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Agenda Item: 2.ii 
 

Report to: 
 

Board of Directors Date: 7th May 2026 

Report from: 
 

Chief Nurse and Medical Director  

Trust Objective/Strategy: 
 

GOVERNANCE: Patient Safety, Effectiveness of Care, Patient 
Experience and DIPC 

Title: 
 

COMBINED QUALITY REPORT 

Board Assurance Framework 
Entries: 

Unable to provide safe, high-quality care BAF numbers:  
675 

Regulatory Requirement: 
 

CQC Regulation 12 Safe care and treatment 
NQB: A Framework for NHS Trusts and NHS Foundation Trusts 
on Identifying, Reporting, Investigating and Learning from 
Deaths in Care 

Equality Considerations: 
 

None believed to apply 

Key Risks: 
 

Non-compliance resulting in poor outcomes for patients and 
financial penalties 

For: Information  
 

 
1. Purpose:  

 
The Medical Director and Chief Nurse would like to highlight the following items in addition to the 
Papworth Integrated Performance Report (PIPR) to the Board: 

 
 

2. Inquests/Pre-Inquest Review Hearings – February 2026 

• Two inquests were heard in February 2026 – one required attendance by RPH and two 
clinicians attended remotely to give evidence.  The other inquest was read only and no 
attendance required. 

 

• The Trust was notified of seven new inquests/coroner’s investigations in February 2026 and 
statements have been requested from clinicians and clinical records provided to the Coroner.  

 

• There are currently 82 Coroner’s investigations/inquests outstanding (as at 28/02/2026). 
  
 
Patient A  (Norfolk Coroner) – No attendance required. 
 
Background:  
Patient was admitted to local hospital early in 2023 with shortness of breath on exertion. 
Treated for heart failure and referred to the RPH Pulmonary Hypertension Service for advice. 
During admission to the local hospital, coronary artery disease was noted and the patient was 
transferred to RPH for a coronary angiogram and underwent PCI stent procedure. Patient 
recovered well post procedure and was discharged home, with a request for local cardiology 
team follow up.  
 
The following year patient was referred by local hospital to RPH Interstitial Lung Disease (ILD) 
Services due to worsening shortness of breath and increased oxygen requirements. However, 
they were admitted to local hospital and diagnosed with terminal bowel cancer, discharged 
home for End of Life care and died a month later. 
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Medical Cause of Death: 
1a)  Ischaemic heart disease and biventricular hypertrophy 
2)  Chronic obstructive pulmonary disease, bowel adhesions, diabetes mellitus Type 2 
 
Coroner’s Conclusion: 
Natural causes. 
 
Patient B (Cambridgeshire & Peterborough Coroner)  
 
Background: 
Patient had double lung transplant, at operation, primary graft dysfunction occurred and patient 
placed on veno-venous ECMO to support lung function and was transferred to the critical care. 
The transplanted lungs initially showed a more rapid improvement than had been expected. 
Despite this, patient had low blood pressure and rising lactate levels, a CT scan showed they 
had experienced a significant thromboembolic event, with clots and infarcts in brain, spleen, 
liver, kidneys, lungs and bowel.  Emergency laparotomy found extensive ischaemic damage to 
bowel requiring significant resection.  Ongoing concerns in critical care about blood supply to 
limbs and patient became more acidotic and despite maximal medical support, patient had 
irreversible multi organ failure and died. 
 
Extensive discussions by transplant team regarding blood clots: 
 
The CT scan revealed a ‘showering’ of multiple small clots throughout the patient's system, the 
team have been unable to determine the cause of this. Patient was on anticoagulant medication 
and clots were also found within arterial system which is very rare. This can occur if a patient 
has wires or lines leading into those arteries, however patient did not have any. The team also 
organised four separate echocardiograms to look at heart and whether a clot could be 
originating from there, however these echocardiograms found no evidence of a clot in the heart. 
The team considered whether the clot may have originated from stitching lines, however the 
post-mortem report has found no evidence of this. The post-mortem did not provide any further 
clarity on the origin of the clots. 
 
Medical Cause of Death: 
1a) Multi-organ failure 
1b) Primary graft dysfunction following bilateral lung transplantation 
1c) Alpha-1-antitrypsin deficiency  
 
Coroner’s Narrative Conclusion:  
Died from recognised but rare complications of organ transplantation where it is not possible to 
say on the balance of probabilities that the thromboembolic event could have been foreseen or 
that death could have been prevented. 
 
Closed inquests – late notification 
The Inquests team was notified in February 2026 of 8 Coroner’s investigations/inquests which 
had been closed during the past year and the inquest team had not updated previously.  

 
Inquests/Pre-Inquest Review Hearings – March 2026 

• Five inquests heard in March 2026, three required attendance by RPH staff. 

• Seven day inquest held with barrister representation for the Trust.  Two clinicians from RPH 
attended on day 2 to give evidence in person.  Inquest due to be concluded mid-April. 

• Two day inquest held with representation by the Trust’s solicitors, Kennedys and three 
clinicians gave evidence, one remotely. 

• One day inquest held remotely with one RPH clinician giving evidence. 
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• Trust’s oldest inquest (patient died in 2019) heard but no representation from RPH required.  
Trust had previously provided statements to support the inquest. 

• Final inquest was held in writing and no Trust representation required to attend. 

• The Trust was notified of four new inquests/coroner’s investigations in March 2026 and 
statements have been requested from clinicians and clinical records provided to the Coroner.  

• There are currently 77 Coroner’s investigations/inquests outstanding (as at 31/03/2026). 
 
Patient C (West London Coroner) – Legally represented 
 
Background:  
Not an RPH patient.  Deceased collapsed with a cardiac arrest whilst playing football.  Agonal 
breathing and cardiac arrest were not identified by the 999 call handler or those on the pitch.  
Basic life support was first delivered by paramedics and patient suffered a hypoxic brain injury.  
Patient was taken to hospital and died 4 days later following tests concluding brain stem death.  
Patient diagnosed with arrhythmogenic right ventricular cardiomyopathy (ARVC). 
 
RPH involvement was in relation to patient’s grandmother who was an RPH cardiology patient 
and referral made to the RPH inherited  
 
Medical Cause of death: 
1a)  Hypoxic brain injury 
1b)  Cardiac arrest 
2)  Arrhythmogenic right ventricular cardiomyopathy (ARVC) 
 
Coroner’s Conclusion: Narrative Conclusion 
Died due to an inherited heart condition (ARVC) which had not been identified at the time of 
patient’s death. 
 
Prevention for Future Death Report 
The final day of inquest mid April will be to issue PFFDs.  None for RPH to be issued. 
Coroner issuing PFD for other organisations, this includes Ambulance Service, the Football 
Association (FA), NHS England for screening pathways. 
 
Referral received by RPH 11/03/2022, awaiting decision waiting list (access plan) was created 
on Lorenzo. The awaiting decision access plan (waiting list) for ICC clinic was closed 
04/10/2022. The closure was an error and on review, it most likely happened as the patient was 
being discharged from their ablation pathway and it appears that whilst closing down the care 
episodes related to that pathway, the access plan for the ICC was closed as well. 
 
Trust actions taken  

• Late 2022 early 2023, the Trust started a project to monitor open referrals without a waiting 
list 

• Secretaries for each Division now monitor awaiting clinical decision (ACD) waiting lists daily 
(working days only), eliminating the risk that an ACD will remain on the system with no action 
taken.  

• Generic secretarial emails established  

• A working group was introduced to monitor all open referrals that do not have a 
corresponding waiting list plan. Progress is reported weekly on the Elective Recovery Board 
Gantt chart for Clinical Admin. 
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Patient D  (Cambridgeshire & Peterborough Coroner)  
 
Background 
Patient had a complex cardiac history, including: ischaemic heart disease; diabetes mellitus; 
myocardial infarction in 2006 and 2011; smoking related emphysema; mild obstructive sleep  
 
 
apnoea; and a pacemaker following mitral valve repair (MVR) surgery in January 2022. They 
had a known history of mental health issues. 
 
Patient was referred to Royal Papworth Hospital (RPH) in 2019 with symptomatic rheumatic 
mixed mitral valve disease, preserved left ventricular function and coronary artery disease in the 
circumflex coronary artery territory. 
 
Surgery was planned for January and February 2020 but cancelled on the day due to lack of 
critical care staff. Surgery was further delayed because of the COVID-19 pandemic, their need 
for a dental extraction, their respiratory optimisation and endocrine review of their steroid 
therapy. 
 
Patient was admitted to RPH in mid 2021 for mitral valve surgery +/- coronary artery bypass 
grafting. A repeat angiogram was planned on same admission, as the previous angiogram 
performed in 2019 had shown coronary artery disease, the results were over 12 months old and 
the surgeon required up to date angiogram to allow the MVR surgery to proceed effectively. 
 
The repeat angiogram was complicated by the dissection of patient's left anterior descending 
coronary artery, a rare but known complication of the procedure. The dissection necessitated 
stenting of their left anterior descending coronary artery, the insertion of an intra aortic balloon 
pump and patient supported on the intensive care unit. Their post echocardiography showed 
severe left ventricular dysfunction, severe mitral regurgitation and moderate mitral stenosis. 
RPH's clinical recommendation was for patient to undergo high risk star chamber surgery when 
their medical position was optimised, including: raised white blood count, episodes of epistaxis, 
clopidogrel prescription and a fungal infection. The MVR surgery took place early in 2022. 
 
Patient was discharged back to their local hospital where they remained under the care of the 
Consultant Cardiologist locally and the Community Heart Failure team for ongoing heart failure 
management. 
 
In March 2023 patient became short of breath with their first significant episode of an acute 
kidney injury which was recognised as a poor prognostic sign in heart failure. They had a 
number of admissions to hospital and their final admission was two months later where they 
were diagnosed and treated for endocarditis. Despite ongoing care patient's condition continued 
to deteriorate. 
 
Medical Cause of Death: 
1a)  Decompensated cardiac failure 
1b) Mitral valve disease (operated on and myocardial infarction due to iatrogenic coronary 

artery dissection – stented) 
2)  Urinary tract infection (treated), diabetes mellitus, obesity 
 
Coroner’s Conclusion:  Narrative conclusion 
Died from decompensated cardiac failure due to mitral valve disease with was operated on in 
2022 without complication and myocardial infarction due to iatrogenic coronary artery dissection 
sustained during a coronary angiogram carried out six months earlier.  The coronary artery 
dissection was a rare but known complication of the coronary angiogram, which was a 
necessary procedure to be completed in advance of the elective mitral valve repair surgery to  
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permit that surgery to proceed.  Patient had a background of a urinary tract infection which had 
been treated, diabetes mellitus and obesity. 

 
Patient E ( Essex Coroner) 
 
Background 
Paediatric patient (16 year old) admitted to local hospital with severe septic shock and multi-
organ failure. They were referred for advanced respiratory support, including possible extra- 
corporeal membrane oxygenation (ECMO). RPH ECMO team went to site to assess patient, 
ECMO initiated and patient was safely transferred to RPH. 
 
Patient required extensive support including conversion to central veno-arterial ECMO and 
continuous venous haemofiltration and vasopressor support. Despite this support they remained 
critically unwell. 
 
Neurological assessment by the RPH ICU team and the Neurologist from CUH showed findings  
in-keeping with irreversible brain injury. MDT discussions between the RPH ICU team, CUH  
Neurology team, CUH paediatric neurologist and the ECMO consultant on call, concluded that  
this was unlikely to be survivable. After discussions with the patient’s family, palliative care was 
put in place and circulatory support withdrawn.  
 
Medical Cause of Death: 
1a)  Multi-organ failure 
1b)  Meningococcal (type B) septicaemia 
  
Coroner’s Conclusion: 
Natural causes 
 
Patient F (Cambridgeshire & Peterborough Coroner) – Not an IP, no attendance required 
 
Background 
Patient presented to local hospital in 2019 with a knee injury. Patient was reviewed by the 
Orthopaedic Specialist Registrar and the working differential diagnosis that evening was 
compartment syndrome, or deep vein thrombosis (DVT) on background of a knee injury. 
Decision made for their compartment pressures to be measured under general anaesthetic. 
Following cessation of the anaesthetic they went into cardiac arrest. Patient was resuscitated 
and a pulmonary embolism suspected. They were transferred to RPH where emergency 
embolectomy surgery took place and they were placed on mechanical cardiac support with 
central veno-arterial extra corporeal membrane oxygenation to allow their right heart function to 
recover (V-A ECMO). Over the next weeks, attempts were made to wean patient from the 
ECMO without success. A right ventricle assist device was inserted and despite some 
improvement in their haemodynamics, there was evidence of multi organ failure and it became 
apparent that the patient would not survive and they died at RPH. 
 
Medical Cause of Death: 
1a)  Multi-organ failure 
1b)  Pulmonary Embolus (operated on) 
 
Coroner’s Conclusion 
Died as a result of multi organ failure due to a pulmonary embolism due to a deep vein 
thrombosis (DVT) following a knee injury. Patient's differential diagnosis on admission to local 
hospital included compartment syndrome and a DVT. Compartment syndrome is a surgical 
emergency the exclusion of which superseded the possible differential diagnosis and treatment 
of a DVT. 
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Patient G (Cambridgeshire & Peterborough Coroner) – Inquest held in writing, no 
attendance required. 
 
Background 
Patient was diagnosed with asbestosis in May 2018 at Royal Papworth Hospital (RPH) after 
having been investigated for breathlessness and was placed under the care of the Interstitial 
Lung Disease Respiratory Clinic at RPH. In April 2025 they were diagnosed with mesothelioma 
which was not amenable to surgery or chemotherapy. Patient opted for palliative care. 
 
Patient's condition continued to deteriorate. They became increasingly breathless and were 
admitted to hospital mid November 2025 with type 2 respiratory failure and two weeks later 
were admitted to a hospice. 
 
Medical Cause of Death: 
1a)  Mesothelioma of lung and pleura 
1b)  Previous asbestos exposure 
2)   Ischaemic heart disease, prostate cancer 
 
Coroner’s Conclusion 
Industrial disease 
 
Closed inquests – late notification 
The Inquests team was notified in March 2026 of 5 Coroner’s investigations/inquests which 
have been closed during the past year and the inquest team not updated previously 
 

3.    Recommendation  
The Board of Directors is requested to note the content of this report and its appendices. 


