Overall Dashboard Description: This is a systemalic dashboard thal 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.
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This includes deaths classified as requiring a Category 1 or Category 2 response, Calegory 3 and Category 4 incidents thal resulted in deaths and deaths of patients that were not iitially conveyed and the ambulance

Unexpected (Potentally avoidable death’ senice was re-contacted within 24 hours.
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Patient Experience Module only Learning theme +EOC subject matter expert required to undertake the call handiingresource allocation element of the SUR.
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Problem with resuscitation
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‘Additonal reatment and management

Crew demonstrated care and compassion by allowing a natural death

plans and supporting the family/caregivers in the process.
Detailed management plan to support the patient in the community
who is at risk of dying and refusing conveyance.
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reviews took place, 4 less than the minimum random sample ize of 40 required. There are 5 reviews that need to go thiough panel moderation for Q3.




