NWAS Learning From Deaths hboard Quarter 4 2020-2021 (January - March)

Overall Dashboard Description: This is a systematic dashboard that is a combination of those outlined in the guidance as 'must review' and those in the specified sample. These are described in more detail in the data-splits below.

Learning from Deaths: Data over time
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Figure 1.

Data source:An amalaamation of both the Datix cohort and the Samle cohort data sources detailed below. Last accessed 11/06/2021.

Datix Cohort Breakdown Sample Cohort Breakdown
Datix Cohort Description: The 'must review' category includes incidents raised to the organisation and recorded via Datix as ‘deaths that occured in our care where there has been concern has been raised about the quality of care provided'. Patient experience module, records are included where Risk score is 4/5 and death has

N N N > >C 5 N b e 5 N O e N Sample Data Description: A random sample of 40 incidents minimum using the specified criteria from the national guidance reviewed using the SJR process.
occured; the review is considered complete when the record is closed. Incidents module data, it is considered as a death in cohort where 'Degree of harm' is 'Death- Caused by the incident'. Patient Experience module data, is included in the cohort where the incident is closed and 'Reason for SI: Unexpected /Potentially avoidable death’. 8 This includes deaths classified as requiring a Category 1 or Category 2 response, Category 3 and Category 4 incidents that resulted in deaths and deaths of patients that were not initally conveyed and the
ambulance service was re-contacted within 24 hours.

Incidents Module Structured Judgement Review

SJR Stage 1 Overall Care Assessment
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Table 2. Table 3. Table 8. o = Adequate
= Good
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(all in scope including those not yet closed) (of those reviewed and death determined by the incident) 2
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#No harm Total 4 16 47 Figure 6.
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expected standards; Poor/Very Poor:
Right Time | G2l Handing/Resource NIA N/A NIA N/A Care that is lacking and/or does not meet
= Unscored Allocationt expected standards;
25 patients out of 34 Good/Very Good: Care that shows
Patient Assessment Rating 9 25 0 patients out of 74% practice above and/or beyond expected
patient cohort D andards
0 . Right Care
January February March Clinical Assessment Management Plan/Procedure 5 2 3 29 patients out of 34 85%
Rating patient cohort Definitions taken from the National
Figure 2. Figure 3. Quality Board, "National Guidance for
Ambulance Trusts on Learning from
- R . 29 patients out of
Right Place | Patient Disposition Rating 5 28 1 o B nt canon i 85% Deaths", July 2019
Data source: Datix Incidents auery ‘Inc: LD (DoH Expected Death or Death) Listina Report - Incident Date @lastauarter’ and ‘Inc: Wild Card Search Incident Date Last exiracted 21/04/2021. Last accessed 11/06/2021 Tahle 10
Patient Experience Module only Learning theme + EOC subject matter expert required to undertake the call handiing/resource allocation element of the SJUR.
- Structured Judgement Review Highlighted Learning Themes from Stage 1 (Review of 34 patients)
EOC/EMD Extensive delay in emergency response for Reflection and/or feedback; refresher training to be
Procedures LeDer patient Y rgency respol 1 undertaken; learning forum to change training around
2 2 0 chest pain recognition; stil under review Evidence of Poor/Very Poor Practice
January
1 0 0 Extensive delay in emergency response for 1 Reflection and/or feedback; refresher training to be:
February Mental Health patient |undertaken; still under review
1 0 0 Concerns raised around treatment to 1 Reflection and/or feedback; Positive feedback for Lack of jons or i -
March Operations/PES paediatric patient joint decision making; still under review Problem in assessment, investigation or diagnosis
a4 2 0 Copce_ms rélsed around delayed extrication of 1 Reflection and/or feedback:; still under review No referral to _AVSIGPIaIlemaINe providers 2
Total bariatric patient when appropriate to do so
Table 4. 0 1 2 3 Table 5. No discussion with family members regarding i
tient's condition/DNACPR/EoLC
(Note- This s the month the incident occured, not when the notification of raised concern for care was received) Problem relating to ‘"j:‘a'n“e"t and management pa
Figure 4. " — » q
Data source: Datix Patient Experience search 'Risk Score: 4 & 5' Incident Date @lastquarter, last extracted using PE N
Listing report on 21/04/2021. Last accesed 11/06/2021. MTS/Pathfinder not used 1
Problem of any other type Incomprehensive PRF 3
Distress caused to patient's family 1
0 2 4 6 8 10 DoD Procedure not followed correctly 1
Incidents on both Patient Experience Module and Incidents Module Figure 7. Crew behaviour/language used 1
Learning theme Table 11.

Evidence of Good/Very Good Practice

Reflection and/or feedback; re-training/re-reading
Resource monitoring/management procedures; conduct an incident learning review,
N o 0 ccommendation for EMD showing
January EOC/EMD Procedures compassion/encouragement; still under review
0 © 0 Crew buit enable rapid placement of EOLC package
February Table 7. \where one was absent as well as respite support for
0 o Iy family members, including support from District Nurses
March and support
1 0 Additional treatment and management plans
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This is an outine of the deaths recorded on the Incidents module andor Patient e SIR Completion s an teraive process. Al tree imonthis bave been
Experience module that fit the cohort. The information is provided from the reviews and ewed acro ! 29 process.
associated documents being unavailable 34 reviews took place, six less than the minimum random
sample size of 40 required.
Data source: Datix Patient Experience search 'Risk Score: 4 & 5' Incident Date @lastquarter: last extracted 21/04/2021. Information recorded on these incidents: last accessed 11/06/2021. Datix Incidents query ‘Inc: LD (DoH Expected Death or Death) Listing Report - Incident Date @Iastquarter’ and ‘Inc: Wild Card Search (death/dead/deceased/died) Incident Date Data source: Informatics queries 962543 & 988356 last run on 20/04/2021, SJR data source: Learning from Deaths SJR Database, last accessed on 11/06/2021.

@lastquarter - Listing Report' last extracted on 21/04/2021. Last accessed 11/06/2021




