented the red bag scheme for care homes
with key information pertinent to the individual’s care. The bags are handed to
ambulance crews and travel with patients to hospital where they are then handed to
the doctor. Tameside and Glossop CCG had the red bag scheme in place across the
patch at the time of the incident. Care home staff also hand over relevant information
to ambulance staff to ensure they are aware of the individual’s needs to be passed
on to the Emergency department.
Greater Manchester has accelerated use of the GM Care Record (GMCR) to support
data sharing between health and care professionals across the city region. It means
that all professionals involved in a patient’s care can share vital information across
different organisations, settings and localities. As well as informing clinical decision
making at the point of care, the GMCR is also being further enhanced to support
joined up care planning and coordination through a range of clinical use cases.
Greater Manchester Health and Social Care Partnership are also continuing to
develop the GMCR to include more data feeds between providers and supporting
care planning and coordination through enhanced functions. Social care information
from across all 10 localities will also be added to the GMCR in Autumn/Winter 2021.
Access to the GMCR can be made available to all relevant organisations that would
have a requirement to access data, i.e. GP’s, acute trusts, council and private
organisations. Access for private care organisations would be via a Data Protection
Impact Assessment process, providing access to information in the GM Care Record

is based on a legitimate relationship to the patient and their care then, access can be
discussed/provided via correct routes.
3.The inquest heard that he was in significant pain from the fracture to the femur.
Unlike the position relating to a fracture to the neck of femur there is no NICE
guidance for treatment of such fractures to ensure a consistent approach to
management of them in the elderly across the NHS. This included in Mr Leech’s
case how to effectively manage his pain and the impact of that on his overall health.
NICE has provided some guidance, Osteoporosis: assessing the risk of fragility
fracture on the management of fragility fractures of the femur. In addition there is
best practice guidance on fragility fractures in line with tariff management and patient
pathways, available from the National Hip Fracture Database (NHFD), overseen by
the Royal College of Physicians. This can be found in Guidance on the Operational
Aspects of Best Practice Tariff for Fragility Hip Fracture Care. . NHFD are also due
to recommend further best practice criteria including secondary prevention of such
fractures. The ‘Best MSK Collaborative’ has a workstream on fragility fractures and
the work steam is developing a recommended clinical and operational pathway for
this group of patients (non-ambulatory fragility fractures) such that the approach of
all the integrated systems will be consistent and reduce unwarranted variation. This
includes pain management and we are expecting that the pathway will be shared
with all Integrated Care Systems by the end of the year. The pathways are being coproduced with the relevant specialist professional societies.
Thank you for bringing these important patient safety issues to my attention and
please do not hesitate to contact me should you need any further information.
Yours sincerely,

National Medical Director

