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PURPOSE OF PAPER: For Assurance 

EXECUTIVE SUMMARY: The Trust is required to publish on its public accounts a 
quarterly and then an annual summary of Learning From 
Deaths. 
 
The Q2 dashboard (Appendix A) describes the opportunities 
to learn. The main contributory factor to patient deaths,  
identified in Datix, were attributed to delays in the 
emergency response. The peer review process identified 
that 76.2% of patients received appropriate care.  The key 
areas for improvement identified were: 
 

 using a medical model when documenting a 
 

 correct use of Manchester Triage System  
 completing capacity to consent fully 
 detailing specific worsening advice 
 sub-optimal quality of patient records documentation 

 
The peer review also identified areas of good practice. This 
included: 
 

 holistic decision not to resuscitate 
 safety net and hand over to OOH GP  
 organising care for end of life.  

 
The panel continues to welcome observers to help raise 
awareness of the process and embed learning from the peer 
reviews.    
 
The DCIQ Mortality Module has undergone refinements and 
work is still ongoing. DCIQ listing reports have been created 
to allow the team to report on concerns logged in DCIQ for 
Q3.   
 



 

RECOMMENDATIONS: The Board is recommended to: 

 Support the quarterly dashboard (Appendix A) as 
the report to be published on the Trust public 
account 

 Acknowledge the impact of the Structured 
Judgment Reviews in identifying opportunities for 
improving care and identification of Serious 
Incidents previously unknown to the trust. 

 Note key areas for improvement identified  
 Note areas of good practice.  

CONSIDERATION OF THE 
 RISK APPETITE 

STATEMENT  
(DECISION PAPERS ONLY) 

as part of the paper decision making process:  
 

 Financial/ VfM  

 Compliance/ Regulatory  

 Quality Outcomes  

 Innovation  

 Reputation 
 

INCLUDE CONSIDERATION OF RISK APPETITE STATEMENT AT SECTION 3 OF REPORT 

ARE THERE ANY IMPACTS 
RELATING TO: 
(Refer to Section 4 for detail) 

Equality:  Sustainability  

PREVIOUSLY CONSIDERED 
BY:  

Clinical Effectiveness Sub-Committee  

Date: 17 January 2023 

Outcome: Approved  
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1. PURPOSE 

ambulance trusts on Learning from Deaths: A framework for NHS ambulance trusts 

referenced in the trust Learning from Deaths Policy. 
 
Appendix A is a summary dashboard of the Q2 2022/23 Learning from Deaths 
Review. I
31st January 2023 in accordance with the national framework and trust policy. The 
Q2 dashboard includes output from moderation panels held following the structured 
judgement reviews (SJRs) for Q2. Learning from the panels is discussed later in this 
paper.  
 
It is acknowledged that the attached document remains an iterative reporting process 
which will continue to become more sophisticated and informative as 2022/23 
progresses. 
 
 

2. 

3.0 

3.1 

BACKGROUND 
 
Learning from Deaths is an integral part of informing and developing the safest 
possible systems for the delivery of care to our patients. NWAS must identify 
suboptimal care and support the identification of areas for improvement. The 
methodology is available on request from the Clinical Audit Team at 
Learning.FromDeaths@nwas.nhs.uk 
 
LEARNING FROM DEATHS DASHBOARD Q2 2022/23: APPENDIX A 
 
 
Of the 124 patient deaths: 
 
 92 internal concerns were raised through the Incidents module  
 26 external concerns were raised through the Patient Experience module 
 And a further 6 concerns were raised both internally and externally.  

 
The flow chart below provides a summary:  
  



 

3.2 

3.3 

3.4 

 
 
Flow chart to describe the Datix deaths Q2 2022/23 
 

 
Internal Concerns: Tables 2 and 3, Figures 2 and 3 
 
Of the 92 patients, 67 were reviewed and closed. In five cases the investigation 
concluded the Trust had contributed in some way to that patient death. A lack of 
available resources was cited as the main contributing factor to the deaths. 
 
External Concerns: Tables 4 and 5 and Figure 4 
 
Of the 26 external concerns that have been reported, 16 are still in the early stages 
of review and so it is unknown at the time of writing if the care given was in line with 
best practice. Ten concerns have been closed and no causal factors were identified. 
The content of the reviews so far suggests the learning themes and therefore 
opportunities for improvement are: 
  

 Significant delay in responding to a chest pain patient  
 Significant delay in responding to patients with Difficulty In Breathing , Falls, 

End Of Life Care and Inter Facility Transfers. 
 Problems related to treatment and management planning 
 Problems with capacity to consent recording  

 
Concerns raised internally and externally: Tables 6 and 7 and Figure 5. 
 
Six patient deaths were raised internally and externally  note these are different 
concerns from those referenced above. One investigation has been closed and no 
causal factors were identified. The remaining five investigations are all still open and 
the learning themes are: 
 

 Significant delay in responding to a patient (Chest Pain, Falls)  
 Problem with communication of handover 

 
 
 

 



 

3.5 

3.6 

3.7 

Structured Judgement Review (SJR): Cohort Discussion: Tables 8, 9 and 
Figure 6.  
 
The process requires frontline staff to review and make explicit statements on the 

 
 
The explicit statements of care can be one of five categories ranging from very good 

review.  
 
The review comprises of Stage 1: review of clinical practice and call handling/ 
resource allocation. Where less than adequate overall care is identified a Stage 2 
review of the patient death to identify if any causal factors (systemic) problems in 
care have led to harm.  
 
21 patient deaths were presented by reviewers and following the moderation panels 
the outcomes of the reviews were determined. 16 patients (76.2%) received 
adequate care.  
 
The mid-
and procedures in compliance with guidance. Any practice identified as beyond 
expect

 
 
The Patient and Public Panel (PPP) representatives continue to support the panels 
and their contribution, and perspectives are greatly appreciated by the panel 
members.  
 
Quality of Patient Records  
 
The quality of patient records improved slightly from 67.0% to 71.4% during this 
quarter. Whilst the EPR is undergoing development from a hardware and software 
perspective, general feedback and support should be offered to improve the quality.  
 
Structured Judgment Review - Learning Outcomes: Tables 11 -12  
 
The key areas for improvement identified were: 
 
  
 incorrect use of Manchester Triage System  
 completing capacity to consent fully 
 detailing specific worsening advice 
 sub-optimal quality of patient record documentation 

 
The peer review also identified areas of good practice. This included: 
 
 holistic decision not to resuscitate 
 safety net and hand over to OOH GP  
 organising care for end of life.  



 

 

3.8 

 
 
 
Learning Dissemination  
 
Lessons identified will be shared through the area learning forums (ALFs) and with 
individual frontline staff. The Q2 Learning from Deaths infographic (Appendix B) will 
be shared with the clinical leadership teams.  This is a new development aimed at 
embedding improvement identified in this paper.  
 
The opportunities for improvement identified as general themes from the Datix review 
and more specifically from the SJR review will be taken to ALFs by the Consultant 
Paramedic, Medical on a bi-annual basis.    
 
Good practice letters have been circulated to commend 10 clinicians, who through 
their care and professionalism, have supported families and patients to experience a 
good death during Q2. 
 
 

4. LEGAL, GOVERNANCE AND/OR RISK IMPLICATIONS (including consideration 
Statement) 

 
There are no legal implications associated with content of this report and the data 
gathered to produce the dashboard has been managed in accordance to the Data 
Protection Act 2018. 

 
 
 

5. EQUALITY OR SUSTAINABILITY IMPACTS 
 
No equality or sustainability implications have been raised as a concern from this 
report. 
 
 

5. RECOMMENDATIONS 
 
The Board is recommended to: 
 

 Support the quarterly dashboard (Appendix A) as the report to be published 
on the Trust public account 

 Acknowledge the impact of the Structured Judgment Reviews in identifying 
opportunities for improving care and identification of Serious Incidents 
previously unknown to the trust. 

 Note key areas for improvement identified  
 Note areas of good practice. 

 
 






