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EDITORIAL

Welcome to our second issue for 2013. This issue focuses on a single and lengthy 
inquest into a RACS that had an outbreak of gastroenteritis. This case is a reminder 
that residents are a highly vulnerable population with multiple co-morbidities 
and so, are very susceptible to significant and rapid deterioration.

Optimal management of residents requires increasing our clinical screening and 
assessment when they are unwell. Close monitoring of symptoms, hydration 
status and prompt action are important steps to avoid potential catastrophic 
deterioration.

Most readers will be familiar with the case from reporting in the general public 
media or their professional publications. The details of the case, the Coroner’s 
findings and recommendations are publicly available on the Coroners Court Of 
Victoria website. We encourage all our readers to access these documents for the 
whole story, as our case precise of 2-pages will lack the detail you will get from 
the 61-page finding.

We also explore numbers for the last time. I know many readers will be disappointed 
to see the end of our four-part series on statistics. Or, perhaps not! In this issue 
we examine using numbers for surveillance and the setting of targets.

A yOuTubE vIDEO

We have also released an animated YouTube video on ‘Driving and Dementia’. It is 
short, interesting and our first step into emerging media: 
http://www.youtube.com/watch?v=4F9z8mPhcTw  

We are curious to know what our readers think about how we should use this 
type of emerging media with the RACC. We would be grateful for any suggestions 
from you.
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DISCLAIMEr

All cases that are discussed in the Residential 
Aged Care Communiqué are public 
documents made available by Coroners 
Courts both within Australia and overseas. A 
document becomes public once the coronial 
investigation process has been completed 
and the case is closed. We have made every 
attempt to ensure that individuals and 
organisations are de-identified. The views 
and conclusions are those of the authors 
and do not necessarily represent those 
of the Coroners, Department of Health, 
Victorian Institute of Forensic Medicine 
or Monash University. If you would like to 
examine the case in greater detail, please 
contact us and we will provide the relevant 
website for the Coroner’s Court jurisdiction. 
 

AN OuTbREAk Of gASTROENTERITIS
case précis Author: Joseph ibrahim, Monash university

In April 2007, there was an outbreak of gastroenteritis at a metropolitan RACS involving 
22 of the 30 residents, of which six deaths were reported to the coroner. Four of the 
deaths were considered connected to the outbreak and we begin with a brief summary of 
these deaths and a timeline of events.

tiMe-line
Day one: Mr A, Ms C, Mr D and another resident are affected by gastroenteritis. A RN 
contacts the RACS weekend manager to ask about notifying the Department of Human 
Services (DHS) - now Department of Health (DH). The Infection Control Policy document 
containing the contact numbers for the DHS and local Council could not be located.

Day two: Mr A dies.

Day three: Mr B develops symptoms.

Day Four: Mr B dies. The Infection Control Policy is found in the manager’s office, which 
was locked. RACS notifies DHS and Council. DHS liaised with the relevant local council 
to request usual control measures, including directing that faecal samples be taken from 
ill residents. Council inspects the kitchen and conducts a food safety audit. The Council 
directs that all surfaces of the kitchen and equipment be cleaned with chlorine.

Day Five: There are 17 residents with symptoms of gastroenteritis (10 with diarrhoea) 
and only three faecal samples from these residents had been collected.

Day six: Ms C dies.

Day seven: Late in the afternoon DHS, RACS and Council were informed that Salmonella 
had been identified in the faecal sample. This information was not communicated to 
nursing care staff or treating medical practitioners.

Day eight: RACS cleans kitchen as requested by Council. Mr D transferred to acute 
hospital. The ambulance staff and the acute hospital were not informed there was an 
outbreak of Salmonella gastroenteritis.

Day ten: Chief Health Officer directs the Department to obtain faecal specimens from all 
food handling staff. Mr D dies.

clinicAl suMMAry-A
Mr A had vomited several times, had a low-grade fever and a large bowel action. His 
blood pressure and heart rate were stable and hydration was adequate. A General 
Practitioner (GP) locum attended as the usual general practitioner was not available. Mr 
A was diagnosed with viral gastroenteritis.
A few days later Mr A died and his usual GP (GP-2) completed a death certificate listing 
a viral illness and stroke as the cause of death.

pathology
There was no autopsy or microbiological tests completed prior to Mr A being cremated. 
On the balance of probabilities, the Coroner concluded Salmonella gastroenteritis was 
not the sole cause of BUT was satisfied it is likely to have contributed to death. 
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clinicAl suMMAry-b
Mr B, a 95 year old frail resident had recently recovered from 
a right hemicolectomy and gastric surgery for cancer of the 
colon. However, Mr B continued to have intermittent episodes 
of vomiting following the surgery. A different GP locum (GP-
3) was called to assess Mr B who was vomiting. This GP-3 
diagnosed gastroenteritis, recommended transfer to an acute 
hospital. This was re-considered after discussion with family. 
The following day, Mr B was reviewed by his GP (GP-4). Mr B 
continued to deteriorate and died that evening.
Mr B’s GP completed a death certificate listing cachexia 
secondary to carcinoma of the colon with associated gastric 
obstruction as the cause of death.

pathology
The cause of death was determined following microbiology 
cultures taken during a partial autopsy that found Salmonella 
Typhimurium in the small and large bowel. The Coroner 
determined gastroenteritis contributed to death in a sufficient 
and material way to include it in the cause of death. What 
remained unclear was the level of contribution and whether it 
hastened death by hours or days.

clinicAl suMMAry-c
Ms C had an episode of vomiting and was reviewed by a GP 
(GP-5). Management of Ms C was expectant as pulse and 
blood pressure were stable. Ms C was reviewed several times 
over the next few days by another GP (GP-6). When Ms C died, 
GP-6 was not prepared to provide a death certificate because 
he determined Ms C had died unexpectedly of a notifiable 
infectious disease being gastroenteritis caused by Salmonella.

pathology
The cause of death was “overwhelming Salmonella Typhimurium 
infection”. Salmonella Typhimurium was found in Ms C’s leg 
and heart blood as well as her liver and stomach contents and 
bowel.

clinicAl suMMAry-D
Mr D was assessed by a GP (GP-7) because of a fall the previous 
day. Later that day another GP (GP-8) attended Mr D who 
developed vomiting and diarrhoea. This GP-8 considered food 
poisoning as a possibility and asked a member of the nursing 
staff at RACS to notify DHS. Mr D was transferred to an acute 
hospital and died two days later.

pathology
The cause of death following an autopsy, which included 
microbiological samples taken from stomach contents, 
small and large bowel, bile, left lung and blood cultures (all 
positive for Salmonella) was an overwhelming infection with 
the Salmonella pathogen in a frail man, which most likely 
contributed to aspiration and contracting pneumonia. 

inVestigAtion
The Coroner directed that further investigation was required 
to address multiple issues including: (a) identification and 
notification of the outbreak; (b) role, responsibilities and nature 
of communication between RACS staff, medical practitioners, 
Council, DHS; (c) RACS systems and protocols for management 
of the outbreaks of the infectious/communicable diseases; and 
(d) overall co-ordination and management of outbreaks.

The RACS identified a number of shortcomings in its infection 
control procedures. The RACS lacked readiness and procedures 
at the time of the outbreak. RACS management should have 
acted to ensure the necessary infection control procedures 
were initiated and maintained. This included getting expert 
assistance and extra resources to care for the affected residents 
and the necessary response to the outbreak.

FinDings
In summary, the Coroner was unable to come to a definite 
conclusion about the source of the infection but a possible 
source was the vitamiser in the RACS kitchen.

The Coroner acknowledged changes the RACS and organisation 
had made to improve capacity to respond to and manage any 
similar outbreak of infectious disease. They had implemented 
a comprehensive regime for timely notification of an outbreak 
to DHS and collection of faecal samples. Facilities, facility 
managers and members of the senior executive now possess 
a Critical Events Resource Manual which summarises and 
clarifies the relevant procedures to be undertaken in the 
event of gastroenteritis. The RACS also developed an Outbreak 
Management Kit that contains information, equipment and 
other materials necessary for managing an outbreak (e.g. signs 
for external doors; long-sleeved gowns; faecal specimen pots).

An earlier and co-ordinated response may have made a 
difference to the outcome of one resident who died and 
reduced the number of residents who suffered an illness. The 
expert witness considered that if Mr D had antibiotic medication 
earlier, it could have made a difference to the outcome. 

The Coroner made comment about the confusion and 
misunderstanding surrounding the roles and responsibilities of 
the medical practitioners and the (now) Department of Health 
in an infectious outbreak. Responsibility for ongoing clinical 
management of a patient remains with their usual doctor. 
The Department of Health does not necessarily test all faecal 
specimens obtained from affected residents; if this information 
is desired for individual patient management, then testing must 
be requested by the treating doctor. The Department of Health’s 
role is to manage the broader public health aspects. That is, 
testing is done to get an understanding of the cause of the 
outbreak and identify the pathogen. Once it is clear an outbreak 
of gastroenteritis is due to Salmonella, all testing beyond that is 
considered as further characterisation of the outbreak.
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Medical practitioners are responsible for notifying DH of 
certain infectious diseases, as specified in the Public Health 
and Wellbeing Regulations 2010. GPs and the medical expert 
witness did not know that two or more cases such as this (ie 
suspected food or water-borne disease) required notification 
and that this requirement was on the medical practitioner.

Another finding was communication between the nurses, 
management of RACS and the attending doctors was 
suboptimal. The GPs were not aware there were 17 
symptomatic patients in the RACS and three residents had 
died. Most knew there was a gastroenteritis outbreak and 
expected this would be dealt with by the Department of 
Health.

The Coroner commented that the RACS should have 
systematic procedures that provide timely and comprehensive 
information to all attending doctors, ambulances and 
receiving hospitals that an outbreak of a particular pathogen 
is occurring. This is especially important for after hours and 
locum doctors. Additionally, the information should provide a 
complete picture of what is happening in the RACS as well as 
with an individual resident.

recoMMenDAtions
There were three recommendations made: 
1) That RACS be mandated to report infectious disease 
outbreaks (unexplained vomiting and diarrhoea in two or 
more residents and/or staff within 72 hours of each other). 
RACS be adequately prepared for and able to manage an 
infectious outbreak. RACS have a designated Infection Control 
Manager to facilitate (i) outbreak prevention measures; (ii) 
procedures accessible to all staff; compulsory training for all 
staff; availability of all necessary equipment and manuals 
and (iii) co-ordinating the management of any outbreak.

That the Victorian Department of Health Communicable 
Disease and Prevention Control Unit should establish an 
Incident Management Team in assisting in the management 
of an outbreak of infectious disease, when an outbreak is 
assessed as possibly food or waterborne.

2) Ensure the medical profession know and understand their 
responsibilities for mandatory notification of infectious 
diseases and the role of the Department of Health during any 
outbreak of infectious disease.

3) Enhance communication between locum and treating 
doctors.

eDitors coMMents
The complexity and scope of this case required a detailed 
investigation that began in 2007 and was completed five years 
later with the Coroner’s finding, delivered in June 2012. There 
were a large number of witnesses, multiple medical/infection 
control experts, the families, Council, Department of Health, 
RACS management and care staff and the general practitioners. 
The Inquest took 19 days in the courtroom, held over two years 
2010 and 2011.

An important lesson is the pro-active approach of the RACS. 
They did not wait. They conducted their own review and changed 
practice to improve resident care well before the Inquest or 
Coroner’s Finding was completed.

Note that notification of outbreaks of gastroenteritis to the 
Department of Health from RACS is still voluntary, but strongly 
encouraged, in order to establish co-ordinated management of 
the outbreak at the earliest possible time.  Medical practitioners 
and persons in charge of laboratories are required by law to 
notify conditions listed in the Public Health and Wellbeing 
Regulations 2010, including two or more cases of suspected 
food or waterborne disease.

The importance of collecting faecal specimens early in an 
outbreak is another important lesson, to distinguish a serious 
bacterial cause of gastroenteritis such as Salmonella from the 
more common viral gastroenteritis.
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LIST Of RESOuRCES 
1. Department of Health (Victoria) 2010. A guide for the management and control of gastroenteritis outbreaks in aged care, special 
care, health care and residential care facilities.

<http://docs.health.vic.gov.au/docs/doc/3CC9BE58D774D11FCA2578A3002608E6/$FILE/Industry-guide-Care-web2.pdf>

2. Commonwealth Department of Health and Ageing, also developed a set of resources to assist you to manage an outbreak of 
gastroenteritis. The Gastro Info Gastroenteritis Kit for Aged Care is available 

<http://www.health.gov.au/internet/main/publishing.nsf/Content/ageing-publicat-gastro-kit.htm>

pART Iv AppLyINg NuMbERS TO wORDS

In this final part of using statistics to improve care, we look 
at the context of using numbers. A quick review of other 
three parts follows; for those with good memories you 
should jump ahead to the next section on surveillance and 
setting targets.

Parts I & II described the basics: simple ‘counts’; progressed 
to ratios & rates; and using rates for comparisons. Part III 
looked at what to consider when choosing a clinical risk 
area to measure. Some of the key factors included: relevant 
to the residents; technical attributes of measurement; 
sensitive enough to detect a real difference and user friendly.

setting tArgets

By now, you know that people set the rules. Some use 
research evidence or science (epidemiology or psychology), 
others are happy to go with an opinion, or what seems 
reasonable and some of us just accept what we are given 
and get on with the real work.

Setting targets is like setting goals. We set goals to get 
physically fit or stop smoking or to save for a holiday. We 
may be: realistic/pragmatic; or optimistic/aspirational; or 
absolute.

Realistic targets make sense to us because these feel 
achievable and give us hope that we will attain the target 
and be successful. The downside is we do not stretch 
ourselves. By staying in a comfort zone we never know 
what is really possible.

Aspirational targets are set above what we know is possible. 
These targets may be met if we rethink how we do things 
and challenge current practice. The downside of using 
aspirational targets is those who are practical and know 
what’s possible in the ‘real world’ sometimes give up before 
we start. You usually hear people say “they are setting us 
up to fail”.

Absolute targets are trickiest of all. We often use these to 
‘send a message’ or to ‘make a point’; it’s a bit like giving 
an ultimatum to a teenager about their behaviour. The 
downside of absolute targets is they seem unreachable 
and that we will always fail.

Lets apply this to skin care and development of pressure 
ulcers. You could set a realistic target by saying we should 
have the same number of ulcers this year as last year. An 
aspirational target is to say we should half the number of 
pressure ulcers for next year. An absolute target is ‘there 
should be no pressure ulcers at all’. Which do you prefer? 
What do the residents prefer? How do we behave with the 
different targets? The real message being sent by using 
an absolute target is pressure ulcers are preventable. The 
knowledge, skills, equipment and resources already exist in 
our world. Our challenge is putting this into practice.

surVeillAnce

Most people will know about surveillance from infectious 
diseases.

Surveillance is another way of saying we regularly check 
what is happening to make sure we reach our goals and/
or to act early when we are going off track. To do this we 
often set a ‘threshold’. For example you and four friends 
set a target of each saving $1200 over 12 months to go 
on holiday ($100 every month) together renting the one 
riverboat. You set a threshold of $600 by mid-year. At the 
six-month mark, two people have not saved enough.
What do you do? Cancel the trip or find out why they have 
crossed that threshold?

Thresholds for action could be the occurrence of a single 
event e.g., deaths due to medication error and/or as a rate 
e.g., 20% of residents are prescribed a particular medicine.


