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ABSTRACT
Objectives COVID- 19 presented a new risk 
to the care home sector. Primary care adapted 
their approach to the management of COVID- 19 
in care homes as the pandemic evolved. Our 
aim was to evaluate the clinical presentation, 
management, care planning and clinical 
decision- making, and after death care of care 
home residents who died due to COVID- 19 
in Aneurin Bevan University Health Board in 
Southeast Wales.
Method Clinical records of 136 in care homes 
were reviewed by a General Practitioner reviewer 
using a standardised template. These were then 
reviewed by a multidisciplinary panel to identify 
themes.
Results Most individuals presented with ‘typical’ 
COVID- 19 symptoms (cough, fever); however, 
>50 presented with atypical symptoms. 90% had 
a record of Do Not Attempt Cardiopulmonary 
Resuscitation (DNACPR) decision, but only 
46% had documented advance care planning 
(ACP), and only 37% had a clearly documented 
treatment escalation plan.
Conclusion Care home residents are at risk of 
sudden clinical deterioration and death. This 
evaluation demonstrates that although DNACPR 
is in place for most individuals, holistic planning 
for end of life (including ACP and clinical care 
plans covering management of deterioration and 
escalation of care) is only present for a minority.

INTRODUCTION
COVID- 19 is a new disease and it is 
therefore important that we put in place 
mechanisms to ensure that we are able 
to learn quickly from our experience 
and use all available data to inform the 
development of effective and safe clinical 
pathways. People living in care homes 
(nursing and residential) are a cohort 
who may be particularly vulnerable to the 
impact of COVID- 19 due to their pre- 
existing health conditions and the nature 
of their care setting. Data so far indicate 
that a significant proportion of deaths in 
the community setting from suspected or 

confirmed COVID- 19 are accounted for 
by care home residents.1

In Aneurin Bevan University Health 
Board, by mid- April 2020, health and social 
care providers were dealing with numerous 
outbreaks and deaths in care homes. It was 
assumed that existing advance care plan-
ning (ACP) would assist in the management 
of COVID- 19 in care homes.

During the early stages of the COVID- 19 
pandemic, some specific concerns had 
been expressed in the media2 3 and within 
the health and social care workforce 
regarding COVID- 19 in care homes.

Particular issues for general practice 
included the perception that decisions 
regarding resuscitation and ceilings of care 
were being made without due consideration 
or consultation with individuals and their 
families. Also, changes in legislation and 
the ‘lockdown’ of care homes created great 
uncertainty and some confusion regarding 
death administration, particularly verifica-
tion and certification of death processes. 
These changes were taking place rapidly 
within the first phase of the response as 
knowledge was emerging about COVID- 19.

Key messages

What was already known?
 ► COVID- 19 disproportionately affected 
residents of care homes.

 ► COVID- 19 was a real- world test of existing 
advance care planning (ACP) processes.

What are the new findings?
 ► ACP in care homes may not be applicable 
to rapidly changing emergency scenarios 
and did not fully cover the clinical 
scenarios encountered during COVID- 19.

What is their significance?
Clinical

 ► Specific plans for deterioration are 
required to optimally support care home 
residents.

Research
 ► Applicability of traditional models of ACP 
in care homes.
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In consultation with local stakeholders, a service eval-
uation was commissioned to review the response and 
support provided by primary care to care homes during 
wave 1 of the COVID- 19 pandemic and the effectiveness 
of existing ACP in the context of COVID- 19.

METHODS
A decision was made to carry out a mortality review of 
suspected/confirmed COVID- 19 deaths in care homes. 
The review would cover all deaths due to COVID- 19 in 
March and April 2020. Additionally, nine care homes 
were identified as having experienced a higher number 
of deaths (>10 residents or >40% of residents). All 
deaths in these nine care homes were included in the 
review. During the review, in the second half of May, 
an additional residential home experienced a signifi-
cant outbreak of COVID- 19. Previously, only nursing 
homes had experienced a similar number of deaths, 
therefore it was decided to include these cases in the 
wider mortality review.

The scope of the review included:
 ► Resuscitation (Do not attemtpt cardiopulmonary resus-

citation) decisions, ACP and treatment escalation plan-
ning (TEP).

 ► Clinical presentation.
 ► Verification of death process and practice.
 ► Documented cause of death.

Residents of care homes who were admitted to and 
died in hospital settings were excluded.

The clinical records of suspected/confirmed 
COVID- 19 deaths between 1 March 2020 and 30 April 
2020 were reviewed by one of four clinical reviewers 
using a case review template. These reviews were then 
collated by the project lead and scrutinised by a multi-
disciplinary panel to identify themes and issues.(online 
supplemental file 2)

RESULTS
The review(online supplemental file 1) included 136 
cases in total and 27 care homes. The key features of 
the cases reviewed were:

 ► First presentation was on 5 March 2020 and the first 
reported death was on 9 March 2020.

 ► Age ranges from 49 to 102 years, with an average age of 
88.4 years.

 ► During the period of the review, swab (antigen) tests 
were not routinely performed for suspected COVID- 19 
cases in care homes, therefore only 16 of the cases were 
swab positive.

Most cases experienced ‘typical’ COVID- 19 symptoms 
of fever and respiratory symptoms. However, >50 
cases experienced presenting symptoms not included 
in government testing guidance.

In almost all cases, DNACPR was in place prior to 
death (90%), but only 43% had ACP (or equivalent). 
There was no clear escalation plan documented in 
33% of cases (figure 1).

Professional bodies had issued advice regarding 
verification of death via video consultation.4 Formal 

guidance was issued by the Welsh Government on this 
issue on 15 May 2020 (https://gov.wales/verifying- 
death-times-emergency-coronavirus-covid-19). In the 
vast majority (100 cases), verification of death was 
carried out in person by out- of- hours clinicians or the 
registered General Practitioner (GP), with only eight 
recorded cases of remote verification.

Cause of death entered is a matter of clinical judge-
ment, determined by the patient’s medical history and 
the circumstances of their death. The rules surrounding 
the completion of the Medical Certificate of Cause of 
Death (MCCD) have changed following the Corona-
virus Act 2020 (enacted on 25 March 2020).5 6 Seven-
teen cases were identified that may have warranted the 
inclusion of COVID- 19 on the MCCD. Although some 
of these deaths may have been due to other causes (eg, 
dementia), in the context of the COVID- 19 pandemic, 
the mode of death was suggestive of COVID- 19.

DISCUSSION
Practices and care homes had to adapt rapidly in response 
to changing guidance regarding access to care homes and 
remote triage and video consulting due to COVID- 19.

There were no identified concerns regarding the 
clinical care and management. There was variation 
in approaches to carrying out face- to- face reviews in 
care homes, and the approaches to obtaining clinical 
information in lieu of physical examination. Reviewers 
commented on variation in the quality of clinical 
records and documentation by primary care teams. 
The level of clinical detail was greater where reviews 
were conducted by a GP who had an established rela-
tionship with care homes through delivery of the Care 
Homes Enhanced Service. In the context of concerns 
in the media regarding care homes, the lack of detail 
regarding physical parameters and rationale for clin-
ical management plans is of concern.

Following the switch to remote consulting, there 
were concerns that care homes would be pressurised 
to support remote verification of death. This was not 
the case in this review. However, verification of death 
during the out- of- hours period is a significant demand 

Figure 1 Presence of DNACPR, ACP and TEP. DNACPR, Don 
not attempt cardiopulmonary resuscitation; ACP, advance care 
planning; TEP. treatment escalation planning.
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on out- of- hours services and facilitation of verification 
of death by care home staff should be a priority to 
improve after death care.

We did not identify any significant issues or concerns 
regarding certification of death and there was evidence 
of appropriate discussion with the coroner.

Care planning, encompassing DNACPR, ACP 
and planning for deterioration, remains a significant 
issue in the care home sector. There remains signifi-
cant variation in understanding the different types of 
planning processes, and how they are carried out and 
communicated. It was evident that although DNACPR 
processes are widely applied, this does not extend to 
ACP. DNACPR, ACP and planning for deterioration 
(eg, TEP) seem to be conducted in parallel, with no 
cross- referencing. Care home residents (in partic-
ular, nursing home residents) will often have multiple 
complex health issues and are at high risk of deterio-
ration and death from multiple causes; however, there 
is little evidence that preparations are made for these 
scenarios (other than DNACPR) until deterioration 
occurs. Addressing these issues and parallel processes 
should be a priority for primary care and care homes.

Deaths in care homes increased by 134% during the 
first wave of the COVID- 19 pandemic, the greatest 
relative increase for any recorded place of death.7 
The rates of ‘typical’ COVID- 19 symptoms within 
our cohort were consistent with other studies.8 Other 
studies have highlighted that ACP discussions were 
disrupted by the COVID- 19 pandemic, particularly 
when discussions needed to involve family and proxy 
decision- makers.9 However, our case series highlights 
issues with pre- existing ACP. A lot of ACP was not 
robust or applicable when applied to the situation that 
clinicians and care home staff were presented with, and 
this was compounded by the impact of lockdown on 
communication with families and carers when faced 
with rapidly deteriorating care home residents.

This review has provided near to real- time infor-
mation on how general practice has responded to 
COVID- 19 in care homes and has enabled a greater 
understanding of the approach of GPs to clinical 
management when patients experience rapid deterio-
ration. However, this review was limited to individuals 
who died in the care homes and does not include indi-
viduals who recovered or were admitted to hospital. 
The features noted in the cases reviewed may not be 
applicable to all care home residents diagnosed with 
COVID- 19. Due to pressures on care homes at the 
time of the review, we relied on information contained 
in GP clinical records. It is possible that additional 
information regarding ACP and escalation plans may 
have been present in care home records.

CONCLUSION
This evaluation demonstrates that although DNACPR 
is in place for most individuals, holistic planning for 
end of life is only present for a minority. We have 

identified issues regarding applicability of ACP as a 
result of changes in ways of working and nature of 
COVID- 19. The important next steps are that these 
are addressed and integrated into wider changes that 
have been implemented during COVID- 19. A clear 
framework is required to support care home staff 
during COVID- 19 outbreaks, focusing on clinical 
assessment and care planning.

There remains significant variation in ACP in the 
care home sector. This evaluation highlights the gaps 
between ACP and clinical plans for management of 
deterioration, and the weaknesses in our current 
approach to end- of- life planning in care homes.
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Introduction 

The current novel coronavirus (COVID-19) outbreak, which began in December 
2019, presents a significant challenge for the entire world. Covid-19 is a new disease 
and it is therefore important that we put in place mechanisms to ensure that we are 
able to learn quickly from our early experience and use existing data to inform and 
refine the development of effective clinical pathways and service plans.  People 
living in care homes (nursing and residential) are a cohort who are particularly 
vulnerable to COVID-19 due to their pre-existing health conditions and the nature of 
their care setting.  Data so far indicates that a significant proportion of deaths in the 
community setting from suspected or confirmed COVID-19 are accounted for by 
care home residents.   

This review, commissioned by the Deputy Medical Director for Primary Care and 
Community Services, seeks to examine the illness trajectory and healthcare 
contacts of patients living in care homes who have died with a diagnosis of 
Coronavirus (suspected or confirmed) during the COVID-19 pandemic.   

 

Background 

In Aneurin Bevan University Health Board, the incidence of COVID-19 increased 
rapidly during March and April 2020.  By mid-April, it was evident that health and 
social care providers were dealing with a significant number of outbreaks and 
deaths in the care home sector (Fig. 1).   

 
Fig. 1 – Cumulative suspected/confirmed COVID-19 deaths in Care Homes 
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Following discussions with the Senior Coroner, members of the Gwent 
Safeguarding Board and the ABUHB Complex Care team, a decision was made in 
early May to carry out a mortality review of suspected/confirmed COVID-19 deaths 
in care homes.  The review would cover all deaths due to COVID-19 in March and 
April 2020.  In addition to this, 5 care homes were identified as having experienced 
a significantly higher number of deaths (>10 residents or >40% of residents).  A 
further 4 care homes meeting these criteria were identified on review of data 
reported to the Complex Care team.  For this reason, all deaths in these 9 care 
homes were included in the review.  During the course of the review, in the second 
half of May a residential home experienced a significant outbreak of COVID-19.  
Previously, only nursing homes had experienced a similar number of deaths.  A 
significant event review was carried out utilising the methodology of this review 
and it was decided to include these cases in the wider mortality review. 

During the early stages of the COVID-19 pandemic, some specific concerns had 
been expressed in the media12 and within the health and social care workforce 
regarding the COVID-19 response relating to care homes.   

Particular issues included the perception that decisions regarding resuscitation and 
ceilings of care were being made without due consideration or consultation with 
individuals and their families.  Also, changes in legislation and the “lockdown” of 
care homes created great uncertainty and some confusion regarding death 
administration, particularly verification and certification of death processes.  To 
address these concerns and seek assurance regarding patient care, the review 
would include: 

 Clinical decision-making process, with particular reference to resuscitation 

(DNACPR) decisions, Advance Care Planning (ACP) and Treatment 

Escalation Planning (TEP) (see Appendix 4 for definitions) 

 Illness trajectory and clinical management 

 Verification of Death process and practice 

 Decision-making and processes for issuing Medical Certificates of Cause of 

Death 

The review would not include residents of care homes who were admitted to and 
died in hospital settings.  A separate case series review of COVID-19 hospital 
admissions was carried out.  The findings of both reviews will hopefully aid our 
understanding of the natural history of the disease. 
 

 

 

 

 

 

 

 

                                                      
1 https://www.walesonline.co.uk/news/wales-news/care-homes-death-coronavirus-covid-18089127 (accessed 

12/03/2020) 
2 https://www.theguardian.com/world/2020/apr/01/uk-healthcare-regulator-brands-resuscitation-strategy-

unacceptable (accessed 12/03/2020) 
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Care Home Sector in ABUHB 

As of March 2020, there were 101 care homes operating in ABUHB (51 residential, 
23 nursing, 27 dual-registered) providing care for 3572 residents.  All care home 
residents are registered with a GP for General Medical Services (GMS).  In 
addition to GMS, ABUHB also commissioned practices to deliver an Enhanced 
Service (ES)3 to care homes.  The specifications of the ES included new patient 
reviews, annual reviews, medication reviews and care planning.  Although this was 
a Directed Enhanced Service, its provision was not universal.  The number of GP 
practices providing GMS to an individual care home varies greatly from home to 
home.  Some care homes have developed an alignment with a single GP surgery, 
whilst others will be covered by several individual practices. 

 

Methodology 

The methodology for this review is set out in detail in the Project Brief (Appendix 
1).  In summary, the process was as follows: 

 Patient cohort identified (Suspected/Confirmed COVID-19 deaths reported 
to PCC division by GP practices and additional non-COVID deaths in care 
homes highlighted by Complex Care/CIW) 

 Timeframe under review was 1st March to 30th April 2020 

 Clinical records for 6 weeks prior to death requested from GP practices 

 Community Nursing notes requested for deaths in residential homes 

 Team of clinical reviewers identified (Primary Care Clinical Directors and 
Neighbourhood Care Network)leads) 

 Cases allocated to clinicians for review using case review template (as 
detailed in Project Brief) 

 Information from case review templates collated by Medical Directorate 
team and reviewed by Project Lead 

 MDT established for second stage review, including Deputy Medical 
Director, Complex Care and QPS representatives 

 Review of cases by MDT with focus on planning, clinical care, verification 
of death, cause of death and any issues highlighted during initial case 
review 

During the review, some changes to the process became necessary.  There were 
significant gaps in some clinical records relating to verification of death and cause 
of death.  This information was then requested directly from GP practices, in 
addition to the clinical notes already provided.  The initial plan included reviewing 
Care Home documentation and records where possible.   

 

                                                      
3 Care Home DES 2017/18 http://www.wales.nhs.uk/sites3/docmetadata.cfm?orgid=480&id=307146 

(accessed 12/03/2020) 
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Feedback was obtained from Care Home Governance Senior Nurses that this 
would not be feasible due to the ongoing pressures experienced by care homes 
due to the COVID-19 pandemic.  As COVID-19 incidence began to reduce, a 
member of the complex care team liaised directly with care homes to obtain 
additional information where needed.  Deaths that occurred in the hospital or 
hospice setting were excluded. 

 

Results and Findings 

The review included 136 cases in total and 27 care homes.  The key features of 
the cases reviewed were: 

 First presentation was 5/3/2020 and the first reported death was 9/3/2020 

 The last death in the original review cohort was 28/4/2020 (*Not including 
cases included from Incident Review of Care Home A) 

 Age Range 49 to 102, with an average age of 88.4 years 

 During the time period of the review, swab (antigen) tests were not routinely 
performed for suspected COVID-19 cases in care homes, therefore only 16 
of the cases were swab positive. 

 
Fig. 2 – Reported COVID-19 deaths by date 
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Clinical Presentation 

For all cases, the initial presenting symptoms during their final illness were 
recorded (Table 1 below).  A significant number of patients presented with multiple 
symptoms.  The presenting symptoms were grouped by system or description.  
Where there was a clearly definable onset date for the final illness, duration was 
noted (Fig. 3). 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table 1 – Presenting symptoms in suspected/confirmed COVID-19 cases 
*including confusion, agitation, hallucinations, severe lethargy 

 

 
Fig. 3 – Duration of illness prior to death 

 

Presenting Symptoms 

Respiratory 53 

Fever 46 

Psychomotor* 14 

General 

Deterioration 13 

Sudden Death 6 

Unwell 2 

Reduced Oral 

Intake 10 

UTI 2 

Falls 2 

Cancer 3 
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Care Planning 

Notes were reviewed to establish the presence of specific care planning processes 
(Table 2).  A copy of the All Wales DNACPR form, a recognised READ code or 
clear documentation in the clinical record (“DNACPR in place”) were accepted as 
signifying the presence of DNACPR decision.  ACP was counted as being in place 
if there was specific reference in the clinical record or a copy of the ACP.  As there 
was no official documentation for recording Treatment Escalation Plans in use in 
the community setting at the time, TEP was counted as “yes” if there was clear 
documentation regarding clinical management, ceiling of care and communication 
of the plan with patient/relatives.  TEP “implied” was used where there was 
reference to ceiling of care (e.g. “not for admission”) but there was insufficient 
evidence in the notes to establish the scope of the TEP.  In almost all cases, 
DNACPR was in place prior to death (90%), but only 43% had an ACP (or 
equivalent).  There was no clear escalation plan in the clinical record in 33% of 
cases reviewed. (Fig. 4). 

 

 

 

 

Table 2 – Presence of DNACPR/ACP/TEP 

 

 
Fig. 4 – Percentage of patients with DNACPR/ACP/TEP 

 

 DNACPR ACP TEP 

Yes 123 58 46 

No 13 77 41 

Implied   39 

Total 136 135 126 
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Verification of Death 

Verification of death is the processes of identifying that someone has died.  
Although this duty is traditionally carried out by health professionals, the law allows 
any competent adult to verify death.  However, they are not under any legal 
obligation to do so.  During the early stages of the pandemic, professional bodies 
issued advice regarding verification of death, including the use of remote video 
consultations to support verification.  ABUHB has established policies and training 
for verification of death, however these do not apply directly to care homes who 
will have their own policies.  Formal guidance was issued by Welsh Government 
on this issue on 15th May 2020 (https://gov.wales/verifying-death-times-
emergency-coronavirus-covid-19).  The chart below demonstrates that the vast 
majority of VOD was carried out in person by OOH teams or the GP practice. (Fig 
5). 

 

Fig. 5 – Method of Verification of Death 

*OOH refers to face to face verification by nurse or GP 

 

Cause of Death 

After a death has been verified, a certificate (Medical Certificate of Cause of Death 
– MCCD) must be completed by a registered doctor, where the doctor must 
provide to the best of their knowledge and belief a cause of death4. The cause 
entered is a matter of clinical judgement, determined by weighing up the patient’s 
medical history and the circumstances of their death. When a doctor cannot 
reasonably give a likely cause of death the case must be submitted to the coroner 
for investigation which may include a post-mortem examination of the body to 
establish a cause of death. The rules surrounding the completion of the MCCD 

                                                      
4 Guidance on completion of MCCD 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/877302/

guidance-for-doctors-completing-medical-certificates-of-cause-of-death-covid-19.pdf (accessed 12/03/2020) 
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have changed following the Coronavirus Act 2020 (enacted 25/3/2020)5. In order 
for a doctor to complete a MCCD without referral to the coroner any doctor must 
have seen (including via video link) the patient in the 28 days before death, or 
alternatively in person after death. COVID-19 is an acceptable direct or underlying 
cause of death for the purposes of completing the MCCD, even without a positive 
swab PCR test. 

Where cause of death (as documented on MCCD) was not clearly recorded in the 
medical records, a further request was made to practices for this information.  Due 
to the format of the information supplied, it was not always possible to ascertain if 
COVID-19 had been included on the MCCD as a direct/underlying or contributing 
cause of death. 

Following case notes review and discussion with MDT, 17 cases were identified 
that may have warranted the inclusion (or consideration) of COVID-19 on the 
MCCD.  The majority of these had been reported to the PCC Division as 
suspected COVID-19 (Table 3) even though it was not entered on the MCCD.  
Although some of these deaths may have been due to other causes (e.g. 
dementia), in the context of the COVID-19 pandemic the mode of death was 
suggestive of COVID-19 when compared to other cases in this review (sudden 
deterioration will low oxygen saturations and raised respiratory rate).  The revised 
count of COVID-19 related deaths following case review is comparable to the 
reported COVID status. (Table 4). 

 
Table 3 – COVID-19 status of cases reviewed, as reported by GP Practice 

*COVID status is based on review of clinical notes, case definitions and PCR swab results 

 

 

 

 

 

 

 

Table 4 – Cause of Death: MCCD vs Conclusion of Case Review MDT 

 

Cause of Death Recorded 

on MCCD 

Following 

Review of 

Notes 

Unknown 3 3 

Non-COVID 55 38 

COVID – Primary Cause 72 89 

COVID - Secondary 5 5 

 

 

                                                      
5 Coronavirus Act 2020 https://www.legislation.gov.uk/ukpga/2020/7/part/1/crossheading/registration-of-

deaths-and-stillbirths-etc (accessed 12/03/2020) 
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Issues Identified 

The second stage of the mortality review process involved MDT review and 
discussion of the cases by care home and borough.  Issues identified included: 

 Inconsistency of information recorded in clinical notes, with particular 
reference to clinical assessment and treatment escalation planning. 

 Use of “suspected COVID” on MCCD highlighted as an issue by registrars 

 Inconsistency of use of standard hierarchy of cause of death on MCCD (i.e. 
1b leads directly to 1a). 

 Examples where alternative diagnoses to COVID could have been 
considered before adopting EOLC approach. 

 New admissions to nursing homes not reviewed in a timely fashion, 
resulting in the need to discuss MCCD with Coroner. 

 Cases that were documented as “suspected COVID-19” in clinical record, or 
fitting COVID-19 presentation/case definition but COVID-19 not included on 
death certificate. 

 No face to face assessments carried out by GP practice in home with 
significant outbreak.  Only face to face assessments were carried out by 
OOH service. 

 Cause of Death not consistently recorded in clinical notes. 

 Concerns raised by OOH GP regarding infection control (during Aerosol 
Generating Procedures) and use of Personal Protective Equipment (PPE). 

 Concerns raised by GP practice regarding care home staff working in 
multiple settings (acute settings and care homes). 

 

 

 

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Support Palliat Care

 doi: 10.1136/spcare-2022-003589–4.:10 2022;BMJ Support Palliat Care, et al. Jones CW



COVID-19 Care Home Mortality Review March-April 2020 10 

 

DISCUSSION 

 

Clinical Presentation & Management 

Despite the tendency for acute illness, including COVID-19, to present atypically in 
the frail/elderly population, the initial symptoms reported were consistent with 
COVID-19 case definition and presentation in non-care home settings in the 
majority of cases.  Fever and respiratory symptoms were the most common, 
followed by psychomotor symptoms or general debility.  It was noted in several 
cases that fever was identified through routine checking rather than from patients 
exhibiting symptoms of fever.  Where respiratory symptoms were reported they 
tended to be of rapid onset and increasing severity.  Where the initial symptoms 
were less typical of COVID-19, the patients would generally develop fever and 
respiratory symptoms as the illness progressed. 

Although there were notable exceptions, the duration of illness prior to death was 
14 days or less in 76% of the cases reviewed, with 54% being less than 7 days.  
Often the clinical course was characterised by either a sudden deterioration within 
days, or a period of stability of 1-2weeks followed by sudden deterioration. 

There were no significant concerns identified regarding clinical management.  In 
care home B there were three deaths attributed to COVID-19. From the available 
information, it could be argued that alternative diagnoses and treatment should 
have been considered in these cases (e.g. trial of antibiotic therapy), however the 
subsequent pattern of illness seemed consistent with COVID-19. 

Although guidance at the height of the pandemic was to utilise remote consulting 
where possible, there were cases where in retrospect face to face assessment at 
an earlier stage may have been more appropriate (Care home C).  By comparison, 
when an evolving outbreak had been identified in care home A, an on-site ward 
round was conducted by the registered GP, however this may have been 
prompted by the residential status of care home A.  It is unclear if these 
differences were driven by care home or GP preference.  When face to face 
consultations are not carried out, additional clinical information and observations 
as a proxy for the GP’s own physical examination should be obtained.  This 
principle was not followed consistently. 

 

Care Planning 

There were three aspects of care planning6 for care home residents that were 
analysed during this review – Do Not Attempt Resuscitation (DNACPR) decisions, 
Advance Care Planning (ACP, including Records of Best Interests Decisions), and 
Treatment Escalation Planning (TEP, sometimes referred to as “ceilings of care”).  
The findings of this review demonstrate a clear hierarchy of how likely a care home 
resident is to have a completed and appropriate plan in each category.   

 

                                                      
6 NHS Wales Advance and Future Care plans 

http://www.wales.nhs.uk/researchandresources/publications/nhswalesadvancefuturecareplans (accessed 

12/03/2020) 
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It should be noted that DNACPR is a clinical decision.  ACP is a process that 
should ideally be led by the patient and is used to inform future best interest 
decisions.  A TEP, is again a clinical planning process and would often only be 
applicable to specific clinical scenarios.   

The use of the All Wales DNACPR policy7 and form has been embedded in 
primary care for several years.  This is reflected by the fact that most patients had 
a documented and appropriate DNACPR decision.  The presence of ACP was less 
consistent, and only in a handful of cases was the ACP documentation included 
with the clinical record.  The reason for the lack of ACP cannot be directly 
ascertained from this review, and it is unclear whether it is due to a lack of 
documentation or that these discussions have not been taking place.  However, 
the low numbers of ACP is relevant when considering TEP rates.  Treatment 
Escalation Planning is a process that GPs would be familiar with in day to day 
practice, but is often not formalised.  When reviewing cases and clinical records 
there was significant variation in the level of detail and rationale regarding 
establishing the appropriate ceiling of care.  In particular, there was rarely any 
reference made to existing plans, e.g. ACP.  Considering that the purpose of ACP 
is to provide evidence that can be used when making best interest decisions, the 
lack of ACPs may have had an impact on the decision making regarding 
escalation, particularly in the Out of Hours setting.  Documentation of plans 
regarding escalation of treatment or care setting if deterioration occurred was often 
lacking in detail, often leading to a lack of certainty for other clinicians required to 
make decisions when the original clinician was not present. 

This review has demonstrated a lack of connection between the various care 
planning processes.  This is a concern particularly as the previous Care Home 
Enhanced Service made specific reference to care planning and communication.  
Where ACPs are completed, they do not seem to be consistently available and are 
often not integrated with other decision making processes and plans.  The findings 
of this review should be taken together with other relevant reviews of care planning 
in Care Homes to develop a programme of work to ensure all care home residents 
have comprehensive holistic care plans in place that are fit for purpose, and meet 
the needs and wishes of care home residents, care home staff and Primary Care 
clinicians. 

 

 

                                                      
7 All Wales DNACPR Policy 

http://www.wales.nhs.uk/researchandresources/publications/sharingandinvolvingaclinicalpolicyfordonotatte

mptcardiopulmonaryresuscitationdnacprforadultsinwales (accessed 12/03/2020) 
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Verification of Death 

The main feature to be noted when reviewing verification of death (VOD) 
processes, apart from the difficulty of obtaining this information in clinical records, 
was that they are usually requested in the out of hours (OOH) period.  This is 
unsurprising as this accounts for almost 70% of the week.  Several requests for 
VOD that were received OOH were passed on to the GP practice due to lack of 
capacity within the OOH clinical teams.  Despite some concerns at early stages of 
the pandemic, remote verification via video was only used in 8 cases.  The other 
feature of the VOD data is that despite the fact that most of the deaths reviewed 
were Nursing Home residents, only 4 VODs were carried out by care home staff, 
which then resulted in the need for OOH to attend to carry out VOD.  In one case, 
a care home nurse could not verify death as their certification had “expired” (Care 
Home D), and in another the GP practice advised the care home that they should 
carry out VOD “as per new guidance” (Care Home F). Registered nurses in care 
homes not being able to carry out VOD has a direct impact on OOH service 
resources but may also result in significant delays in after death care. 

 

Cause of Death 

On initial review, it was not possible to ascertain the cause of death in most cases 
as this information was not documented in the clinical record.  This information 
was then requested directly from practices.  There were no cases identified where 
there was significant concern regarding the cause of death recorded on the 
MCCD.  During the review, 17 cases were identified where it may have been 
appropriate to include COVID-19 on the MCCD.   

Guidance on recording of cause death specifies that in part 1 of the MCCD, the 
condition thought to be the underlying cause of death should be placed on the 
lowest line (in the sequence 1a, 1b, 1c).  In some cases, the hierarchy and 
sequence of conditions was not always clear (e.g. 1a Alzheimer’s, 1b COVID-19 
was used rather than 1a COVID-19, 2 Alzheimer’s).  
In care home G, there was a recurrent issue noted of new admissions to the care 
home not being reviewed prior to death (4 cases).  One was addressed by asking 
the previous GP to issue the MCCD, another by consulting the hospital doctor 
responsible for the patient’s care during their hospital admission.  In three cases 
the interval (in days) between admission and death was in single figures.  However 
in one case, a patient with presumed advanced cancer had not been seen by a GP 
during the 33 days between their admission to the care home and death.  These 
issues could have been avoided if a new patient consultation (face to face or by 
video consultation) had been carried out prior to the death of the patients.  All of 
these cases were discussed with the coroner to enable the issue of MCCD.  
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Documentation & Record Keeping 

Although there were examples of excellent clinical record documentation, there 
were numerous examples where clinical sequence of events and rationale for 
decision making were difficult to ascertain (Care homes A and E).  In many cases, 
clinical assessments were carried out remotely.  This meant that often there was 
little documentation of clinical findings and observations to support the clinical 
assessment and plan. 

 

Outbreak Management 

The initial scope of this review included reviewing all deaths in a number of care 
homes where there had been a comparatively high number of deaths.  For these 
care homes, an overview was requested from the relevant GP practice of their 
experience of managing the outbreak and working with the care homes.  A 
common theme was the move from face to face contact to telephone (then video) 
ward rounds/reviews.  One practice made a conscious decision to maintain face to 
face visits to the care home as they felt this was safer given the scope of the 
issues faced (Care home D).  It was clear that where there were established 
relationships between specific clinicians and the care home team, communication 
and clinical management was more effective.  When reviewing the cases at care 
home E, the documentation of clinical information and communication was more 
comprehensive when the consultation was conducted by the practice’s care home 
“lead GP”. 
During March and April, testing of symptomatic individuals in care homes was not 
universally carried out.  This did have an impact on management and identification 
of outbreaks.  There was no clearly defined point at which these outbreaks were 
identified to trigger a change from reactive to proactive management.  In care 
home C there were three deaths over one weekend and several OOH visits to the 
home.  This prompted the GP to contact Public Health and request testing.  
However, these were not the first possible COVID-19 deaths in this home.  Lack of 
clarity at this time regarding testing and notification procedures to PHW and other 
relevant local teams possibly contributed to a delayed identification of the 
outbreak.  In May, a significant outbreak was identified in care home A.  Concerns 
were raised via Local Authority and Complex Care, but there was a delay in 
informing all GP practices involved in managing the care home of positive COVID-
19 cases. 

There is no evidence from the case reviews of a coordinated approach to care 
planning once a COVID-19 outbreak was suspected or identified.  There were 
numerous references in case notes (particularly OOH) of other patients in a care 
home having suspected or confirmed COVID-19, therefore this was influencing 
clinical assessment.  However, there is no evidence that this resulted in a change 
in approach in how routine care and planning was managed in the care home, 
such as review of care plans, proactive treatment escalation plans etc. 
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What has happened since? 

Since this review was commissioned, there have been significant changes that will 
influence the management of COVID-19 outbreaks in care homes: 

 development of an escalation framework for the management of COVID-19 
in care homes 

 introduction of widespread testing of care home staff and residents 

 introduction of a new Care Home Directed Enhanced Service (DES)8 

 Updated ABUHB policy on Verification of Death and associated training 
resources 

These measures aim to improve the early identification of outbreaks and facilitate 
coordination between the various services involved.  A key element of the 
amended DES is weekly contact and review with care homes, and access to a 
direct line to practices to discuss urgent issues.  It is hoped this will improve 
relationships between GP practices and care homes and facilitate enhanced 
support and communication.  It remains to be seen if these measures will fully 
address the issues raised in this review. 

 

 

SUMMARY 

This review has explored the care and deaths of a significant cohort of care home 

residents during an unprecedented time for the NHS and Care Home sector.  It has been 

clear throughout this review that changes in ways of working were adopted and 

implemented rapidly by primary care and care homes. 

There were no significant concerns regarding the clinical care and management.  There 

was notable variation in approaches to carrying out face to face reviews in care homes, 

and the approaches to obtaining clinical information in lieu of direct physical examination 

when face to face consultations were not conducted.  It was apparent that the pattern of 

presentation, in terms of initial symptoms and duration of illness was generally 

consistent, but there were some exceptions.  As COVID-19 levels in the community 

continue to fluctuate, presentation patterns should be highlighted to primary care and 

care home staff to promote prompt case identification. 

There was significant variation in the level of detail and quality of clinical records and 

documentation by Primary Care teams.  In the context of the COVID-19 pandemic, where 

there were significant concerns amongst the general public regarding care and planning in 

care homes, the lack of detail regarding physical parameters and rationale for clinical 

management plans is of concern. 

Verification of death was highlighted as a potential issue during the early stages of the 

pandemic, in particular regarding remote verification.  This review did not identify this as 

a significant or recurrent issue.  Verification of death in care homes during the out of 

hour’s period is a significant demand on OOH services.  The facilitation of verification of 

                                                      
8 Care Home Directed Enhanced Service 2020 https://gov.wales/sites/default/files/publications/2020-

07/covid-19-care-homes-scheme-directed-enhanced-service-specification.pdf (accessed 12/03/2020) 
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death by care home staff should be a priority to improve utilisation of OOH resources and 

after death care. 

During this review we have not identified any significant issues or concerns regarding 

certification of death.  A small number of cases were identified which may have 

warranted inclusion of COVID-19 on the MCCD.  There was evidence of discussion with 

the Coroner’s Office where appropriate.  This review has highlighted discrepancies in 
recording of cause of death and application of MCCD completion conventions.  Advice 

and updates for GPs are required. 

Care planning, encompassing DNACPR, ACP and planning for deterioration, remains a 

significant issue in the care home sector.  There remains significant variation in 

understanding of the different types of planning processes, how they are carried out and 

communicated.  It was evident that although DNACPR processes are widely applied, this 

does not extend to advance care planning.  DNACPR, ACP and planning for deterioration 

(e.g. TEPs) seem to be conducted in parallel, with no cross-referencing.  Care home 

residents (in particular nursing home residents) will often have multiple complex health 

issues and are at high risk of deterioration and death from multiple causes, however there 

is little evidence that preparations are made for these scenarios (other than DNACPR) 

until deterioration occurs.  Addressing these issues and parallel processes should be a 

priority for Primary Care and care homes. 

Many of the issues identified in this review were known prior to COVID-19 pandemic, but 

it also identified some new issues as a result of changes in ways of working due to COVID-

19.  The important next steps are that these are addressed and integrated into wider 

changes that have been implemented during COVID-19. 
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RECOMMENDATIONS 

Clinical Records and Management: 

1. Advice and guidance to clinicians regarding ensuring the recording of accurate and 

robust clinical record documentation 

2. Where decisions are made regarding escalation of treatment, the rationale, 

evidence to support the decision and communication should be clearly 

documented (e.g. reference to existing ACP/LPoA/ADRT; assessment of 

capacity/basis for best interests decisions; communication with 

carers/relatives/advocates) 

3. Details of MCCD to be recorded in clinical record (using template in clinical 

system) 

4. Update for GPs on certification of death conventions and legislation 

5. Introduce measures to support remote consulting where physical examination not 

possible (care home staff recording observations; standardised communication 

tools; use of remote consultation tools, e.g. Attend Anywhere) 

6. Feedback to Primary Care and Care Home staff on patterns of presentation to 

inform future care and assessment 

7. Ensure all stakeholders are aware of the COVID escalation Framework for Nursing 

and Residential Homes and monitor use and adherence to the principles during 

COVID-19 outbreaks 

Verification of Death: 

8. Plan to improve after death care by supporting care home staff to undertake 

verification death to reduce delays by continuing with the implementation of 

verification of death by Registered Nurses in Nursing Homes 

Care Planning: 

9. Develop a programme of work to establish a consistent and robust care planning 

process for care home residents, incorporating DNACPR, ACP/RBID and TEP where 

appropriate. 

10. Review processes for storing, communicating and sharing care plans between care 

homes, primary care, urgent care and other appropriate services and implement 

improvement plan. 

11. Review NCN and health board level processes to ensure there is joint working 

between care home teams, community services and Primary Care teams. 

12. Recognition of differences and gaps between ACP processes, DNACPR decision 

making and clinical escalation planning.  Assessment of options to address these 

issues. 

13. Assess impact of Care Home DES changes on care planning and patient experience 

and outcomes. 
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APPENDICES 

Appendix 1 Project Protocol 

Care Home Case Review Protocol v1.2.docx 

Appendix 2 Reviewers 

Dr Clifford Jones, Primary Care Clinical Director 

Dr Anne-Marie Eliades, Primary Care Clinical Director 

Dr Graeme Yule, NCN Lead 

Dr Brian Harries, NCN Lead 

Appendix 3 Multidisciplinary Review Panel Members 

Dr Liam Taylor, Deputy Medical Director/Interim Divisional Director, 

Primary Care & Community Services  

Paul Walding, Assistant Divisional Nurse, Complex Care 

Caroline Rowlands, Quality and Patient Safety Manager, Primary Care & 

Community Services 

John Dicomidis, Governance Pharmacist, Complex Care 

Dr Clifford Jones, Primary Care Clinical Director (Quality Improvement and 

Innovation) 

Appendix 4 Definitions 

Advanced Care Planning (ACP) is a voluntary, structured process of 

discussion with patients and their families or carers to allow the recording 

of their wishes in advance of any clinical deterioration.  

For those individuals who after assessment under the MCA (2005) have 

been found to lack capacity, a Records of Best Interest Decisions (RBID) 

should be considered, following discussion with next of kin, to allow 

decisions relating to future health care to be documented. 

Treatment Escalation Plans (TEP) are principally a healthcare-driven 

process.  They may be produced to prepare for anticipated clinical 

deterioration.  They are often produced in response to an episode of acute 

care.  A TEP form has been produced by ABUHB for use in hospital 

settings9.  In the community setting, plans regarding appropriate escalation 

of care in the event of deterioration will be documented in the clinical 

record.  The nature of TEPs mean that they need regular review with any 

change in the patient’s clinical condition. 

 

 

 

 

                                                      
9 http://www.wales.nhs.uk/researchandresources/publications/nhswalesadvancefuturecareplans (accessed 

14/03/2020) 
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Situation and Background 

The current novel coronavirus (COVID-19) outbreak, which began in December 2019, presents a significant 
challenge for the entire world. The UK government and the devolved administrations, including the health 
and social care systems, have planned extensively over the years for an event like this, and the UK is 
therefore well prepared to respond in a way that offers substantial protection to NHS employees and 
members of the public.  The exact response to COVID-19 will be tailored to the nature, scale and location of 
the threat in the UK, as the Governments understanding of this develops. 
 
The National Health Service (NHS) in Wales is working closely with Public Health Wales and Welsh 
Government to implement a planned response to ensure robust infection control measures and monitoring 
are put in place to protect the health of staff and the general public. 
 
Covid-19 is a new disease and it is therefore important that we put in place mechanisms to ensure that we 
are able to learn quickly from our early experience and use existing data to inform and refine the 
development of effective clinical pathways and service plans.  People living in care homes (nursing and 
residential) are a cohort who may be particularly vulnerable to COVID-19 due to their pre-existing health 
conditions and the nature of their care setting.  Data so far indicates that a significant proportion of deaths 
in the community setting from suspected or confirmed COVID-19 are accounted for by care home residents. 
 
This case series seeks to examine the illness trajectory and healthcare contacts of the first 100 patients living 
in care homes who have died with a diagnosis of Coronavirus (suspected or confirmed) during the COVID-19 
pandemic.  In care homes where clusters of COVID19 deaths have been identified, the review will include all 
deaths within the agreed time frame. 
 
Project Mandate  
 
The Deputy Medical Director for Primary Community Care Services has requested support to undertake a 
flow chart map of the illness trajectory and clinical management of the first 100 care home residents to have 
died with COVID-19 during the COVID-19 pandemic.  For all cases (COVID and non-COVID), the review will 
include clinical decision-making processes and death administration (including verification of death and the 
issue of Medical Certificate of Cause of Death). 
 
Project Brief 
 
The scope of the initial assessment will need to access several sources of data in order to fulfil this brief, 
including but not limited to; 
 
 

 Information from the 111 Service     – Lead: Richard Bowen 
 General practitioners Out of Hours Services    – Lead: Dr Alice Groves, Clinical Director 
 General practitioners, Electronic patient record (EPR)  - Lead: Aimee Clement-Rees 
 Care Home documentation and records   - Lead: Paul Walding 
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Data to be collected from these sources will include; 
 

NHS Number  
Age  
Sex  
Ethnicity  
Place of residence (tick as appropriate)  

Residential Home 
 
 
Nursing Home 

Known Comorbidities (tick as appropriate) Frailty 
 
 
Diabetes 
 
 
Chronic Respiratory Disease 
 
 
Ischaemic Heart Disease 
 
 
Dementia  
 
 
Significantly Immunocompromised? 

DATE OF ONSET OF SYMPTOMS? 
 
Date of “suspected COVID19 Diagnosis 

Date:          /           / 
 
Date:          /           / 
 

Record of DNACPR decision Yes              No  
 
Date of DNACPR Decision:      /         / 
 
 
If yes, was the decision made (tick all that apply): 
Prior to this review period 
 
During the 6 weeks prior to death 
 
Following discussion with the patient 
 
Following discussion with NoK  
 
 

Advance Care Plan (of Record of Best Interests 
Decision Document) 

Yes              No  
 
Date of ACP :      /         / 
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If yes, was the ACP made (tick all that apply): 
Prior to this review period 
 
During the 6 weeks prior to death 
 
Following discussion with the patient 
 
Following discussion with NoK  
 
 
 

Additional Comments: 
Are there details of discussion regarding ceilings of 
care/treatment escalation? 
Were these decisions discussed with 
Patient/Relatives? 
(Record details of date of discussion, and who it 
was discussed with e.g. patient, or relative) 

 

Comments 
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Contacts with any Healthcare 
(in hours, GP, OOH, ED)  
in the 6 weeks prior to death 
 

Contact Type 
A: 111 
B: GP-OOH 
C: GP Phone 
D: GP: Video 
E: Home visit by GP team 
F:Home Visit by 
Community team 
including DN 
G: Community Palliative 
Care 

Presenting Symptoms: Duration in 
Days 

Observations 
 
O2 % = Oxygen Sats % (on air) 
RR = Respiratory Rate 
HR = Pulse bpm 
Temp = Temperature C 

Outcome of 
Consultation e.g. 
 Advice 
 Further Assessment 
 Treatment started 
 Referral to another 

service 
 Decision to palliate 
 DNACPR decision 

made 

No Date/Time:    O2% RR HR Temp  
1  

 
        

2          

3  
 

        

4  
 

        

5  
 

        

6  
 

        

7  
 

        

8  
 

        

9  
 

        

10  
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Considerations 
 

- Information Governance 
 
There are no information governance issues but the Head of IG will be consulted in order to confirm if a DPIA 
will need to be completed. 
Clinical records will be reviewed by one clinician (with second clinical review if any concerns). 
Clinical records will only be accessed directly for case review. 
No patient identifiable information will be used for MDT review. 
 
 

- Communication 
 
General Practitioners 
Out of Hours 
Local Medical Committee 
Care Home Providers 
Gwent Safeguarding Board 
 
Proposed Process 
 

- Cohort of 100 patients to be chosen (sequential series) 
- Additional non-COVID deaths to be reviewed for selected care homes 
- Clinical review of General Practitioner notes 
- Sort patients into groups by registered surgery and Care Home 
- Clinical review of Care Home records 
- Records stored in restricted folders with password protection and allocated to a named clinical 

reviewer 
- Case review template completed and saved in restricted folder 
- Information from case reviews anonymised and collated in spreadsheet for MDT review 
 

GP records review 
Request GP records 
Records sent to reviewers 
Cases reviewed using data collection template 
Completed Templates collected and reviewed (thematic analysis) 
Cross-reference with Care Home records 
 
Care home records review 
Care Homes with higher number of covid19 deaths identified 
Care homes selected contacted by Complex Care team 
Relevant records and documentation requested 
Information reviewed and submitted for thematic analysis 
 
MDT Review 
Case reviews and additional data/thematic analysis submitted to MDT 
Mapping of illness trajectory 
Mapping of clinical management processes 
Mapping of death certification and verification processes 
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Deliverables in scope 
 
 

I. Confirmation of support arrangements to care homes from the range of primary care and other NHS 
services, including  public health advice, in respect of individual cases. 

II. Mapping the delivery of advanced care plans in respect of individual cases. 
III. Confirmation of the process of death verification and accuracy of medical certification of cause of 

death in individual cases 
IV. Identification of key learning themes to inform the development of enhanced arrangements to 

support care homes in the management of individual cases and outbreaks. 
 
 
 
Proposed Timeframes 
 

Task Description Owner Timeframe 
    
    
    
    
    
    
    

 

Project Boundaries 
 
The project will focus on healthcare interventions in relation to the index cases and the support and advice 
in relation to clinical decisions and provision of care.  The project team will identify and map any overlap and 
dependencies with other reviews of care homes and COVID19 (e.g. Public Health). 
 

Project Governance  
The governance for this piece of work will be led through the Primary Care Quality and Patient Safety Group 
and reported to the Executive Director of Primary and Community Care and Mental Health and Executive 
Medical Director, and in turn will report into both the Tactical and Strategic Command groups at the Health 
Board. 

I. Project SRO: Dr Liam Taylor, Deputy Medical Director/Interim Divisional Director Primary Care and 
Community Services  Divison 

II. Project Lead: Dr Clifford Jones, Primary Care Clinical Director for Quality Improvement and Innovation 
III. Project Support: Aimee Clement-Rees 
IV. Add all others in here 
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Risks & Issues  
 
A RAID log will be kept throughout each stage of the process 

 

Insert draft RAID Log here 
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Research and Development Department  
Research Risk Review Panel 

 

 01633 656353 

      ABB.R&D@wales.nhs.uk 

 

12 April 2021. 

 

Liam Taylor,  

Ty Llanarth / Llanarth House 

Uned 1, Porth Trecelyn/ Unit 1, Newbridge Gateway 

Stryd y Bont/ Bridge Street 

Trecelyn / Newbridge 

NP11 5GH 

 

 

  

Dear Liam,  

 

Title: COVID19 Care Home Mortality Review 

Project Lead: Liam Taylor,                                                        

Departmental Lead: Clifford Jones                                                                                                                                                                         

R&D Reference Number: SA/1266/21 

   

The Health Board’s Research and Development Department reviewed your service evaluation on the 

12th April 2021. 

 

The Department decided that your study did not appear to pose any risk to the Health Board and agreed that your 

service evaluation be given a favourable opinion. 

 

It is a requirement of this approval that on completion of your Service Evaluation you: 

 provide the R&D Department with a copy of your final paper, and  

 you share the findings of your evaluation with the department concerned 

 

You are also invited to submit an abstract to the R&D Conference. 

*If you require a Research Honorary Contract or Letter of Access please contact the R&D Department at the above email 

address.* 

 

Whilst the COVID19 pandemic is ongoing it will be the responsibility of the applicant to approach the head of the 

appropriate department within the NHS for permission to approach members of their team to support the evaluation. 

Where the service is unable to help at this time the applicant should contact their university supervisor with a view to 

delaying or changing their proposal.  

 

 

  

If you require any further assistance please do not hesitate to contact the Research and Development Department.   

  
 
 

 

R&D Department 
Clinical Research & 
Innovation Centre 
St Woolos Hospital 
Block C, Stow Hill 
Newport, South Wales 
NP20 4SZ 
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Advancing Knowledge, Enhancing Care  

 

 

 

 

Yours sincerely, 

 
Professor Sue Bale OBE,  

Research and Development Director, Research Risk Review Panel Chairman 
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