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Freedom of Information Request


Reference Number:	EPUT.FOI.25.4004
Date Received:		21tst February 2025   


Information Requested:

Please provide answers to the following questions for the most recent reporting period 2023/24  
Please note, the information contained within this response details the position applicable at the point of production of the most recent Learning from Deaths Data and Learning Report to the Trust Board of Directors. This was the Q2 2024/25 Report, reported to the Board of Directors in February 2025, for which data was extracted as at 14/11/24 for deaths reported to the end of October 2024.  

1. Policy and Governance
a) Does your trust currently comply with the requirements of the Learning from Death Guidance? 
Yes
b) If not do you have pans to comply with it and if so by when 
N/A

2. Reporting
a) How many deaths were reported within your trust during the reporting period 2023/24  
Total deaths reported onto Datix (the Trust’s Incident Reporting System) occurring in the period 01/04/23 – 31/03/24 = 681. This includes expected deaths of natural causes, unexpected deaths of natural causes and unexpected deaths of unnatural causes. 
b) How many of these deaths were reviewed and how many were judged more likely than not to have been avoidable?  
Details of the reviews undertaken of the 681 deaths reported are as follows:
a. Stage 1 review (review by local service using clinical case notes and completed onto a structured form on Datix): 519
b. Stage 2 review (detailed clinical case note review by independent reviewer with knowledge of specialty but not involved in patient’s care, using structured pro forma): 2 (with an additional 5 underway)
c. Stage 3 review (review utilising one of the national Patient Safety Incident Response Framework (PSIRF)) methodologies): 37 (with an additional 32 underway)
d. Reviews under the national Learning Disability and Autism mortality programme (LEDER): 29
e. Multi-agency collaborative reviews under the Essex Drug and Alcohol Partnership mortality review arrangements: 42
Please note, it is possible for more than one stage of review to be undertaken for the same death; or for a death to be deemed as out of scope for completion of a review if for example it is determined that the patient was not under the care of the Trust in the 6 month period prior to the death.

PSIRF reviews can identify problems in care, however the process does not align itself to apply the problems in care scoring process, but by the time a review is completed, any problems in care will be identified in a systems lense with safety actions identified.   To ensure that the process was strengthened, EPUT as an early adopter site raised this with the local ICB who facilitated a meeting with the national PSIRF Team who agreed to review the guidance to ensure trusts had clear guidance on how to manage problems in care in the PSIRF process.

c) Have you published quarterly reports on learning from deaths on your website as required by the guidance? Please provide links to the most recent reports
Yes – quarterly reports have been published on the Trust’s website as part of the Trust’s Board papers since implementation of the National Guidance on Learning from Deaths in 2017.  The reports for 2023/24 were presented to the Board of Directors as follows:
Q1 2023/24:  29/11/23
Q2 2023/24:  31/01/24
Q3-Q4 2023/24:  07/08/24

A link to access the Trust’s Board papers is as follows:
Board Papers | Essex Partnership University NHS Trust 
As these reports form part of the overall Board papers, please find embedded below the reports for ease of reference:




     
d) Is information on learning from deaths included in your latest quality/Account?
Yes – please find below link to Trust’s Quality Account for 2023/24 – learning from deaths information is detailed from page 80 to page 87:
eput-quality-account-2023-24-final-for-website-and-submission.pdf

3. Family involvement 
a) Are families and carers involved in the review process where appropriate
Families and carers are involved in review processes undertaken under the Patient Safety Incident Response Framework arrangements in line with the Trust’s Policies and Procedural Guidelines. 
b) Please provide the number of deaths that were reviewed in this period (2023/24) where families and carers were involved and engaged in the review 
57

4. Actions and Learning 
a) Please provide a Summary of all actions taken as a result of learning from the deaths process in the last reporting period.
The requested information is not available to include in this response in the format requested.  Actions in response to learning from deaths are multi-faceted and are not collated in one document.  Some examples of how actions will be taken in response to learning from the review of deaths are as follows:
· Local services will take local actions in response to learning from specific deaths
· Learning from the various review methodologies will also be directed into other appropriate Trust workstreams for action (eg end of life care, physical health of mental health patients, transformation, dual diagnosis)
· Specific action plans are developed for all thematic reviews and deaths reviewed under Stage 2 and Stage 3 of the learning from deaths arrangements and these are monitored through to completion
· Learning is also used to inform the Trust’s 10 key Safety Improvement Plans (SIPs) as follows:
· Ligature risk reduction
· Falls risk reduction
· Transition from children and young people’s services to adult services
· Multi-disciplinary team (MDT) communication gap
· Record keeping
· Clinical handovers
· Policies and Standard Operating Procedures (SOPs)
· Patient disengagement
· Medication incident risk reduction
· Discharge and transfers
· Actions are agreed and implemented in response to learning from Regulation 28 Prevention of Future Deaths Reports issued by HM Coroner
· General Trust-wide actions are also taken in response to the learning identified including  sharing learning across the organisation via learning briefings and using the learning to inform subject areas for development sessions for staff

The quarterly reports to the Board of Directors, embedded within this response, provide examples of specific actions taken in response to learning. Information on the Trust’s Safety Improvement Plans is available here. Also included Learning Collaborative group which is a Trust-wide learning forum which discusses and shares the learning across the Trust. 



Publication Scheme:

As part of the Freedom of Information Act all public organisations are required to proactively publish certain classes of information on a Publication Scheme.  A publication scheme is a guide to the information that is held by the organisation.  EPUT’s Publication Scheme is located on its Website at the following link https://eput.nhs.uk


Learning from Deaths Q1 2023-24 Report.pdf
BOARD OF DIRECTORS

SUMMARY REPORT PART 1 29 November 2023

Report Title: Learning from Deaths — Quarterly Overview of Learning
and Data (Quarter 1 2023/24)

Executive/ Non-Executive Lead: Frances Bolger, Interim Executive Nurse

Report Author(s): Michelle Bourner

Report discussed previously at: Learning from Deaths Oversight Group
Learning Oversight Sub-Committee
Quality Committee

Level of Assurance: Level 1 \ | Level 2 |V |Level3 |

Risk Assessment of Report

Summary of risks highlighted in this report None

Which of the Strategic risk(s) does this report | SR1 Safety v
relates to: SR2 People (workforce)
SR3 Systems and Processes/ Infrastructure v
SR4 Demand/ Capacity
SR5 Statutory Inquiry v
SR6 Cyber Attack
SR7 Capital

SR8 Use of Resources
SR9 Digital

Does this report mitigate the Strategic risk(s)? Yes

Are you recommending a new risk for the EPUT | No

Strategic or Corporate Risk Register? Note:
Strategic risks are underpinned by a Strategy
and are longer-term

If Yes, describe the risk to EPUT’s organisational | Not applicable
objectives and highlight if this is an escalation
from another EPUT risk register.

Describe what measures will you use to monitor | Not applicable
mitigation of the risk

Purpose of the Report

In line with the National Guidance on Learning from Deaths, the attached report Approval
presents to the Board of Directors: Discussion
¢ An overview of learning resulting from the reviews undertaken under the Information v
Trust’s Learning from Deaths arrangements and actions being taken as a
result;

¢ Information relating to the context of mortality data and surveillance under
the Trust’s Learning from Deaths arrangements (Appendix 1);

o Data relating to deaths recorded on Datix (the Trust’s incident management
system) for Q1 2023/24 (1st April — 30" June 2023) (Appendix 2); and

o Updated data for deaths relating to previous years (Appendix 3).

Recommendations/Action Required
The Board of Directors is asked to:
1 Note the contents of the report; and
2 Request any further information or action.

Page 10of3





Summary of Key Issues

1.

The Trust implemented a new Learning from Deaths Policy and Procedural Guidelines from 15t April
2022.

The attached quarterly report provides an overview of learning resulting from the reviews undertaken
under the Trust’s Learning from Deaths arrangements and examples of actions being taken as a
result. This learning is presented on a monthly basis to the Trust’s Learning from Deaths Oversight
Group, Learning Collaborative Partnership and Learning Oversight Sub-Committee. There are a
number of immediate actions that are being taken as a result of the learning identified, as well as
longer term actions that will form part of the Trust’s Safety Improvement Plans.

The attached report also presents data that the Trust is nationally mandated to report to public Board
of Director meetings on a quarterly basis — i.e. the number of deaths in scope; the number reviewed
and level of those reviews; and the assessment of problems in care. There are no issues of concern
to note from the Q1 data, which is in line with that of previous quarters. The presentation of the Q1
data to the Board has been deferred by 2 months from the usual reporting schedule to enable the
implementation of strengthened processes for data production. Monthly monitoring of deaths
reported continued to be undertaken throughout this period. Normal governance reporting schedules
will be resumed for Q2 2023/24 data onwards.

The new scope for deaths included within the Trust’s Learning from Deaths arrangements has
brought a larger number of deaths into scope, enhancing the Trust’s ability to learn from deaths. As
at the date of preparation of the report, a total of 123 deaths from 01/04/23 — 30/06/23 have been
subjected to a Stage 1 learning from deaths review by a local service manager to ascertain learning
and identify those for further detailed review. This is a local review stage that did not form part of the
previous Mortality Review arrangements and has thus increased local reflective practice and the
Trust’s ability to identify learning locally.

As part of the Trust’'s mortality surveillance arrangements, a comparison to the categories under the
previous Mortality Review arrangements is also being undertaken whilst a longer period of
comparative data under the new arrangements is built up. This enables identification of any
increases in death numbers against the previous scope categories which are outside of Statistical
Process Control limits and should thus be investigated further. Again, there are no issues of concern
to note.

It should be noted that all data in this report is taken as at 25/09/23. Any updates to information after
this date will be included in future reports.

Relationship to Trust Strategic Objectives

SO1: We will deliver safe, high quality integrated care services

v
S0O2: We will enable each other to be the best that we can v
S0O3: We will work together with our partners to make our services better v

S04: We will help our communities to thrive

Which of the Trust Values are Being Delivered

1: We care v

2: We learn v

3: We empower

Corporate Impact Assessment or Board Statements for Trust: Assurance(s) against:

Impact on CQC Regulation Standards, Commissioning Contracts, new Trust Annual Plan v
& Objectives
Data quality issues v
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Involvement of Service Users/Healthwatch

Communication and consultation with stakeholders required
Service impact/health improvement gains v
Financial implications:

Capital £
Revenue £ | N/A
Non Recurrent £
Governance implications v
Impact on patient safety/quality v
Impact on equality and diversity
Equality Impact Assessment (EIA) Completed YES/NO | If YES, EIA Score

Acronyms/Terms Used in the Report

LDOG | Learning from Deaths Oversight MRSC | Mortality Review Sub-Committee
Group

EPUT | Essex Partnership University NHS LOSC | Learning Oversight Sub-Committee
Foundation Trust

LeDeR | National Mortality Review Programme | SMI Severe Mental lliness
for Learning Disability Deaths

PSIRF | Patient Safety Incident Response EDAP | Essex Drug and Alcohol Partnership
Framework

ICB Integrated Care Boards DNA Did Not Attends

Supporting Documents and/or Further Reading

Attached -

Report: Learning from Deaths — Quarterly Overview of Learning and Data (Quarter 1
2023/24)

Appendix 1 — Context of mortality data and surveillance under the Trust’s Learning from Deaths
Policy

Appendix 2 — Summary of 2023/24 mortality data

Appendix 3 — Summary of previous years mortality data

Links -

“National Guidance on Learning from Deaths” Quality Board March 2017
https://www.england.nhs.uk/wp-content/uploads/2017/03/ngb-national-guidance-learning-from-
deaths.pdf

“Implementing the Learning from Deaths framework: Key requirements for Trust Boards” NHS
Improvement July 2017

PowerPoint Presentation (england.nhs.uk)

W
I =

. —
= d ?j e -

Frances Bolger
Interim Executive Nurse
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https://www.england.nhs.uk/wp-content/uploads/2017/03/nqb-national-guidance-learning-from-deaths.pdf

https://www.england.nhs.uk/wp-content/uploads/2017/03/nqb-national-guidance-learning-from-deaths.pdf

https://www.england.nhs.uk/wp-content/uploads/2021/07/170921-Implementing-LfD-information-for-boards.pdf
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Essex Partnership University
NHS Foundation Trust

Learning from deaths@

SAFETY FIRST, SAFETY ALWAYS

PURPOSE OF REPORT

This report sets out:

An overview of learning resulting from the reviews
undertaken under the Trust’s Learning from Deaths
arrangements since the last report to the Board of
Directors (July 2023) — ie learning identified
between June — August 2023;

Information relating to the context of mortality data
and surveillance under the Trust’s Learning from
Deaths arrangements in place since 1st April 2022
(Appendix 1);

Data relating to deaths recorded on Datix for Q1
2023/24 (1st April — 30t June 2023) (Appendix 2);
and

Updated data for deaths relating to 2022/23 and
previous years (Appendix 3).
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The aims of the Trust’s Learning from Deaths The Trust sets out to achieve these aims by:
Policy are to provide a robust governance

framework for undertaking mortality review » ensuring that deaths that occur within the
in order to:

improve the safety of the care we provide
to our patients, and improve our patients’,
their families’ and carers’ experience of it;

further develop systems of care to
continually improve their quality and
efficiency;

improve the experience for patients, their
families and carers wherever a learning
issue from the review of deaths is
identified;

improve the use of valuable healthcare
resources; and

improve the working environment for staff
in relation to their experiences of reviewing
deaths and associated reviews /
investigations.

Trust are subjected to appropriate review
based on the circumstances of the death
which enables any good practice, or
conversely problems in care, to be
identified on an individual basis;

ensuring that any problems in care for
individual cases are addressed
appropriately and appropriate actions
taken in relation to that death;

ensuring that any good practice and
lessons learnt are shared across the Trust
where appropriate and local actions taken
to ensure that good practice is increased
and improvements in care are
implemented across the Trust where
necessary; and

ensuring that the Trust has a corporate
oversight of deaths of patients in its care
and identifies any trends or themes of
concern or good practice emerging which
may require further investigation and
action.

17/11/2023
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SAFETY FIRST, SAFETY ALWAYS

This section on learning details:

Sources of learning

Examples of good practice identified
Learning emerging from Stage 1 reviews
Learning emerging from Stage 2 reviews
Learning emerging from PSIRF reviews

Examples of actions being taken to address and action learning from learning
from deaths reviews

Sources of learning:

Completed Stage 1 local service reviews
Approved Stage 2 clinical case note reviews

Approved Stage 3 (Patient Safety Incident Response Framework - PSIRF)
reviews

Completed Essex Drug and Alcohol Partnership (EDAP) multi-agency
collaborative reviews

Completed National Learning Disability and Autism Mortality Review
Programme (LeDeR) reviews

17/11/2023
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Discussed inter team/organisational working with Learning Disability team and

[ ]
Examnles 0' good no concerns raised. Good feedback received in terms of communication across

ractlce services and professionals. No areas of concern noted. LeDeR review due to

L) 4 - commence.
Idﬂ“tlilﬂd In It was difficult to identify learning in this case, patient's care was appropriate

reviews l“ne — to her level of need and risk. It appears that the Trust were responsive to her

needs and that the Home First Team offered care and support at a time when

A“g“St 2023 patient was at increased risk.

¢ This resident has slowly deteriorated over the last year. Family have been fully
informed and worked with nursing team. EOL/GSF was put in place in January
2023.

e Triaging clinician's documentation was of a high standard and will be used as
an example to existing and new members of the team.

¢ Patient was known to misuse alcohol and did not wish to address the issues
despite numerous attempts to encourage engagement within appropriate
services.

e It was the reviewer’s opinion that in the weeks leading up to his death, Trust
staff had done everything they should have done to support this patient.

e Clinician had used SBARD, documented the assessment and risk and evidence
that family involved in discharge planning.

17/11/2023 P.5
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Learning themes
emerging from
Stage 1reviews
June - August
2023 1]

CONTINUING THEMES:

Often cause of death is not available at the point of completing Stage 1
review — limits conclusions (and causes issues re timing of PSIRF / Stage 2
reviews)

Opportunities to strengthen communication to improve care of service user
and following death (eg notification of death):
o Within teams (eg between team members)

o Between Trust teams (eg clear plan on handover between different
services provided by the Trust)

o With partner agencies (eg with acute Trust following death of patient)
Majority of the deaths reviewed are from physical health causes (both rapid

deteriorations and long term conditions) - opportunities to strengthen
management of physical health issues:

o Management of physical health of patients on EPUT inpatient units
o Monitoring of physical health of patients in community and supporting
access to physical health care

Record keeping - eg ensuring next of kin details updated at every contact,
ensuring these details are passed on when referring to another service, timely
documentation of MDT discussions and risk assessments

17/11/2023
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SAFETY FIRST, SAFETY ALWAYS

Learning themes
emerging from
Stage 1reviews
June - August
2023 (2)

Need to ensure proactive follow up of disengagement - eg importance of
face to face contacts with clients

Clients not open to services at time of death — eg Coroner Do You Know?
enquiries

Dual diagnosis clients - eg patient known to misuse alcohol but did not
engage with EDAP despite numerous attempts to encourage

EXAMPLES OF NEW LEARNING:

Strengthening processes on referral — eg ensuring referrals are sent to the
appropriate service provider for the patient’s needs.

Strengthening processes on discharge - eg importance of ensuring all
patients referred to the service have a discharge letter completed on
discharge.

Strengthening care planning arrangements - eg need for clear plans to be
made and actioned at the time of, or as close as is reasonable to, the referral.

17/11/2023
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learning tnemas STAGE 2 CLINICAL CASE NOTE REVIEWS:
emerging 'rom There have been no Stage 2 reviews approved between the last report to the Board

of Directors and the end August 2023. There are therefore no learning themes to

%ﬁ%%ﬂ 2 rEViews I report within this report. Three Stage 2 reviews were approved in September 2023

and learning will be included in the next report to the Board of Directors.

collahnrative E(S)?-E)IiBDC?I;JSTIA\l;lEDRAEI;IiCE);IV%I:- PARTNERSHIP (EDAP) MULTI-AGENCY

revlews annrn‘,ed + Good practice examples included:

l“ne — A“g“St « engaging well with recovery workers, after off script there had been many
attempts to contact

« excellent care in place - death not due to drug use

+ Learning examples included:

- Communications - Translator to be sought and migrant support services to
be explored

« Maedications - Issues to be explored in terms of situations where partner
collects medication

« Communications - When clients are not open to MH services, MARAC
discussions are not available to safeguarding team

+ Transition between CAMHS and Adult Services - Inclusion of CAMHS
workers in the Dual Diagnosis workstream meeting to be explored

17/11/2023 P.8
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SAFETY FIRST, SAFETY ALWAYS

Learning themes
emerging from
FGUIEWS
approved June -
August 2023

Similar themes continue to emerge from the review of deaths under the Patient
Safety Incident Response Framework (PSIRF) as follows:

e Communication with / involvement of others - particularly other EPUT teams
or partner agencies

e Record keeping
e Clinical care

» Referrals

+ Staffing

e Training

17/11/2023
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Examples of
actions heing
taken in response
to learning from
deaths (1)

Local immediate actions by services — eg reminder to team to ensure that all
patients referred to the service having a discharge letter completed on
discharge; high standard of triaging clinician's documentation identified on
review to be used as an example of good practice to existing and new
members of the team.

Learning presented to and considered monthly by Learning Collaborative
Partnership - included in Trust communications such as Lessons Learned
Bulletin and 5 Key Messages as appropriate

Learning used to inform topic areas for “Learning Matters” MST development
sessions — eg record keeping, identification and care of the deteriorating
patient (physical health on inpatient wards)

Thematic learning being used to inform the Trust’s Safety Improvement Plans.
These will be the subject of separate reports to the Board of Directors.

Sharing of local learning from Stage 2 reviews is being co-ordinated by
Deputy Directors of Quality and Safety (DDQSs), working with local clinical /
service leaders to identify and implement change. The learning is also being
used to inform subject matter for quarterly learning events being designed
and delivered for each Care Unit by DDQSs.

17/11/2023
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e Specific actions arising from reviews that have been pursued and concluded include:

Examples of °
actions heing

taken in response °
to learning from .
deaths (2

Implementation of enhanced processes (extending good practice already in place in
another locality area) to actively support clients in referrals to Drug and Alcohol
Services with staff making the referrals directly rather than relying on self-referral

Clinical Lead for Dual Diagnosis supported in the development of a locality Dual
Diagnosis Network with multi-agency membership which is nhow operational

In response to learning from the death of a patient receiving end of life care, a plan
and flow chart of appropriate actions has been developed by the Trust’s End of Life
Care Lead. This has been communicated internally and also shared with the
external CHC team who commission care for onward communication with all their
domiciliary care providers as part of the commissioning of care. The Trust’s End of
Life Care Lead also offered to work with commissioners in other localities covered
by the Trust to produce similar guidance

e Multi-disciplinary work being facilitated to address Trust wide issues - eg :

O

Physical health - learning from deaths lead continues to link with Trust leads for
physical health and the care of the deteriorating patient to ensure learning
continually informs work in these areas

Reviewing and strengthening the pathways between prison healthcare and EPUT
services is now being taken forward as a Trust Quality Improvement initiative, led
by the Deputy Director of Quality Improvement and Director of Specialist Services

A Dual Diagnosis Learning Implementation Group is now operational to consider
specific learning emerging from the review of deaths of dual diagnosis clients and
to jointly agree actions to be taken across EPUT and Essex Drug and Alcohol
Partnership services

17/11/2023
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MORTALITY DATA -
Context

The context for the collection and reporting of
mortality data under the Trust’s Learning from
Deaths arrangements (2022/23 and 2023/24) is
outlined in Appendix 1. This includes details of the
deaths which are mandated for report on the Trust's
incident management system (Datix) and review.
Regardless of the mandatory requirements for a
formal review detailed in Appendix 1, services are
also being encouraged to report on Datix all deaths
that are brought to their attention. This increases
the Trust’s ability to identify potential learning
opportunities. These additional reported deaths are
also included in the data for Q1 - Q4 2022/23 and
Q1 2023/24.
It should be noted that data in this report was
extracted as at 25/09/23. Any updates to
information after this date will be included in future
reports.
Detailed mortality data is presented to the Learning
from Deaths Oversight Group and Learning
Oversight Sub-Committee for review and approval.
A summary of mortality data for Q1 2023/24 is
attached at Appendix 2; and for previous years at
Appendix 3.
To comply with the National Guidance on Learning
from Deaths, this details:
e the number of deaths in scope;
e the number of these deaths subjected to
review;
e the level of review to which the deaths are
being subjected; and
e the determination of whether or not the deaths
were more likely than not to have been due to
problems in care.

A review of mortality data processes and
reporting has been undertaken within the
Trust and refinements put in place to
streamline and automate some previously
manual processes, utilising more advanced
technologies available to the Trust.

This has included the building of an
additional section on Datix which is now
completed for each death reported. This
enables corporate oversight of progress of
the death through the learning from deaths
review processes and of the outcome of
reviews, previously undertaken manually.
The refinements made are intended to
strengthen efficiency, accuracy and
resilience in the production of meaningful
data.

It was agreed that presentation of the Q1
data to the Board would be deferred by 2
months to enable building and using the
new processes in the data production.
Monthly monitoring of deaths reported was
still undertaken throughout this period.
Normal governance reporting schedules will
be resumed for Q2 2023/24 data onwards.

17/11/2023
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Iy of
Quarter ¥ 2023/24
mortalltv data (1)
endiy 2

/] alld”

Total number of deaths reported: There were a total of 163 deaths reported on
Datix for Q1 2023/24 (including those not falling within the scope for mandatory
reporting). This is similar to quarterly totals reported in 2022/23 which range from
114 (Q1) to 161 (Q4). Some of the deceased clients had been in receipt of services
from more than one service from EPUT and there were a total of 172 Datix reports
made in respect of the 163 deaths.

Total number of deaths in scope for mandated reporting: To date, a total of 51
deaths in Q1 2023/24 have been deemed in scope for mandated reporting (Stage 1
reviews are still awaited for 21 deaths which is required to determine whether they
are in scope for mandated reporting). This total is broadly in line with the number of
deaths confirmed as within the scope for mandated reporting in 2022/23 (Q1 - 62
Q2 - 61 Q3 -55Q4 - 58). The deaths reported on Datix over and above these
mandated deaths provide opportunities for the Trust to learn from deaths and staff
will be encouraged to continue reporting.

Inpatient / Nursing Homes deaths: Of the 163 deaths reported in Q1, 4 were
inpatient deaths and 6 were nursing home deaths. All of the 4 inpatient deaths and
all of the 6 nursing homes deaths have been confirmed as due to natural causes.

LeDeR reporting validation: All reported Learning Disability deaths in Q1 2023/24
have been reported to the national LeDeR programme.

Level of review: Thus far, 61% of deaths in Q1 2023/24 have been closed at Stage
1; 7% have been referred for Stage 2 Clinical Case Note Review or Stage 2 Thematic
Review; and 12% have been referred for Stage 3 full PSIRF review. 16% are
awaiting the level of review to be determined. Table 2 in Appendix 2 details how
these proportions compare with previous years.

17/11/2023





sl v SAFETY FIRST, SAFETY ALWAYS
NHS Foundation Trust ’

summa Stage 1 reviews: A total of 123 Stage 1 learning from deaths reviews have been
conducted by a local service manager in respect of the 163 deaths in Q1. This enables
“arter 2023/24 learning to be identified as well as identifying those deaths which should be subjected to a
further detailed review. This is a review stage that did not form part of the previous

Mortality Review arrangements and has thus increased reflective practice and the Trust's
mnr a I v a a ability to identify learning locally. The timeliness of completion of Stage 1 reviews is

”” monitored on a monthly basis by the Learning from Deaths Oversight Group and any

g” Ilz concerns addressed. At the point of preparing data, there were a total of 21 outstanding
Stage 1 reviews for Q1 deaths.

Stage 2 (clinical case note) reviews: A total of 12 deaths in Q1 have been identified for
Stage 2 mortality clinical case note review / thematic review thus far, and will be
commissioned as capacity allows. None have yet been completed.

« Stage 3 (PSIRF) reviews: A total of 20 deaths in Q1 have been identified for PSIRF
review. To date one review has been completed and learning ascertained.

« Completion of Stage 2 and Stage 3 (PSIRF) reviews: Continued progress was made
over the quarter with completion of Stage 2 and Stage 3 reviews relating to 2022/23
deaths, with 80 now completed set against a total of 70 completed in the Q4 report to the
Board of Directors. The completion of PSIRF reviews, due to their nature, is prioritised over
completion of Stage 2 reviews and there is some slowing of progress of completion of
Stage 2 reviews due to capacity. This is monitored by the Learning from Deaths Oversight
Group and mitigating actions to ensure timeliness of review and learning identification are
being pursued.

. Problems in care assessment - There are 0 deaths for Q1 thus far that have been
assessed as being more likely than not due to problems in care by EPUT. The assessment
is still to be determined for 56 deaths in Q1. For 2022/23, 3 deaths thus far have been
assessed as being more likely than not due to problems in care by EPUT with the
assessment still be to determined for 126 out of the total of 520 deaths for the full year.
This data will continue to be updated in future reports as reviews are completed and the
likelihood is determined.

17/11/2023 P.14
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nssassment 0' Q‘ « An analysis has been undertaken of the Q1 2023/24 data using the

2023/24 [Iata previous “scope” categories and reporting groupings, in order to identify
any trends of potential concern in relation to death numbers in

agaiIISt nIStorlc established categories (as substantial historic data under the new

[' groupings does not yet exist). This indicates that reported numbers of
scone 0' deaths are in line with numbers reported under the previous

mnrtalltv arrangements for periods not impacted by COVID-19 and that the service
II l breakdown also remains consistent with previous months.
s“rVEI ance « Currently the number of deaths in Q1 2023/24 falling within the previous

ﬂg’g’ﬂ””gﬂ”ixz scope (n. 43) is slightly lower than for previous quarters. However this is
(3]

again potentially related to the fact that there are a number of Stage 1
reviews requiring completion and thus these deaths awaiting Stage 1
review have not been assigned to a confirmed category. However, even if
all those awaiting completion indicated a death that would fall within the
previous scope categories, this would result in figures significantly within
the upper control limit thus figures do not indicate a cause for concern.
Figure 1 in Appendix 2 indicates that the number of deaths in scope in
Q1, using the previous scope, fall within control limits.
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{l%ﬂ"ﬂllw datﬂ * Insummary:

11/1 2022/23 data is presented in the new format and indicates that, since

20022/ng the last report to the Board of Directors:

+ 18 deaths have been closed at Stage 1 review

ﬂﬂfgfﬂ”ﬂﬂllﬂ”{a + 3 deaths have had a Stage 2 (clinical case note) review approved

« 7 deaths have had a Stage 3 (PSIRF) review approved

e 16 death reviews for deaths in 2021/22 have been closed since the last
report to the Board of Directors with only 5 now remaining open (4 x
PSIRF reviews and 1 x under determination). These are all being actively
progressed.

e The 3 death reviews remaining open for deaths in 2020/21 have now
been completed and thus all death reviews for 2020/21 are now closed.

e The significant majority of deaths have been assessed as definitely less
likely than not to have had problems in care which may have contributed
to the death.
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This report provides information in relation to the learning emerging from reviews of
deaths being undertaken under the learning from deaths arrangements; as well as
mortality data mandated for report and data to support mortality surveillance.

It also provides assurance that the learning emerging is being acted upon. Given
the focus on strengthening mortality data processes over the past quarter, there has
been reduced capacity within the workstream to drive forward some of the
developmental work identified. However, alternative approaches via other
workstreams were identified where possible and, given that the new data processes
are now in place, capacity should be available within the workstream to focus on
developmental work alongside data collation.

The analysis of the data indicates that there are no matters of concern in terms of
mortality data surveillance for Q1.

Given the outcomes outlined, it provides the Trust Board of Directors with assurance
that there are robust processes in place in line with national guidance to review
deaths appropriately, forming part of the Trust’s processes for continually reviewing
and ensuring that patients are receiving safe, high quality care. It also highlights
the work that has been undertaken, and continues, to strengthen mortality data
reporting processes and implement refined processes.

The Board of Directors is asked to note the information presented; and request any
further information or action.
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APPENDIX 1
Mortality Data -
Context (1)

From 1st April 2022, new arrangements for learning from deaths were implemented
across the Trust. This included a new definition for deaths which would be in scope for
consideration for mandatory individual mortality review in the Trust. This is as follows:

All deaths that have occurred within Trust inpatient services (this includes mental
health, community health and learning disability inpatient facilities).

e All deaths in a community setting of patients with recorded learning disabilities or
autism. All deaths of patients with recorded learning disabilities or autism, whether
in an inpatient or community setting, will be referred into the national LeDeR
programme and are thus subject to different review processes than other Trust
deaths.

e All deaths meeting the criteria for mandatory review under the Trust’s Patient Safety
Incident Response Framework (PSIRF) - both the nationally and locally determined
categories. The review undertaken under the PSIRF constitutes the review of the
death for the purposes of the Learning from Deaths Policy and Procedural Guidance.

e Any other deaths of patients in receipt of EPUT services not covered by the above
that meet the national guidance criteria for a Stage 2 Clinical Case Note Review.
These deaths will be any deaths where:

o Family, carers or staff have raised concern about the care provided; or
o The death was unexpected and the individual:

= had a diagnosis of psychosis (including schizophrenia, bi-polar, episode of
non-organic psychosis, personality disorder, complex and severe
depression) or eating disorder during the last episode of care;

= was an inpatient at the time of death or had been discharged from EPUT
inpatient care within the last 30 days;

= was under the care of a Crisis Resolution Home Treatment Team at the
time of death.
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- In addition, deaths of clients under the care of services provided by EPUT as part of
the drug and alcohol services care pathway (EDAP) are subject to specific reporting
- and mortality review processes including a collaborative multi-agency review. These
Morlallt nata — deaths are therefore also included within mortality surveillance data.
contexl 2] + Regardless of the above mandatory requirements for a formal review, services are
being encouraged to report on Datix all deaths that are brought to their attention.

This increases the Trust’s ability to identify potential learning opportunities. These
additional reported deaths are also included in the data for 2022/23 and for Q1
2023/24. It should be noted that this will not reflect negatively on the Trust in terms
of potential to appear as an “outlier” set against other Trusts mortality figures. The
national guidance was clear that, given there is no standard national definition for
deaths that should be included in Trust mortality data, no comparison or
benchmarking should take place between Trusts — the data should be used solely
internally to the organisation to support mortality surveillance and quality
development. We are however starting to explore with other local mental health trusts
their approach to reporting deaths and data provision to establish whether it is
possible to locally determine benchmarks etc.

« As the scope of deaths included has changed from the previous mortality review
arrangements, there is no historic data prior to Q1 2022/23 against which to make
comparisons. As a result, as well as analysing the data under the new arrangements,
the data for 2022/23 and for Q1 2023/24 has also been analysed using previous
scope arrangements in order to provide assurances that the Trust is not experiencing
increases in death numbers across key services against historic data. A decision will
need to be taken in due course in terms of the period of time such analysis will be
undertaken under both methodologies (ie at what point the Trust is satisfied that
there is sufficient historic data under the new arrangements to provide assurances).
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« Under the new Learning from Deaths arrangements, the previous 6 point scale for
APPENnIx 1 assessing problems in care has been replaced with the Royal College of Psychiatrists
- structured judgement review tool version which requires determination of whether a
Morlallt nata — death was “"more likely than not to have resulted from problems in care delivery or
service provision” by EPUT. All deaths closed at Stage 1 are automatically deemed to
context 3] be less likely than not to have resulted from problems in care. Deaths reviewed
under the Patient Safety Incident Response Framework (PSIRF) from 01/05/21 were

not subject to this determination as the methodology encourages focus on quality
learning outcomes. A local methodology was initially put in place to make this
determination for deaths reviews under PSIRF from 01/04/22; however this has now
been paused whilst further research is undertaken with relevant national / regional /
ICB and neighbouring Trust colleagues in terms of an appropriate approach to
making this determination for deaths reviewed under PSIRF given that the PSIRF
methodology has not been designed for this purpose. This approach to PSIRF deaths
is reflected in the data in Appendix 2 & 3.

*« The Trust’s established mortality data dashboard was amended from 1st April 2022
to enable recording of data in line with the new arrangements, whilst still retaining
the ability to use the process as a validation exercise to ensure deaths are reported
on both Datix and clinical information systems and that learning disability deaths
have been reported to the national LeDeR mortality review programme. A
validation exercise between Datix and Clinical Information Systems is undertaken
each quarter and actions taken to ensure deaths are reported appropriately on both
systems. Work has been undertaken with the Trust Datix, systems and information
teams to review the mortality data reporting processes to streamline and automate
previously manual processes based on developments over the past year and new
technologies available to the Trust since original establishment of the dashboard
arrangements.

+ It should be noted that data in this report was extracted as at 25/09/23. Any
updates to information after this date will be included in future reports.
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The table on the following page provides a summary of mortality data for Q1
2023/24. The following “Notes” are referenced in the left hand column of the

012023/24
mortality data (1)

1) There were a total of 163 deaths reported on Datix for Q1 2023/24 (including
those not falling within the scope for mandatory reporting). Some of the
deceased clients had been in receipt of services from more than one service
from EPUT and there were a total of 172 Datix reports made in respect of the
163 deaths.

2) 1 of these deaths occurred 4 days after transfer from EPUT inpatient unit to
acute Trust

3) These figures denote the total number of Stage 1 reviews completed in full -
33 Stage 1 reviews in Q1 were terminated at the point of identifying that the
death did not fall within the scope of the Trust’s Learning from Deaths review
arrangements as the patient had not been under the care of the Trust services
within the 6 months leading up to the death or the death had immediately
been identified for PSIRF review.
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Table 1: SUMMARY OF 2023/24 MORTALITY DATA (UPDATED AS AT 09/2023)

Q12023/24

Total death reports on Datix Note 1 *172

Relating to x deaths Note 1 *163

Total deaths reported on Datix confirmed in scope of learning from deaths policy to date

w
ey

Total inpatient deaths Note 2

Total nursing homes deaths

Total deaths subjected to Stage 1 learning from deaths review on Datix (or equivalent under EDAP or LeDeR processes) Note 3 **%123

Total deaths awaiting completion of Stage 1 review

N
iy

Total deaths closed at Stage 1 and learning ascertained

=
o
«

Total deaths referred on for Stage 2 clinical case note review

Total deaths referred on for Stage 2 thematic review (diagnosis of psychosis)

=
o

Total deaths referred on for Patient Safety Incident Response Framework (PSRIF) review (Stage 3)

N
o

Total deaths for which Stage 2 review complete and learning ascertained

Total deaths for which PSIRF review complete and learning ascertained

Total deaths undergoing Essex Drug and Alcohol Partnership (EDAP) multi-agency collaborative review processes

Total deaths undergoing LeDeR (national learning disability mortality review) processes

Total deaths for which level of review under determination

Assessed as more likely than not due to PIC

Assessed as not more likely than not due to PIC

=
o
wv

Assessment of likelihood of death being due to PIC still underway

w

Not applicable (EDAP and LeDeR reviews utilising different methodology)

[y
II

Q2
2023/24

Q3
2023/24

Q4
2023/24

YTD

*%%123
21
105
2
10
20
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compared to previous years

Table 2: Confirmed levels of reviews under new Learning from Deaths arrangements

Level of review Number of As a Number As a Average
deaths percentage of deaths percentage percentage
2022/23 of total Ql of total in previous
deaths 2023/24  deaths Ql years
2022/23 2023/24

Total number of deaths 520 172

Closed at Stage 1 288 55% 105 61% 65%

Stage 2 review underway (Clinical Case 81 16% 12 7% 6%

Note Review or Thematic Review)

Stage 3 review underway (PSIRF) 80 15% 20 12% 29%
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Figure 1 below shows the total number of deaths that fell within the scope of the previous

APPENnIx 2 Mortality Review Policy each month in a Statistical Process Control diagram. The “control limits”
(depicted by the horizontal dotted lines) are calculated via a defined statistical methodology
and have been set based on 20 months historical mortality data (April 2017 — November 2018).
This statistical tool is designed to help managers and clinicians decide when trends in the

= number of deaths should be investigated further. If the number of deaths in the month falls
mortalltv data [3] outside of the control limits this is unlikely to be due to chance and the cause of this variation
- should be identified and, if necessary, eliminated. The two months where the humber of deaths

— comnarlsnn fell above the upper control limit were peaks of COVID-19. Figure 1 below indicates that the

number of deaths in scope in 2022/23 and in Q1 2023/24 using the previous scope, fall within

against historic R
SCONE "
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The following two pages detail data (updated as at 25/09/23) for deaths as
follows:

Table 3: Deaths occurring in 2022/23 (reported and reviewed under the
Trust’s updated Learning from Deaths arrangements)

Table 4: Deaths occurring in 2017/18 - 2021/22 (reported and reviewed
under the Trust’s previous Mortality Review arrangements)

17/11/2023

P.26





NHS

E:?fii?ﬁ%ﬁhip University SAFETY FI HST, SAFETY M.W‘ws

TABLE 3: SUMMARY OF 2022/23 MORTALITY DATA (UPDATED AS AT 25/09/2023)

Q1
current

Q2
current

Q3
current

Qs
current

YTD
Current

Total deaths reported on Datix 114 115 130 161

(2]
N

Total deaths reported on Datix confirmed in scope of learning from deaths policy to date

(o)}
ey

Total inpatient deaths

Total nursing homes deaths

Total deaths subjected to Stage 1 learning from deaths review on Datix (or equivalent under EDAP or LeDeR processes) 111 112 123 1

w
w

Total deaths awaiting completion of Stage 1 review

Total deaths closed at Stage 1 and learning ascertained

(&1
~
~
(o)}

1

o
o

Total deaths referred on for Stage 2 clinical case note review

N
S
-
>

Total deaths referred on for Stage 2 thematic review (diagnosis of psychosis)

[any
w
[uny
[N

=
<]

Total deaths referred on for Patient Safety Incident Response Framework (PSRIF) review (Stage 3)

N
0o
=
N

Total deaths for which Stage 2 review complete and learning ascertained

=
IS

Total deaths for which PSIRF review complete and learning ascertained

-

<
N
i

Total deaths undergoing Essex Drug and Alcohol Partnership (EDAP) multi-agency collaborative review processes

[
[

[y

[

Total deaths undergoing LeDeR (national learning disability mortality review) processes

Total deaths for which level of review under determination

=
o

Assessed as more likely than not due to PIC

N
wv N

Assessed as not more likely than not due to PIC

00
N
~
a

101

Assessment of likelihood of death being due to PIC still underway

i
w
w
=

126
52

Not applicable (EDAP and LeDeR reviews utilising different methodology)

[N
IS
=

16

w| oo
E- NS wvi
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APPENDIK3 -
Previous years
mortality data
2011/18 -2021/22

Table 4: Summary of deaths closed

Year Number Number % closed % closed % closed % closed %
of deaths | closed at Grade at Grade at Grade at Grade deemed
in scope * 1 desktop | 2 clinical 3 critical 4 serious more
review case note | incident incident likely
review review review than not
due to
PIC
2017/18 248 248 60% 5% 0.5% 35% 1%
2018/19 235 235 63% 8% 0% 29% 4%
2019/20 228 228 64% 7% 0.5% 29% 2.5%
2020/21 311 311 73% 4% 0% 23% **0.3%
2021/22 195 190 67% 4% 0% 26.5% **0%

* Note: Scope in place 2017/18 — 2021/22 under Mortality Review Policy was different to scope
from 2022/23 onwards under Learning from Deaths Policy

** Note: From 01/05/21 on introduction of the Patient Safety Incident Response Framework (PSIRF)
arrangements until 01/04/22 (introduction of Learning from Deaths arrangements), the Trust did not
undertake this determination for deaths reviewed via PSIRF arrangements as the focus of this
methodology was on quality learning outcomes. The determination was made for all other deaths in
scope.

The five death reviews remaining open for 2021/22 deaths are as follows:

e 1 death for which further information is awaited from operational services to determine the
level of review to which the death should be subjected

e 4 deaths still undergoing PSIRF review — 2 of these reviews have been completed and are
awaiting consideration and sign off via the Trust’s governance process; and the remaining 2
reviews are on-going Patient Safety Incident Investigations

17/11/2023
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ESSEX PARTNERSHIP UNIVERSITY NHS FT

BOARD OF DIRECTORS

SUMMARY REPORT PART 1 31 January 2024
Report Title: Learning from Deaths — Quarterly Overview of Learning
and Data (Quarter 2 2023/24)
Executive/ Non-Executive Lead: Frances Bolger,
Interim Executive Nurse
Report Author(s): Michelle Bourne,
Project Lead
Report discussed previously at: Learning and data included in report considered by:
e Learning from Deaths Oversight Group
e Learning Oversight Sub-Committee
e Quality Committee
Level of Assurance: Level 1 | | Level 2 | v |Level3 |

Risk Assessment of Report

Summary of risks highlighted in this report None
Which of the Strategic risk(s) does this report | SR1 Safety v
relates to: SR2 People (workforce)
SR3 Finance and Resources Infrastructure v
SR4 Demand/ Capacity
SR5 Statutory Public Inquiry v
SR6 Cyber Attack
SR7 Capital
SR8 Use of Resources
SR9 Digital
Does this report mitigate the Strategic risk(s)? Yes
Are you recommending a new risk for the EPUT | No
Strategic or Corporate Risk Register?
Describe what measures will you use to monitor | N/A
mitigation of the risk

Purpose of the Report

This report presents the Q2 2023/24 Learning from Deaths Quarterly Approval
Overview of Learning and Data report, which includes the following: Discussion
¢ An overview of learning resulting from the reviews undertaken under the Information v
Trust’s Learning from Deaths arrangements and actions being taken as a
result.

¢ Information relating to the context of mortality data and surveillance under
the Trust’s Learning from Deaths arrangements (Appendix 1).

¢ Data relating to deaths recorded on Datix for Q2 2023/24 (1st July — 30
September 2023) and updated data for Q1 2023/24 (Appendix 2).

e Updated data for deaths relating to previous years (Appendix 3).

Recommendations/Action Required

The Board of Directors is asked to:
1 Note the contents of the report; and
2 Request any further information or action.
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Summary of Key Issues

1. The Trust implemented a new Learning from Deaths Policy and Procedural Guidelines from 1 April
2022.

2. The attached quarterly report provides an overview of learning resulting from the reviews undertaken
under the Trust’s Learning from Deaths arrangements and examples of actions being taken as a
result. This learning is presented on a monthly basis to the Trust's Learning Collaborative Partnership,
Learning from Deaths Oversight Group and Learning Oversight Sub-Committee. There are immediate
actions taken as a result of learning identified, as well as longer term actions that will form part of the
Trust’s Safety Improvement Plans.

3. The attached report also presents data that the Trust is nationally mandated to report to public Board
meetings on a quarterly basis — i.e. the number of deaths in scope; the number reviewed and level of
those reviews; and the assessment of problems in care. There are no issues of concern to note from
the Q2 data, which is in line with that of previous quarters.

4. The new scope for deaths included within the Trust’s Learning from Deaths arrangements has brought
a larger number of deaths into scope, enhancing the Trust’s ability to learn from deaths. At the point of
extracting the data, a total of 73 Stage 1 reviews had been undertaken by local service managers in
relation to deaths occurring between 01/07/23 — 30/09/23 to ascertain learning and identify those for
further detailed review. This is a review stage that did not form part of the previous Mortality Review
arrangements and has thus increased reflective practice and the Trust’s ability to identify learning
locally.

5. As part of the Trust’s mortality surveillance arrangements, a comparison to the categories under the
previous Mortality Review arrangements is also undertaken whilst a longer period of comparative data
under the new arrangements is built up. This enables identification of any increases in death numbers
against the previous scope categories which are outside of Statistical Process Control limits and
should thus be investigated further. Again, there are no issues of concern to note.

6. It should be noted that the data for this report was extracted as at 10/11/23. Any updates to information
after this date will be included in future reports.

Relationship to Trust Strategic Objectives

SO1: We will deliver safe, high quality integrated care services

S0O2: We will enable each other to be the best that we can

S03: We will work together with our partners to make our services better
S04: We will help our communities to thrive

Which of the Trust Values are Being Delivered

NESENEN

1: We care v
2: We learn
3: We empower v

Corporate Impact Assessment or Board Statements for Trust: Assurance(s) against:

Impact on CQC Regulation Standards, Commissioning Contracts, new Trust Annual Plan & v
Objectives
Data quality issues v

Involvement of Service Users/Healthwatch

Communication and consultation with stakeholders required
Service impact/health improvement gains 4
Financial implications:
Governance implications
Impact on patient safety/quality
Impact on equality and diversity

AN
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| Equality Impact Assessment (EIA) Completed | ¥YES/NO | If YES, EIA Score | |
Acronyms/Terms Used in the Report
LDOG | Learning from Deaths Oversight MRSC | Mortality Review Sub-Committee
Group
EPUT | Essex Partnership University NHS LOSC | Learning Oversight Sub-Committee
Foundation Trust
LeDeR | National Mortality Review Programme | SMI Severe Mental lliness
for Learning Disability Deaths
PSIRF | Patient Safety Incident Response EDAP | Essex Drug and Alcohol Partnership
Framework

Supporting Reports, Appendices or further reading
Attached:

¢ Report: Learning from Deaths — Quarterly Overview of Learning and Data (Q2 2023/24).

¢ Appendix 1: Context of mortality data and surveillance under the Trust’s Learning from Deaths Policy.
e Appendix 2: Summary of Quarter 1 and Quarter 2 2023/24 mortality data.

e Appendix 3: Summary of previous years mortality data

“National Guidance on Learning from Deaths” Quality Board March 2017:
https://www.england.nhs.uk/wp-content/uploads/2017/03/ngb-national-quidance-learning-from-

deaths.pdf

“Implementing the Learning from Deaths framework: Key requirements for Trust Boards” NHS
Improvement July 2017:
https://improvement.nhs.uk/uploads/documents/170720 Implementing LfD -
information for boards proofed v2.pdf

—

v

-,
|

L g€ (-

Frances Bolger
Interim Executive Nurse
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PURPOSE OF REPORT

This report sets out:

An overview of learning resulting from the reviews
undertaken under the Trust’s Learning from Deaths
arrangements since the last report to the Board of
Directors (November 2023) — ie learning identified
between September — November 2023;

Information relating to the context of mortality data
and surveillance under the Trust’s Learning from
Deaths arrangements in place since 1st April 2022
(Appendix 1);

Data relating to deaths recorded on Datix for Q2
2023/24 (1st July — 30t September 2023) and
updated data for Q1 (Appendix 2); and

Updated data for deaths relating to 2022/23 and
previous years (Appendix 3).
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The aims of the Trust’s Learning from The Trust sets out to achieve these aims

Deaths Policy are to provide a robust by:

governance framework for undertaking « ensuring that deaths that occur within

mortality review in order to:

improve the safety of the care we
provide to our patients, and improve our
patients’, their families” and carers’
experience of it;

further develop systems of care to
continually improve their quality and
efficiency;

improve the experience for patients, their
families and carers wherever a learning
issue from the review of deaths is
identified;

improve the use of valuable healthcare
resources; and

improve the working environment for
staff in relation to their experiences of
reviewing deaths and associated reviews
/ investigations.

the Trust are subjected to appropriate
review based on the circumstances of the
death which enables any good practice,
or conversely problems in care, to be
identified on an individual basis;
ensuring that any problems in care for
individual cases are addressed
appropriately and appropriate actions
taken in relation to that death;

ensuring that any good practice and
lessons learnt are shared across the Trust
where appropriate and local actions
taken to ensure that good practice is
increased and improvements in care are
implemented across the Trust where
necessary; and

ensuring that the Trust has a corporate
oversight of deaths of patients in its care
and identifies any trends or themes of
concern or good practice emerging which
may require further investigation and
action.
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LEARNING FROM
DEATH REVIEWS
septemhber -

November 2023

This section on learning details:

Sources of learning

Examples of good practice identified
Learning emerging from Stage 1 reviews
Learning emerging from Stage 2 reviews
Learning emerging from PSIRF reviews

Examples of actions being taken to address and action learning from learning
from deaths reviews

Sources of learning:

Completed Stage 1 local service reviews
Approved Stage 2 clinical case note reviews

Approved Stage 3 (Patient Safety Incident Response Framework - PSIRF)
reviews

Completed Essex Drug and Alcohol Partnership (EDAP) multi-agency
collaborative reviews

Completed National Learning Disability and Autism Mortality Review
Programme (LeDeR) reviews

18/01/2024
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Examples of good
practice
identified in
reviews
september -
Hllwemller 2023

Patient accessed timely care from the Crisis Response Team and subsequently
from Home First when in crisis. Patient was referred to the community team
who carried out a joint review to establish their needs post-crisis. Patient was
identified as needing specific treatment that was facilitated and carried out in
a relatively brief timeframe. Community team communicated with psychology
team to ascertain what other support could be offered before closing down the
referral. Patient was actively engaging in therapy at the time of his death.
Cause of death physical health related.

Patient had a Patient Initiated Care Plan (PICP). At the time of their death the
Social Care Review Team were actively involved, had assessed the patient,
and made a number of arrangements in order to get the funded care package
in place.

Patient was being nursed under End of Life care with a Do Not Attempt
Resuscitation in place with the son's involvement.

Patient had good input from their previous care co-ordinator who was
engaging with them every couple of weeks, more when they felt the patient’s
mood was low. Current care co-ordinator had seen patient twice since April
but had been in contact with care home for updates and appears to have had
a good relationship with the patient.

18/01/2024
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Examples of good
practice
identified in
reviews
Septemher -
Elztivemher 2023

Patient had a poor history of engagement — however staff involved had
attempted to manage this despite high caseload numbers. There was evidence
that staff had been concordant with the positive engagement policy.

Team responded well and in a timely manner when calls came in with
concerns and when Hospital Liaison asked them to review the patient in
hospital.

There is clear evidence that the Care Co-ordinator engaged or attempted to
engage with the patient frequently and consistently. There are several such
contacts recorded each month. The fact that the Care Co-ordinator discussed
the care in caseload supervision and there was a clear plan around how to
manage the poor engagement was documented.
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learning lhemes CONTINUING THEMES:
emerging 'rnm e Often cause of death is not available at the point of completing Stage 1

review — limits conclusions (and causes issues re timing of PSIRF / Stage 2

Staue 1reviews reviews)

en emher — e Opportunities to strengthen communication to improve care of service user

N I] 2023 and following death:
l‘?“em er o With individuals (eg proactively encouraging face to face contact when

telephone appointments undertaken)

o With partner agencies (eg potential for closer contact with GP;
communication with acute Trust to facilitate effective discharge; sharing
feedback with hospital liaison teams; obtaining detailed information
relating to deaths from some care homes)

 Majority of the deaths reviewed are from physical health causes (both rapid
deteriorations and long term conditions) - opportunities to strengthen
management of physical health issues:

o Monitoring of physical health of patients in community and supporting
access to physical health care (eg appropriate action in terms of patient
refusals to eat and drink; supporting compliance with physical health
medication regimes; having knowledge of DNACPR status)
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[} H _ .
I.earn"_lg “Iﬂmes Need to ensure proactive follow up of disengagement - eg importance of
emerglng 'rom face to face contacts with clients, more robust monitoring for Do Not Attends /

GP referrals, active re-organising of appointments when patients cancel

Stage 1reviews

en emher — e Clients not open to services at time of death — eg Coroner Do You Know?

November 2023
(2)

e Record keeping - eg clearly documenting the care plan, clearly and regularly
documenting actions that are being taken, documenting follow up plans eg to
GP

 Strengthening care planning arrangements - eg examples as above
+ Ensuring an appropriate discharge plan is put in place which is adequate to
the patient’s needs

+ Challenges of maintaining knowledge of patients who are in prison / when
they are to be released and return to case load etc (this is the subject of a
Quality Improvement Initiative in the Trust)

EXAMPLES OF NEW LEARNING:

« Ensuring all staff working in the identified service have undertaken validation
of death training

18/01/2024 P.8





NHS|

Essex Partnershlp University

SAFETY FIRST, SAFETY ALWAYS

Learning themes
emergméll from
Stage inical
Case Note
Reviews
September -
November 2023

STAGE 2 CLINICAL CASE NOTE REVIEWS:

« Three Stage 2 Clinical Case Note reviews have been approved in the three month
period to end November 2023. Key learning emerging from those reviews was as
follows:

Physical health: Venous thromboembolism (VTE) assessments should be
undertaken routinely on admission to inpatient units and, where there is the
slightest suspicion of DVT, it is advisable to undertaken a D-Dimer to exclude
any DVT.

Record keeping: Information regarding patient wishes relating to transfers to
acute settings especially in end of life scenarios should be clearly documented
on SystmOne (Electronic Patient Record system) as high priority reminders.

Integrated working with partner agencies: A more integrated approach,
especially between EPUT, GP and Haven services may have encouraged a more
holistic approach to the patient’s end of life care.

18/01/2024
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I'aarnll.lg tnemes END OF LIFE CARE REVIEWS:
emer II_‘ 'rnm Importance of prescribing of anticipatory medications by primary care in a timely
End o1 Life care manner

— » Lack of clear information for patients / families / carers in terms of the start and
re“Iews finish times of Community Integrated Team working could result in delay in

sentemher — symptom management.

Importance of timely discussion and agreement with patients and families in terms

Nn“emhar 2023 of Do Not Attempt Resuscitation (DNACPR) orders, including by primary care.

+ Importance of appropriate management of Implantable Cardioverter Defibrillators
(ICD) at End of Life.

18/01/2024 P.10





NHS|

Essex Partnershlp University

SAFETY FIRST, SAFETY ALWAYS

Learning tnemes
Glllﬂr!llllﬂ from
EDAP muliti-
496Nncy
collahorative
reviews
septemhber -
November 2023

ESSEX DRUG AND ALCOHOL PARTNERSHIP (EDAP) MULTI-AGENCY
COLLABORATIVE REVIEWS:

*+ Good practice examples included:
« Good liaison and communication between services
« Good multi-agency working, regular joint appointments
« Client engaging well and harm minimisation discussed

+ Learning examples included:

 Record keeping - importance of recording all discussions (formal and
informal), importance of recording everything accurately and in a timely
manner (including Do Not Attends), if there is a delay in documenting notes
the reason for the delay should be documented

« Importance of timeliness of interventions - utilisation of examples of
importance of timely intervention within public health information for service
users.

« Good practice to breathalyse clients if known to be using alcohol due to risks
of mixing alcohol and illicit drug misuse

« No evidence of follow up when clients are advised to go to A&E / GP.
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Learning

emerging froma

thematic review

of non-patient

safety incident

related deaths of
atients with
gvere Mental
liness

A thematic review of n.15 non-Patient Safety Incident related deaths of patients with
Severe Mental Iliness (2020-22) has been undertaken by the Trust’s Nurse Consultant
in Physical Health and the key learning was identified as follows:

Physical health monitoring and cardio-metabolic screening remains crucial
Integration with primary care should enable seamless care

Communication with acute care partners, especially relating to antipsychotic use,
can help identify concerns

The Electronic Patient Record should reflect intensity of interventions to physical
health promotion

Assurance regarding primary care involvement is needed in the Electronic Patient
Record

Involvement of agencies that support healthy lifestyles should be facilitated - eg
Equally Well

Facilitate access to lifestyle services.
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Learning themes
emerging from
PSIRF reviews
approved
September -
November 2023

Similar themes continue to emerge from the review of deaths under the Patient
Safety Incident Response Framework (PSIRF) as follows:

e Communication with / involvement of others - particularly other EPUT teams
or partner agencies

e Record keeping
e Clinical care

» Referrals

+ Staffing

e Training

e Environment

« Disengagement
* Medications

¢ Policy and Process
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e Local immediate actions by services - eg liaison with out of hours services to
Examnles 0' provide information about contact points and hours of availability of core
integrated services to ensure timely response to symptom management for

actlons helng end of life patients, creation of a log of anticipatory medications issues by the
- Trust’s EOL Care Lead to inform system wide discussions to improve, improved
taken In res nnse transfer processes put in place between Essex Young Peoples Drug and Alcohol
tn Iearning rnm Service (EYDAS) and Child and Adolescent Mental Health Services (CAMHS),
training to be provided for ambulance services on deactivation of ICDs.
deaths [1] - Stage Learning presented to and considered monthly by Learning Collaborative
1 a“‘l 2 rE"Iews Partnership - included in Trust communications such as Lessons Learned

Bulletin and 5 Key Messages as appropriate.

« Learning used to inform topic areas for “Learning Matters” MST development
sessions - eg lessons learned from specific deaths, learning from incidents
(sharing learning from PSIRF reviews and examples of where learning has
been successfully embedded into practice), engaging disengaging patients
(providing an overview of methods and techniques that can be used to
positively engage with patients).

e Thematic learning being used to inform the Trust’s Safety Improvement Plans.

e Sharing of local learning from Stage 2 reviews is being co-ordinated by
Deputy Directors of Quality and Safety (DDQSs), working with local clinical /
service leaders to identify and implement change. The learning is also being
used to inform subject matter for quarterly learning events being designed
and delivered for each Care Unit by DDQSs.
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Examnles 0' e Examples of specific actions arising from reviews that are being pursued include:
acllons neln o Work has commenced to strengthen data flows to the Trust for receipt of

g information on confirmed causes of death - including liaison with the
taken In res nnse Regional Medical Examiners Office and systems leads for shared care records.
t I o The Integrated Care Boards have been involved in considering the learning

0 ea"“n rom emerging from the thematic review of non-patient safety incident deaths of

deaths [2 — Stage patients with Severe Mental Iliness (SMI) and have facilitated attendance at

- their system wide meetings to enable feedback of learning to other system

1 a“d 2 rE‘,Iews partners including the acute Trusts, GPs etc. The Trust’s Nurse Consultant in
Physical Health will be attending the system Physical Healthcare Conference
in January 2024 to present their findings and actions that would strengthen
holistic services.
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Exam Ies 0'  Multi-disciplinary work being facilitated to address Trust wide issues - eg :
n o Physical health - learning from deaths lead continues to link with Trust leads

actions heing

taken in response .
to learning from
deaths (3] - Stage .
1and 2 reviews

for physical health and the care of the deteriorating patient to ensure
learning continually informs work in these areas

Terms of reference are now in place for the Quality Improvement Initiative to
review and strengthen the pathways between prison healthcare and EPUT
services and the multi-agency group to take this forward is being established

A Dual Diagnosis Learning Implementation Group is now operational to
consider specific learning emerging from the review of deaths of dual
diagnosis clients and to jointly agree actions to be taken across EPUT and
Essex Drug and Alcohol Partnership services. Actions taken to address
learning identified from deaths include increased partnership working
between mental health and EDAP services including Dual Diagnosis workers
across localities, the introduction of a Transition Clinician to assess and
manage clients initially following transfer from another service, joint
assessment and care planning by the Home Treatment Team (HTT) and First
Response Team (FRT) prior to discharge from the HTT to FRT, development
on-going of a system care plan template whereby all aspects of care (eg
physical health, mental health etc) will be recorded on one care plan.
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Examples of
actions heing

to learnin
deaths (4] -

The process for taking forward learning from deaths reviewed under PSIRF is as follows:

Action responses to Patient Safety Incident Investigations are managed locally within Care
Units and are in direct response to the individual circumstances and services involved.

The learning response methods used as part of the PSIRF review processes ensure that
actions are localised and meaningful to the teams involved and are in context to the specific
circumstances.

Horizon scanning and thematic reviews have been carried out to identify broader
organisational learning. These have identified certain conditions for safety and are currently
listed in the Trust’s Patient Safety Incident Response Plan (PSIRP) as core elements to
consider within the organisations Safety Improvement Plans.

This developmental evaluation adopts PSIRF’s system thinking approach to safety, whereby
any tangible action plans remain localised within Care Unit governance processes and are
reported through the Trust’s operational Assurance Framework.

Immediate learning through the on-going work under the PSIRF framework is communicated
regularly through the 5 key messages bulletin agreed with the Patient Safety Partnership
Group.

The Trust is also developing a Safety Learning Management System - this is a database that
can be used to undertake horizon scanning and thematic reviews using a digital platform
rather than the manual approach that has been used in the past to carry out these specific
learning response methods.

Examples of actions taken in response to specific reviews of deaths via the PSIRF process
include carer link worker now attending MDT meetings to allow for discussions between
clinicians and the link worker; establishment of an “allocations inbox” monitored by the
Team Manager and reviewed at the Senior Allocations Meeting to ensure all patients referred
for allocation are identified and followed up as clinically appropriate; implementation of a
new digital dashboard called Management and Supervision Tool (MaST) which further assists
in monitoring caseloads, actions and risks; and development of a “Transfer of Care - Care
Coordinator to Care Coordinator” template.
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« The context for the collection and reporting + To comply with the National Guidance on

of mortality data under the Trust’s Learning Learning from Deaths, this details:
M“HTA[ITY nnTn - from Deaths arrangements (2022/23 and e the number of deaths in scope;
2023/24) is outlined in Appendix 1. This o the.number of these deaths subjected to
0ntext includes details of the deaths which are FEVIEW; ¢ rovi .
mandated for report on the Trust’s incident * the va.el ° rg.\"e,:vdtf) WZ'Ch the deaths
management system (Datix) and review. are being suvjected; an

. e the determination of whether or not the
« Regardless of the mandatory requirements deaths were more likely than not to have

for a formal review f:letailed in Appendix 1, been due to problems in care.

services are also being encouraged to report « A review of mortality data processes and
on Datix all deaths that are brought to their reporting has been undertaken within the
attention. This increases the Trust’s ability Trust and refinements put in place to

to identify potential learning opportunities. streamline and automate some previously
These additional reported deaths are also manual processes, utilising more advanced
included in the data for Q1 - Q4 2022/23 technologies available to the Trust.

and Q1 - Q2 2023/24. e This has included the building of an

additional section on Datix which is now
completed for every death reported. This
enables corporate oversight of progression
of the death through the learning from
deaths review processes and of the outcome

+ It should be noted that data in this report
was extracted as at 10/11/23. Any updates
to information after this date will be
included in future reports.

* Detailed mortality data is presented to the of reviews, previously undertaken manually.
Learning from Deaths Oversight Group and e The refinements made are intended to
Learning Oversight Sub-Committee for strengthen efficiency, accuracy and
review and approval. resilience in the production of meaningful

*+ A summary of mortality data for Q1 - Q2 data.

2023/24 is attached at Appendix 2; and e The new processes have been utilised for
for previous years at Appendix 3. the production of Q1 2023/24 data onwards.
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Summary of
Quarter 2 2023/24
mortality data (1)
Refer Appendix 2

Total number of deaths reported: There were a total of 126 deaths reported on Datix for
Q2 2023/24 (including those not falling within the scope for mandatory reporting). This is
significantly lower than Q1 2023/24 which was 171. However this differential has been
identified to be related to the stand down in agreement with the Integrated Care Boards in
July 2023 of a retrospective reporting exercise for Therapy for You deaths which informed a
thematic review of those deaths. For Q2, there were 53 less Therapy for You deaths
reported than in Q1, which accounts for the differential. Some of the deceased clients had
been in receipt of services from more than one service from EPUT and there were a total of
133 Datix reports made in respect of the 126 deaths.

Total number of deaths in scope for mandated reporting: To date, a total of 48 deaths
in Q2 2023/24 have been deemed in scope for mandated reporting (Stage 1 reviews are
still awaited for 30 deaths which is required to determine whether they are in scope for
mandated reporting). This total is broadly in line with the number of deaths confirmed as
within the scope for mandated reporting in 2022/23 (Q1 - 62 Q2 - 61 Q3 - 55 Q4 - 58)
and in Q1 2023/24 which is 56. The deaths reported on Datix over and above these
mandated deaths provide opportunities for the Trust to learn from deaths and staff will be
encouraged to continue reporting.

Inpatient / Nursing Homes deaths: Of the 126 deaths reported in Q2, 3 were inpatient
deaths and 5 were nursing home deaths. All of the 3 inpatient deaths and 5 nursing homes
deaths have been confirmed as due to natural causes. An additional 3 deaths have been
identified as occurring shortly after transfer from an EPUT inpatient unit to an acute Trust
ward due to deteriorating physical health. Again, all deaths have been confirmed as due to
natural causes.

LeDeR reporting validation: All reported Learning Disability deaths (n.5) in Q2 2023/24
have been reported to the national LeDeR programme.

Level of review: Thus far, 48% of deaths in Q2 2023/24 have been closed at Stage 1; 7%
have been referred for Stage 2 Clinical Case Note Review or Stage 2 Thematic Review; and
12% have been referred for Stage 3 full PSIRF review. Table 2 in Appendix 2 details how
these proportions compare with previous years.
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Summary of

Quarter 2 2023/24
mortality data (2)
Refer Aupendix 2

Stage 1 reviews: A total of 73 Stage 1 learning from deaths reviews have been conducted by a
local service manager in respect of the 126 deaths in Q2. This enables learning to be identified as
well as identifying those deaths which should be subjected to a further detailed review. This is a
review stage that did not form part of the previous Mortality Review arrangements and has thus
increased reflective practice and the Trust’s ability to identify learning locally. The timeliness of
completion of Stage 1 reviews is monitored on a monthly basis by the Learning from Deaths
Oversight Group and any concerns addressed. At the point of preparing data, there were a total of
30 outstanding Stage 1 reviews for Q2 deaths.

Stage 2 (clinical case note) reviews: A total of 9 deaths in Q2 have been identified for Stage 2
mortality clinical case note review / thematic review thus far, and will be commissioned as capacity
allows. None have yet been completed.

Stage 3 (PSIRF) reviews: A total of 16 deaths in Q2 have been identified for PSIRF review.

Completion of Stage 2 and Stage 3 (PSIRF) reviews: Continued progress was made over the
quarter with completion of Stage 2 and Stage 3 reviews relating to 2022/23 deaths, with 100 now
completed set against a total of 80 completed in the Q1 report to the Board of Directors. The
completion of PSIRF reviews, due to their nature, is prioritised over completion of Stage 2 reviews
and there is some slowing of progress of completion of Stage 2 reviews due to capacity. This is
monitored by the Learning from Deaths Oversight Group and mitigating actions to ensure
timeliness of review and learning identification are being pursued.

Problems in care assessment — There are 0 deaths for Q2 thus far that have been assessed as
being more likely than not due to problems in care by EPUT. The assessment is still to be
determined for 77 deaths in Q2. For 2022/23, 3 deaths thus far have been assessed as being more
likely than not due to problems in care by EPUT with the assessment still be to determined for 125
out of the total of 520 deaths for the full year. This includes deaths closed following PSIRF review
as the assessment of problems in care has been paused whilst further research is undertaken
with relevant national / regional / ICB and neighbouring Trust colleagues in terms of an
appropriate approach to making this determination given that the PSIRF methodology has
not been designed for this purpose. This data will continue to be updated in future reports as
reviews are completed and the likelihood is determined.
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nssassment 0' Qz « An analysis has been undertaken of the Q2 2023/24 data using the

2023/24 [Iata previous “scope” categories and reporting groupings, in order to identify
any trends of potential concern in relation to death numbers in

agaiIISt nIStorlc established categories (as substantial historic data under the new

[' groupings does not yet exist). This indicates that reported numbers of
scone 0' deaths are in line with numbers reported under the previous

mnrtalltv arrangements for periods not impacted by COVID-19 and that the service
breakdown also remains consistent with previous months.

s“rVEIIIancel - « Currently the number of deaths in Q2 2023/24 falling within the previous

ﬂg’g’ﬂ””gﬂ”lxz scope (n. 33) is lower than for previous quarters. However this is again
potentially related to the fact that there are a number of Stage 1 reviews
requiring completion and thus these deaths awaiting Stage 1 review have
not been assigned to a confirmed category. However, even if all those
awaiting completion indicated a death that would fall within the previous
scope categories, this would result in figures significantly within the upper
control limit thus figures do not indicate a cause for concern. Figure 1 in

Appendix 2 indicates that the number of deaths in scope in Q2, using the
previous scope, fall within control limits.
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summary of

Mortality data for previous years (2017/18 - 2022/23) is attached at

A dix 3 detailing th dated ' ts of the Nati I
previous years Lemrning from Deaths Guidance. oo
F%‘o'rl%allltv data * Insummary:
« 2022/23 data is presented in the new format and indicates that,

2022/23] since the last report to the Board of Directors:
ﬂﬂfﬂfﬂﬂﬂﬂ[]ﬂi}{ﬂ + 1 death has been closed at Stage 1 review

« 1 death has been closed at Stage 2 (clinical case note) review
« 19 deaths have had a Stage 3 (PSIRF) review approved
« 1 death has been referred for Stage 2 thematic review

e 5 reviews for deaths in 2021/22 remain open (4 x PSIRF reviews
and 1 x under determination). These all continue to be actively
progressed.

e The significant majority of deaths have been assessed as definitely
less likely than not to have had problems in care which may have
contributed to the death.
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coucl“SIONs ANn «  This report provides information in relation to the learning emerging from
reviews of deaths being undertaken under the learning from deaths
ncTIGNs HEQ“IREB arrangements; as well as mortality data mandated for report and data to

support mortality surveillance.

« It also provides assurance that the learning emerging is being acted upon,
with examples provided of actions taken in response to the learning identified.

+ The analysis of the data indicates that there are no matters of concern in
terms of mortality data surveillance for Q2.

 Given the outcomes outlined, it provides the Trust Board of Directors with
assurance that there are robust processes in place in line with national
guidance to review deaths appropriately, forming part of the Trust’s processes
for continually reviewing and ensuring that patients are receiving safe, high
quality care. It also highlights the work that has been undertaken, and
continues, to strengthen mortality data reporting processes and implement
refined processes.

e The Board of Directors is asked to note the information presented; and
request any further information or action.
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APPENDIX 1
Mortality Data -
Context (1)

From 1st April 2022, new arrangements for learning from deaths were implemented
across the Trust. This included a new definition for deaths which would be in scope for
consideration for mandatory individual mortality review in the Trust. This is as follows:

All deaths that have occurred within Trust inpatient services (this includes mental
health, community health and learning disability inpatient facilities).

e All deaths in a community setting of patients with recorded learning disabilities or
autism. All deaths of patients with recorded learning disabilities or autism, whether
in an inpatient or community setting, will be referred into the national LeDeR
programme and are thus subject to different review processes than other Trust
deaths.

e All deaths meeting the criteria for mandatory review under the Trust’s Patient Safety
Incident Response Framework (PSIRF) - both the nationally and locally determined
categories. The review undertaken under the PSIRF constitutes the review of the
death for the purposes of the Learning from Deaths Policy and Procedural Guidance.

e Any other deaths of patients in receipt of EPUT services not covered by the above
that meet the national guidance criteria for a Stage 2 Clinical Case Note Review.
These deaths will be any deaths where:

o Family, carers or staff have raised concern about the care provided; or
o The death was unexpected and the individual:

= had a diagnosis of psychosis (including schizophrenia, bi-polar, episode of
non-organic psychosis, personality disorder, complex and severe
depression) or eating disorder during the last episode of care;

= was an inpatient at the time of death or had been discharged from EPUT
inpatient care within the last 30 days;

= was under the care of a Crisis Resolution Home Treatment Team at the
time of death.
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- In addition, deaths of clients under the care of services provided by EPUT as part of
the drug and alcohol services care pathway (EDAP) are subject to specific reporting
- and mortality review processes including a collaborative multi-agency review. These
Morlallt nata — deaths are therefore also included within mortality surveillance data.
contexl 2] + Regardless of the above mandatory requirements for a formal review, services are
being encouraged to report on Datix all deaths that are brought to their attention.

This increases the Trust’s ability to identify potential learning opportunities. These
additional reported deaths are also included in the data for 2022/23 and for Q1 - Q2
2023/24. It should be noted that this will not reflect negatively on the Trust in terms
of potential to appear as an “outlier” set against other Trusts mortality figures. The
national guidance was clear that, given there is no standard national definition for
deaths that should be included in Trust mortality data, no comparison or
benchmarking should take place between Trusts — the data should be used solely
internally to the organisation to support mortality surveillance and quality
development. We are however starting to explore with other local mental health trusts
their approach to reporting deaths and data provision to establish whether it is
possible to locally determine a defined scope for reporting and benchmarks etc.

« As the scope of deaths included has changed from the previous mortality review
arrangements, there is no historic data prior to Q1 2022/23 against which to make
comparisons. As a result, as well as analysing the data under the new arrangements,
the data for 2022/23 and for Q1 - Q2 2023/24 has also been analysed using previous
scope arrangements in order to provide assurances that the Trust is not experiencing
increases in death numbers across key services against historic data. A decision will
need to be taken in due course in terms of the period of time such analysis will be
undertaken under both methodologies (ie at what point the Trust is satisfied that
there is sufficient historic data under the new arrangements to provide assurances).
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« Under the new Learning from Deaths arrangements, the previous 6 point scale for

APPENnIx 1 assessing problems in care has been replaced with the Royal College of Psychiatrists

- structured judgement review tool version which requires determination of whether a
Morlalll nata — death was “more likely than not to have resulted from problems in care delivery or

service provision” by EPUT. All deaths closed at Stage 1 are automatically deemed to

be less likely than not to have resulted from problems in care. Deaths reviewed
ontexl under the Patient Safety Incident Response Framework (PSIRF) from 01/05/21 were

not subject to this determination as the methodology encourages focus on quality
learning outcomes. A local methodology was initially put in place to make this
determination for deaths reviews under PSIRF from 01/04/22; however this has now
been paused whilst further research is undertaken with relevant national / regional /
ICB and neighbouring Trust colleagues in terms of an appropriate approach to
making this determination for deaths reviewed under PSIRF given that the PSIRF
methodology has not been designed for this purpose. This approach to PSIRF deaths
is reflected in the data in Appendix 2 & 3.

* The Trust’s established mortality data dashboard was amended from 1st April 2022
to enable recording of data in line with the new arrangements, whilst still retaining
the ability to use the process as a validation exercise to ensure deaths are reported
on both Datix and clinical information systems and that learning disability deaths
have been reported to the national LeDeR mortality review programme. A validation
exercise between Datix and Clinical Information Systems is undertaken each quarter
and actions taken to ensure deaths are reported appropriately on both systems.
Work has been undertaken with the Trust Datix, systems and information teams to
review the mortality data reporting processes to streamline and automate
previously manual processes based on developments over the past year and new
technologies available to the Trust since original establishment of the dashboard
arrangements. This has resulted in a further refined dashboard process for data
from 1st April 2023 which continues to enable the above validation.

. It should be noted that data in this report was extracted as at 10/11/23. Any
updates to information after this date will be included in future reports.
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The table on the following page provides a summary of mortality data for Q2
2023/24 (and updated Q1 data). The following “Notes” are referenced in the left
hand column of the table.

022023/24
mortalltv dala 1) There were a total of 126 deaths reported on Datix for Q2 2023/24 (including

those not falling within the scope for mandatory reporting). Some of the
deceased clients had been in receipt of services from more than one service
from EPUT and there were a total of 133 Datix reports made in respect of the
126 deaths.

2) 1in Q1 and 3 in Q2 of these deaths occurred after transfer from EPUT inpatient
unit to acute Trust.

3) These figures denote the total number of Stage 1 reviews completed in full and
the number that are actively awaited. When it is identified immediately that
the death did not fall within the scope of the Trust’s Learning from Deaths
review arrangements as the patient had not been under the care of the Trust
services within the 6 months leading up to the death or the death had
immediately been identified for PSIRF review, it is not necessary to complete a
full Stage 1 review.

4) 1 EDAP death included in the Q1 report has been deemed as out of scope as
the client had only had historic contact with the service.

5) All LD deaths in Q1 and Q2 2023/24 have been reported to the national LeDeR
review programme.

18/01/2024 P.28





NHS

E:?fii?ﬁ%ﬁhip University SAFETY FI HST, SAFETY M.W‘ws

Table 1: SUMMARY OF 2023/24 MORTALITY DATA (UPDATED AS AT 10/11/2023) Q12023/24

Q2
2023/24

Q3
2023/24

Q4
2023/24

Total death reports on Datix Note 1 *181 *133

*126

Relating to x deaths Note 1 *171

Total deaths reported on Datix confirmed in scope of learning from deaths policy to date

Total inpatient deaths Note 2

Total nursing homes deaths

11

Total deaths subjected to Stage 1 learning from deaths review on Datix (or equivalent under EDAP or LeDeR processes) Note 3 **%131

~
N

* %k k 203
43
150
6
16
39

0

[y
w

Total deaths awaiting completion of Stage 1 review

w
o

Total deaths closed at Stage 1 and learning ascertained

[
=
o

Total deaths referred on for Stage 2 clinical case note review

Total deaths referred on for Stage 2 thematic review (diagnosis of psychosis)

=
[N

Total deaths referred on for Patient Safety Incident Response Framework (PSRIF) review (Stage 3)

N
w

Total deaths for which Stage 2 review complete and learning ascertained

Total deaths for which PSIRF review complete and learning ascertained

4

*HAK]7

=
[N

Total deaths undergoing Essex Drug and Alcohol Partnership (EDAP) multi-agency collaborative review processes Note 4

Total deaths undergoing LeDeR (national learning disability mortality review) processes Note 5 *HEXXG

*****10

Total deaths for which level of review under determination 12

Assessed as more likely than not due to PIC

Assessed as not more likely than not due to PIC

=
[
o

Assessment of likelihood of death being due to PIC still underway

~
~

Not applicable (EDAP and LeDeR reviews utilising different methodology)

=
()]

=

=
[
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Table 2: Confirmed levels of reviews under new Learning from Deaths arrangements
compared to previous years

Level of review Number | Asa % of | Number Asa% Average %

of total of | of total under

deaths deaths deaths deaths previous

2022/23 | 2022/23 | 2023/24 | 2023/24 | arrangements

YTD YTD

Total deaths 520 N/A 314 N/A N/A

Closed at Stage 1 289 56% 150 48% 65%

Being reviewed at Stage 2 Clinical 82 16% 22 7% 6%
Case Note Review (to date)

Being reviewed at Stage 3 PSIRF 80 15% 39 12% 29%

(to date)
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Figure 1 below shows the total number of deaths that fell within the scope of the previous
Mortality Review Policy each month in a Statistical Process Control diagram. The “control limits”
APPENnIx 2 (depicted by the horizontal dotted lines) are calculated via a defined statistical methodology
and have been set based on 20 months historical mortality data (April 2017 - November 2018).
2 2023/24 This statistical tool is designed to help managers and clinicians decide when trends in the
number of deaths should be investigated further. If the number of deaths in the month falls
B outside of the control limits this is unlikely to be due to chance and the cause of this variation
morta Itv ata should be identified and, if necessary, eliminated. The two months where the number of deaths
= fell above the upper control limit were peaks of COVID-19. Figure 1 below indicates that the
— comnarlsnn number of deaths in scope in 2022/23 and in Q1 - Q2 2023/24 using the previous scope, fall
within control limits.

] - ]
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—eo—No of deaths —#—Average —+— Lower control limit Upper control limit
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The following two pages detail data (updated as at 17/11/23) for deaths as
follows:

Table 3: Deaths occurring in 2022/23 (reported and reviewed under the
Trust’s updated Learning from Deaths arrangements)

Table 4: Deaths occurring in 2017/18 - 2021/22 (reported and reviewed
under the Trust’s previous Mortality Review arrangements)

18/01/2024
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Table 1: SUMMARY OF 2022/23 MORTALITY DATA (UPDATED AS AT 17/11/2023) Q1

current

Q2
current

Q3
current

Qs
current

YTD
Current

Total deaths reported on Datix 114 115

fany
w
o

161

Total deaths reported on Datix confirmed in scope of learning from deaths policy to date

(2]
N
(o)}
ey

Total inpatient deaths Note 1

Total nursing homes deaths Note 1

Total deaths subjected to Stage 1 learning from deaths review on Datix (or equivalent under EDAP or LeDeR processes) 111 113

[uny
N
w

1

w
w

Total deaths awaiting completion of Stage 1 review

Total deaths closed at Stage 1 and learning ascertained

~
(o)}

100

Total deaths referred on for Stage 2 clinical case note review Note 2

N
S
-
>

Total deaths referred on for Stage 2 thematic review (diagnosis of psychosis) Note 2

[any
w
[uny
[N

Total deaths referred on for Patient Safety Incident Response Framework (PSRIF) review (Stage 3)

-
13
N
0o
=
N
N
N

Total deaths for which Stage 2 review complete and learning ascertained Note 3

Total deaths for which PSIRF review complete and learning ascertained Note 3

=
o
N
~N
Ju
N

Total deaths undergoing Essex Drug and Alcohol Partnership (EDAP) multi-agency collaborative review processes

[

[
[y
[

Total deaths undergoing LeDeR (national learning disability mortality review) processes

Total deaths for which level of review under determination

=
o

Assessed as more likely than not due to PIC

iy

Assessed as not more likely than not due to PIC

]
N
~
N}
=]
=

101

Assessment of likelihood of death being due to PIC still underway

=
wv
w
o
w
(%)

125
52

Not applicable (EDAP and LeDeR reviews utilising different methodology)

[N
IS
=
H

=

16
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APPENDIK3 -
Previous years
mortality data
2011/18 -2021/22

Table 4: Summary of deaths closed

Year Number Number % closed | % closed | % closed | %closed | %
of deaths | closed at Grade | atGrade | atGrade | atGrade | deemed
in scope * 1 desktop | 2 clinical | 3 critical | 4 serious | more
review case note | incident incident likely
review review review than not
due to
PIC
2017/18 248 248 60% 5% 0.5% 35% 1%
2018/19 235 235 63% 8% 0% 29% 4%
2019/20 228 228 64% 7% 0.5% 29% 2.5%
2020/21 311 311 73% 4% 0% 23% **0.3%
2021/22 195 190 67% 4% 0% 26.5% **0%

* Note: Scope in place 2017/18 — 2021/22 under Mortality Review Policy was different to scope
from 2022/23 onwards under Learning from Deaths Policy

** Note: From 01/05/21 on introduction of the Patient Safety Incident Response Framework (PSIRF)
arrangements until 01/04/22 (introduction of Learning from Deaths arrangements), the Trust did not
undertake this determination for deaths reviewed via PSIRF arrangements as the focus of this
methodology was on quality learning outcomes. The determination was made for all other deaths in
scope.

The five death reviews open for 2021/22 deaths remain as follows:

e 1 death for which further information is awaited from operational services to determine the
level of review to which the death should be subjected

e 4 deaths still undergoing PSIRF review — 2 of these reviews have been completed and are
awaiting consideration and sign off via the Trust’s governance process; and the remaining 2
reviews are on-going Patient Safety Incident Investigations

18/01/2024
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SUMMARY REPORT

Report Title:

BOARD OF DIRECTORS

PART 1 7 August 2024

Learning from Deaths — Quarterly Overview of Learning
and Data (joint report Quarters 3&4 2023/24)

Executive / Non-Executive Lead /
Committee Lead:

Ann Sheridan, Executive Nurse

Report Author(s):

Michelle Bourner, Projects

Report discussed previously at:

Learning from Deaths Oversight Group, Learning Oversight
Sub-Committee, Safety of Care Group, Quality Committee

Level of Assurance:

Level 1 |

| Level 2 | v |Level3 |

Risk Assessment of Report ‘

Summary of risks highlighted in this report None
Which of the Strategic risk(s) does this report | SR1 Safety v
relates to: SR2 People (workforce)
SR3 Finance and Resources Infrastructure v
SR4 Demand/ Capacity
SR5 Lampard Inquiry v
SR6 Cyber Attack
SRY7 Capital
SR8 Use of Resources
SR9 Digital and Data Strategy
Does this report mitigate the Strategic risk(s)? N/A
Are you recommending a new risk for the EPUT | No
Strategic or Corporate Risk Register? Note:
Strategic risks are underpinned by a Strategy
and are longer-term
If Yes, describe the risk to EPUT’s organisational | N/A
objectives and highlight if this is an escalation
from another EPUT risk register.
Describe what measures will you use to monitor | N/A
mitigation of the risk
Are you requesting approval of financial / other | No
resources within the paper?
If Yes, confirm that you have had sign off from | Area Who When
the relevant functions (e.g. Finance, Estates | Executive
etc.) and the Executive Director with SRO | Director
function accountability. Finance
Estates
Other

includes the following:

result;

being progressed;

¢ An overview of learning resulting from the reviews undertaken under the
Trust’s Learning from Deaths arrangements and actions being taken as a

Information relating to the context of mortality data and surveillance under
the Trust’s Learning from Deaths arrangements;
Information relating to developments to mortality data processes currently

Purpose of the Report

This report provides the Board of Directors with the Learning from Deaths —
Quarterly Overview of Learning and Data (Q3 & Q4 2023/24) report, which

Approval
Discussion
Information

v
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Data relating to deaths recorded on Datix for updated data for Q1 — Q2
2023/24; Q3 2023/24 (1st October — 315t December 2023) and Q4
2023/24 (1t January 2024 — 31 March 2024).

Updated data for deaths relating to previous years.

Recommendations/Action Required

The Board of Directors is asked to:

1. Note the contents of the report; and
2. Request any further information or action.

1.

Summary of Key Points

The Trust implemented the current Learning from Deaths Policy and Procedural Guidelines from 1
April 2022. Prior to that, the Trust had a Mortality Review Policy and Procedural Guidelines in place.

The attached report is a joint report for Q3 2023/24 and Q4 2023/24. The data and learning was
considered via the Trust’s internal governance structures at the time of production (i.e. Q3 2023/24 —
February / March 2024 and Q4 2023/24 — May / June 2024).

The report provides an overview of learning resulting from the reviews undertaken under the Trust’s
Learning from Deaths arrangements and examples of actions being taken as a result. This learning is
presented on a monthly basis to the Trust’s Learning from Deaths Oversight Group, Learning
Collaborative Partnership and Learning Oversight Sub-Committee. There are immediate actions taken
as a result of learning identified, as well as longer term actions that form part of the Trust's Safety
Improvement Plans.

The attached report also presents data that the Trust is nationally mandated to report to public Board
meetings on a quarterly basis — i.e. the number of deaths in scope; the number reviewed and level of
those reviews; and the assessment of problems in care. Q3 2023/24 data was extracted and analysed
as at 15/02/24 and Q4 2023/24 data was extracted and analysed as at 11/05/24. Any updates to
information after this date will be included in future reports. There are no issues of significant concern
to note from the Q3 or Q4 data, which is broadly in line with that of previous quarters.

Key points of note are:

e As at 15/02/24, a total of 169 deaths had been reported on Datix for Q3 with 40 of those deaths
being “in scope” of the learning from deaths arrangements

e There has been an improvement in the number of outstanding Stage 1 reviews being completed,
with work continuing to ensure that remaining Stage 1 reviews are completed as soon as possible.
In addition, 115 death reviews for Q1 — Q3 have been reviewed by Care Unit leads and closed at
Stage 1 over the past quarter and 3 Stage 3 PSIRF death reviews have been approved in the past
quarter.

o As at 11/05/24, a total of 143 deaths had been reported on Datix for Q4 with 45 of those deaths
being “in scope” of the learning from deaths arrangements

e 40 deaths in Q4 had been closed at Stage 1 to date, with 5 referred for a Stage 3 PSIRF review, 7
to be included in thematic reviews and 2 for individual Stage 2 clinical case note review.

e The total number of death reports on Datix (n. 654) for the full year 2023/24 is higher than 2022/23
(n. 520). However the number of deaths in scope of the Policy (n. 210) for the full year 2023/24
remains consistent with 2022/23 (n. 236). This indicates an increased reporting of deaths that are
not mandated for report within the Policy scope, potentially reflecting an increasing awareness of
the learning from deaths arrangements improving the Trust’s ability to learn from deaths.

At the point of extracting the data for Q3 (15/02/24), a total of 83 Stage 1 reviews had been undertaken
by local service managers in relation to deaths occurring between 01/10/23 — 31/12/23 to ascertain
learning and identify those for further detailed review. At the point of extracting the data for Q4
(11/05/24), a total of 88 Stage 1 reviews had been undertaken by local service managers in relation to
deaths occurring between 01/01/24 — 31/03/24. This is a review stage that did not form part of the
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previous Mortality Review arrangements and has thus increased reflective practice and the Trust's
ability to identify learning locally.

7. As part of the Trust’s mortality surveillance arrangements, a comparison to the categories under the
previous Mortality Review arrangements has also been undertaken whilst a longer period of
comparative data under the new arrangements was built up. This has enabled identification of any
increases in death numbers against the previous scope categories which are outside of Statistical
Process Control limits and should thus be investigated further. This was undertaken for Q3 for the data
as at 15/02/24 and is included at Appendix 1e - there are no issues of concern to note.

8. As there was 24 months of data for the new learning from deaths arrangements as at the end of Q4, it
has been possible to produce Statistical Process Control charts from Q4 onwards for the new
arrangements with control limits based on the first 20 months of data. These are included, together
with commentary, in the attached report at Appendix 1f and 1g.

9. The Trust is currently progressing work to further enhance the production and analysis of mortality
data; details of that work are included in the attached report.

Relationship to Trust Strategic Objectives

SO1: We will deliver safe, high quality integrated care services v
S02: We will enable each other to be the best that we can v
SO3: We will work together with our partners to make our services better v
SO4: We will help our communities to thrive

Which of the Trust Values are Being Delivered

1: We care v
2: We learn v
3: We empower v
Corporate Impact Assessment or Board Statements for Trust: Assurance(s) against:

Impact on CQC Regulation Standards, Commissioning Contracts, new Trust Annual Plan v
& Objectives

Data quality issues v

Involvement of Service Users/Healthwatch

Communication and consultation with stakeholders required
Service impact/health improvement gains v
Financial implications:

Capital £
Revenue £
Non Recurrent £

Governance implications

Impact on patient safety/quality

Impact on equality and diversity

Equality Impact Assessment (EIA) Completed | ¥YES/NO | If YES, EIA Score

AN

Acronyms/Terms Used in the Report

LDOG | Learning from Deaths Oversight MRSC | Mortality Review Sub-Committee
Group

EPUT | Essex Partnership University NHS LOSC | Learning Oversight Sub-Committee
Foundation Trust

LeDeR | National Mortality Review Programme | SMI Severe Mental lliness
for Learning Disability Deaths

PSIRF | Patient Safety Incident Response EDAP | Essex Drug and Alcohol Partnership
Framework
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Supporting Reports and/or Appendices

Attached:
e Report: Learning from Deaths — Quarterly Overview of Learning and Data (Q3 & Q4 2023/24)
e Appendix 1: Summary of Quarter 1 - Quarter 4 2023/24 mortality data
e Appendix 2: Summary of previous years mortality data

“National Guidance on Learning from Deaths” Quality Board March 2017:
https://www.england.nhs.uk/wp-content/uploads/2017/03/ngb-national-guidance-learning-from-

deaths.pdf

“Implementing the Learning from Deaths framework: Key requirements for Trust Boards” NHS
Improvement July 2017:
https://improvement.nhs.uk/uploads/documents/170720 Implementing LfD -
information for_boards proofed v2.pdf

“Using the Care Review Tool for mortality reviews in Mental Health Trusts” Royal College of Psychiatrists
November 2017:

https://www.rcpsych.ac.uk/docs/default-source/improving-care/better-mh-

policy/policy/rcpsych mortality review guidance.pdf

Executive/ Non-Executive Lead / Committee Lead:

/ "
i,’i:/l e S LL <t (T» Ce .~y

e

Ann Sheridan
Executive Nurse
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L eaming from deaths

PURPOSE OF REPORT

This report sets out:

e An overview of learning resulting from the reviews

undertaken under the Trust’s Learning from Deaths
arrangements since the last report to the Board of
Directors (January 2024) - i.e. learning identified
between December 2023 - May 2024 (pages 4 - 20);

Information relating to the context of mortality data and
surveillance under the Trust’s Learning from Deaths
arrangements in place since 1st April 2022 (pages 21 -
24);

An overview of changes to reporting and review
processes being made from 1st October 2024 (page 25);

Data relating to deaths recorded on Datix for Q3 2023/24
(1st October - 31st December 2023) and Q4 2023/24 (1st
January - 31st March 2024); and updated data for Q1
and Q2 (pages 26 - 32 with detail in Appendix 1); and

Updated data for deaths relating to 2022/23 and
previous years (pages 33 - 34 with detail in Appendix 2).
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THE TRUST'S A
T0 LEARNING F
DEATHS - CONTEXT

The aims of the Trust’s Learning from
Deaths Policy are to provide a robust
governance framework for undertaking
mortality review in order to:

improve the safety of the care we
provide to our patients, and improve our
patients’, their families” and carers’
experience of it;

further develop systems of care to
continually improve their quality and
efficiency;

improve the experience for patients, their
families and carers wherever a learning
issue from the review of deaths is
identified;

improve the use of valuable healthcare
resources; and

improve the working environment for
staff in relation to their experiences of
reviewing deaths and associated reviews
/ investigations.

The Trust sets out to achieve these aims
by:

« ensuring that deaths that occur within

the Trust are subjected to appropriate
review based on the circumstances of the
death which enables any good practice,
or conversely problems in care, to be
identified on an individual basis;
ensuring that any problems in care for
individual cases are addressed
appropriately and appropriate actions
taken in relation to that death;

ensuring that any good practice and
lessons learnt are shared across the Trust
where appropriate and local actions
taken to ensure that good practice is
increased and improvements in care are
implemented across the Trust where
necessary; and

ensuring that the Trust has a corporate
oversight of deaths of patients in its care
and identifies any trends or themes of
concern or good practice emerging which
may require further investigation and
action.

31/07/2024
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LEARNING FROM
REVIEWNS OF DEATHS
Ilecendlzl 2023 -

B
May 2024

This section on learning details:

Sources of learning (page 4)

Examples of good practice identified (page 5)

Learning emerging from Stage 1 reviews (pages 5 - 7)

Learning emerging from Stage 2 reviews (pages 8 - 9)

Learning emerging from various other review processes (pages 10 - 14)
Learning emerging from PSIRF reviews (page 15)

Examples of actions being taken to address and action learning from learning from
deaths reviews (pages 16 - 20)

Sources of learning:

Completed Stage 1 local service reviews
Approved Stage 2 clinical case note reviews
Approved Stage 3 (Patient Safety Incident Response Framework - PSIRF) reviews

Completed Essex Drug and Alcohol Partnership (EDAP) multi-agency collaborative
reviews

Completed end of life care reviews

Completed National Learning Disability and Autism Mortality Review Programme
(LeDeR) reviews

31/07/2024
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Examples of good _
practice and learning
themes emerging from
Stage 1reviews
Decemher 2023 -

May 2024 I1]

The following pages outline examples of some of the learning and themes
emerging from reviews of deaths. Pages 16 — 20 of this report go on to outline
some examples of the actions being taken in response to learning.

GOOD PRACTICE:

Inpatient deaths — a number of examples of good care being delivered,
appropriate Do Not Attempt Cardiopulmonary Resuscitation (DNACPR)
documents in place, families being complimentary about / appreciating care
given by Ward staff, relevant MDTs and Care Coordinators involved,
identification of physical health deteriorations and appropriate transfers to
acute Trust, good communication.

Community deaths — a number of examples of the person being offered all
appropriate services on occasions presented to EPUT, standards of care being
as expected and in accordance with systems and processes, necessary support
being provided.

CONTINUING THEMES:

Often cause of death is not available at the point of completing Stage 1
review — limits conclusions (and causes issues for timing of PSIRF / Stage 2
reviews)

Majority of the deaths reviewed are from physical health causes (e.g. long
terms conditions, multiple co-morbidities, end of life care, physical health
crisis) — importance of integrated working between mental and physical
healthcare services and awareness of impact of mental health medications on
physical health

31/07/2024
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Learning themes
emerging from Stage 1
FGVICWS

December 2023 -

May 2024 12

Disengagement - e.g. appropriate involvement of family in circumstances of
client — consider more robust guidance in the Disengagement Policy to support
clinicians to contact family at an earlier stage to ensure all involved can do their
utmost to support the client and prevent harm; consider contacting referrer when
no call backs to attempted contacts received from client; ensure there are
appropriate follow up plans in place for clients known to disengage with services;
exploration of mental health state and suicide risk on phone for clients who have
DNA’ed appointments

Clients not open to services at time of death — e.g. Coroner Do You Know?
enquiries

Record keeping - e.g. ensuring follow up phone calls are documented, updating
the clinical record system to discharge a patient from the community team when
their care is transferred to the palliative care team; ensuring next of kin details
are held; recording clear instructions related to outcomes of appointments

Person awaiting assessment at time of death - e.qg. routine referral received
but sadly patient passed away 10 days later prior to assessment being able to
take place (a plan was in place to assess)

Importance of considering timeliness of referrals to appropriate services

Communication within team - e.g. active listening in handover to support
colleagues with complex presentations; consideration of intensive support with
particular cases; Communication between Trust teams - e.g. mental health
team and district nursing team in relation to wound / self care; Communication
between partner agencies — e.g. on discharge from acute Trust

31/07/2024
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Learning themes
emerging from Stage 1
IGVICWS

December 2023 -

May 2024 (3)

Medications - e.g. expediting medication reviews where appropriate; GPs
prescribing medications recommended

Policies and procedures - e.g. enforcing standardised treatment protocols to
ensure consistency and effective care delivery

Face to face appointments - egg importance of ensuring appointments take
place at appropriate location taking account of individual’s circumstances

Waiting times - egg importance of timely appointments with clients, actions
taken whilst clients awaiting assessment

EXAMPLES OF NEW LEARNING:

Ensuring all staff working in the identified service are aware of the procedure
to follow in the event of an expected death (including who to contact and
care to provide)

End of Life Care related: Importance of putting timely PEACE plans in place
for patients in receipt of end of life care; having an Advanced Care Plan in
place to support family and assist patient in achieving their wishes; knowing
patients, respecting their values and ensuring they die with dignity.

Importance of robust pathways for supporting clinician decision making

Importance of completing demographics during the assessment and
treatment process

31/07/2024
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emerging from Stage 2

Glinical Gase Note
Reviews
December 2023 -
May 2024 [1]

STAGE 2 CLINICAL CASE NOTE REVIEWS:

Six Stage 2 Clinical Case Note reviews have been approved in the six month period to
end May 2024. Key learning emerging from those reviews was as follows:

Communication / family involvement x2: Review 1: Communication with the
patient and family member had been appropriate whilst under the care of EPUT
services. Whilst the patient was not under the care of EPUT services at the time of
death, it would have been a kind gesture to extend condolences and support to
family at time of bereavement. Review 2: There had been no involvement of
family but it appeared that the patient had no contact with their family.

Record keeping x2: Review 1: Strengthening the detail contained in records in
terms of decisions and rationale would improve the Trust’s ability to learn from the
review of deaths. Review 2: Importance of documenting whether appointments
went ahead and their outcomes / DNAs

Physical health: Importance of collaborative working with primary care GPs in
relation to the physical health of clients and documenting such collaboration in the
clinical records. Recording Vital Signs monitoring in the correct place on clinical
records. Ensuring that Annual Physical Health checks are offered on a timely basis
and the outcome clearly documented in the clinical records.

Risk assessments: Ensuring regular review and updating of risk assessments.

Integrated working with partner agencies — good practice: The services
provided to the client were a good practice example of effective integrated working
between a number of different agencies involved to meet complex needs.

31/07/2024
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emerging from Stage 2

Glinical Gase Note
Reviews
December 2023 -
May 2024 12)

Provision of care — good practice x3: Review 1: The patient had had a care
coordinator throughout their care under the CMHT Team as the patient remained on
section 117; and had had a good number of contacts with the patient throughout
their care. Review 2: A number of areas of good practice were identified and it was
assessed that, from the psychiatric point of view, there was adequate engagement
and response to treatment. Review 3: Good quality mental health care was
provided to the patient — the overall care included a comprehensive approach. The
care catered to the needs of various domains like mental health, physical health,
emotional and social needs with a supported environment to live in. It was tailored
to meet the specific needs of the patient.

Dual diagnosis: The patient received adequate care under EPUT mental health
services. They refused to address their alcohol issues and subsequently died due to
physical health problems related to alcohol abuse.

Referral for other specialist service intervention where appropriate: Value
of mental health services considering the possibility of other specialist services
intervention e.g. specific psychological therapies and pain management services for
patients with long term physical health conditions

Challenges created by out of area placements in Care Homes due to local
availability: difficulties placed on teams continuing to provide face to face services
to clients placed out of area (the review was an example of good practice where
this had been achieved)

31/07/2024

P.9





INHS

Essex Partnership University
NHS Foundation Trust

v Quality
[l of Care
%

emerging from Stage 2

thematic reviews and
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EPUT THEMATIC REVIEWS:

« A thematic review of n.36 non-Patient Safety Incident related deaths of patients
with Severe Mental Illness (2022-23) has been completed by the Trust’s Nurse
Consultant in Physical Health. Early learning has been presented within the Trust
and to Integrated Care System colleagues.

« More detailed information in terms of learning and actions taken will be included in
the Q1 report to the Board of Directors.

NATIONAL LEARNING DISABILITY AND AUTISM DEATHS MORTALITY REVIEW
PROGRAMME (LeDeR):

« The National LeDeR Annual Report 2022 was published in November 2023 and is
available to view here:
Learning from Lives and Deaths - people with a learning disability and autistic people

(LeDeR) - King's College London (kcl.ac.uk)

« The Southend, Essex and Thurrock (SET) LeDeR Annual Report 2022/23 was
published during the period and is available to view here:
Item 7.1. SET LeDeR Annual Report V2 3 - Final.pdf (thurrock.gov.uk)

« The learning emerging from these reports has been considered by the Trust and
action plans have been put in place by the SET LeDeR Quality Panel and Essex
Learning Disability Partnership. A quarterly update on progress is being provided to
the Trust’s Learning from Deaths Oversight Group.
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END OF LIFE CARE REVIEWS:

Examples of learning identified via reviews of end of life care in the period include:

e Recognising that different environments (e.g. care homes) may use different
“symbols” on doors / bedside to denote that a patient is at end of life. Staff have
therefore been advised to ensure that they are aware of the relevant symbol in
each environment otherwise there is a risk that staff may not be aware that a
patient is approaching end of life and may deliver responsibilities inappropriately
e.g. disturbing families sitting with dying loved ones.

e Learning and guidance issued in terms of medication delivery using ambulatory
infusion pumps following a national report on this issue from the Health Services
Safety Investigations Body (HSSIB) after an incident in another Trust.

e A complainant who was concerned about the lack of compassion shown by a
member of staff to their family member has supported the Trust in identifying
learning to share with staff for future care provision to other patients.

e Guidance and briefings issued to staff about use of different syringe pumps
following identification of patients being discharged from some London Trusts with
different pumps.

e Identifying and sharing lessons learnt from a no harm drug related error by a
family member.

e Providing system access and training for staff who it was identified were unable to
access electronic referrals systems.

e Supporting work in relation to home oxygen therapy for palliative care patients
following an incident.
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Learning themes ESSEX DRUG AND ALCOHOL PARTNERSHIP (EDAP) MULTI-AGENCY

emﬂrging frnm EDAP COLLABORATIVE REVIEWS:

m““l-agencv - Good practice examples included:
Gﬂllallﬂl’a“\le re\"ews - Excellent example of collaborative working between EDAP and end of life care

December 2023 - services

Mav 2024 “] « Good communication / joint working between the EDAP partners and
examples of good working with partners e.g. probation service, GP, social care
« Evidence of exceptional care in the community

Learning examples included:
« Opportunities for strengthening communication / joint working with acute

Trusts and with EPUT mental health services

« Avoiding medication changes on Fridays

« Exploring training for staff to increase awareness and skill sets in terms of
suicide prevention opportunities and actions

« Exploring training for staff to address changing landscape of substances
clients are using etc.

« Opportunities for strengthening prison pathways

« Ensuring, where both patient and their partner are service users, that both
sets of clinical records are appropriately updated with relevant information
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Learning themes
emerging from EDAP
multi-agency
collaborative reviews
December 2023 -
May 2024 12

ESSEX DRUG AND ALCOHOL PARTNERSHIP (EDAP) MULTI-AGENCY
COLLABORATIVE REVIEWS:

Learning examples included:

Putting in place appropriate support for staff who will obviously be impacted
by the deaths of their clients - e.g. psychological support, practical training
for inquest involvement etc.

Exploring links with Registry Offices to obtain formal causes of death where
unable to confirm from other sources

Importance of contemporaneous record keeping and documenting transfers of
care

Exploring how to improve access to GP services for service users

Raising awareness amongst staff of the Shared Care Record to support
background knowledge of client’s health position

Strengthening relationships with pharmacists to improve communication
between services when, for example, clients fail to collect their prescribed
medications

Exploring follow up of Duty of Candour a period of time following death and
re-offer as family / carers may not always want support immediately following
a death but may wish for that support after a period of time
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LEARNING FROM DEATHS - DUAL DIAGNOSIS LEARNING IMPLEMENTATION
GROUP:

Three meetings of the newly formed LFD Dual Diagnhosis Learning Implementation Sub-
Group have been held since the Q2 report to the Board of Directors. This is chaired by
the Trust’s Dual Diagnosis Clinical Leads and comprises EPUT mental health
representatives and all multi-agency partners in the Essex Drug and Alcohol
Partnership (EDAP). Key learning opportunities to be taken forward include:

Ensuring strengthened processes for patients transitioning between EPUT crisis and
community mental health services are in place consistently across the Trust
Continuing to strengthen collaborative and joint working (i.e. working towards joint
care planning and risk assessment) between EPUT mental health and EDAP
services including operational dual diagnosis groups in localities

Exploring ways to strengthen communication between acute Trusts and mental
health/EDAP services

Raising awareness of the availability of specialist Personality Disorder Services and
referral routes

Exploring how families (and other services providing care) can be more closely
involved / engaged in care particularly if clients have a history of poor engagement
Involving EDAP partners in transformation work underway in ICB areas

Exploring joint appointments between mental health worker, EDAP worker and
client for clients who are being encouraged to seek support from EDAP services,
rather than solely making a referral

Exploring establishing strengthened formalised multi-agency forums across locality
areas for planning and overseeing the transition of young people from Children and
Young People’s services to adult services.
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Similar themes continue to emerge from the review of deaths under the Patient
Safety Incident Response Framework (PSIRF) as follows:

e Communication with / involvement of others - e.g. with patients, with other
EPUT teams or partner agencies

e Record keeping

e Clinical care

e Referrals

e Training

e Disengagement

e Policy and Process

e Medications
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Examples of actions
beingtakenin
response to learning
from deaths - Stage 1
and 2 reviews I[1]

Local immediate actions by services — e.g. awareness raising undertaken with
inpatient staff in terms of actions to take and contacts to make in the event of
an expected death, awareness raising undertaken with staff in terms of
timeliness of putting in place PEACE documentation and discharging patients
from clinical systems when transferred to palliative care team, reminders
given to staff to denote safeguarding incident on incident system if patient
admitted with a pressure ulcer, all staff reminded to check with Care Homes
what symbol they use to denote residents being at end of life to ensure e.q.
family are not disturbed whilst sitting with dying loved ones, implementation
of weekly zoning meetings

Learning presented to and considered monthly by Learning Collaborative
Partnership - included in Trust communications such as Lessons Learned
Bulletin and 5 Key Messages as appropriate.

Learning used to inform topic areas for “Learning Matters” MST development
sessions - e.g. lessons learned from specific deaths.

Thematic learning being used to inform the Trust’s Safety Improvement Plans
as they are developed.

Sharing of local learning from Stage 2 reviews is being co-ordinated by
Deputy Directors of Quality and Safety (DDQSs), working with local clinical /
service leaders to identify and implement change. The learning is also being
used to inform subject matter for quarterly learning events being designed
and delivered for each Care Unit by DDQSs.
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Examples of actions
beingtakenin
response to learning
from deaths - Stage 1
and 2 reviews [2]

e Examples of specific actions arising from reviews that are being pursued include:

O

©)

Work continues in terms of aiming to strengthen data flows to the Trust on
confirmed causes of death - including liaison with the various Medical
Examiners Offices covering the localities in which the Trust operates

The Trust’s Nurse Consultant in Physical Health attended the Trust’s Physical
Healthcare Conference in January 2024 to present the initial findings of their
thematic reviews of non-patient safety incident deaths of clients with Severe
Mental Illness (SMI) and to explore actions that would strengthen holistic
services.

e Multi-disciplinary work being facilitated to address Trust wide issues - e.g. :

©)

O

Physical health - learning from deaths lead continues to link with Trust leads
for physical health and the care of the deteriorating patient to ensure
learning continually informs work in these areas - this has included feedback
in terms of nutritional issues and physical health checks and recording

Terms of reference are now in place for the Quality Improvement Initiative to
review and strengthen the pathways between prison healthcare and EPUT
services and the multi-agency group to take this forward has been
established

Review of Mental Health Liaison Team protocols to explore the facilitation of
strengthened communication between the acute Trusts and mental health
services
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Examples of methods
of sharing lessons
from PSIKF reviews

The Patient Safety Team have introduced a robust measurable, qualitative Safety Action Plan that is
developed as the learning emerges from the beginning of the PSIRF process through to the
recommendations at the end report.

The following methods are used to ensure the findings from Patient Safety Incident investigations
and reviews of deaths under PSIRF are shared:

Sharing the report and learning with the patient’s family: When the report has been approved,
the patient’s family are offered a copy to be shared with them.

Push and Pull Communication: Development of policy and standard operating procedural
documents taking account of learning, communicating learning via various Trust media including
At a Glance, Safety Alerts and Team Briefing.

Five Key Messages and Lessons Identified Newsletters: Key learning is shared in this format and
published on the Trust Intranet page - EPUT Culture of Learning

Lessons Identified Newsletters: These are shared at Quality and Safety meetings and stored on
the Intranet, easily accessible via EPUT Culture of Learning desktop icon. A copy is also made
available in the EPUT Culture of Learning hard copy folders on the wards.

Attendance and representation at meetings: PSIM team representative attendance at Learning
Collaborative Partnership and Learning Oversight Sub-Committee Meetings to share learning.

Themed Learning Events: Introduction of quarterly Care Unit Leadership Learning Events.

Live Learning Sessions: Introduction of the Learning Matters Monthly Insights MS Teams sessions
delivered monthly and recording is accessible via the Trust Intranet.

Safety Alert Learning Call (SALC): SALC calls stood up when there is significant opportunity for
learning. There is a process in place for monitoring compliance for internal safety alerts issued in
the Trust.

System-wide Learning: The development of learning forums is a keen focus for the PSIM Team.
This would be with the view to sharing learning across the systems. The multi-agency +Patient
Safety Specialist Forum presents a good opportunity for shared learning as well as the Integrated
Care Board monthly assurance meetings.
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from deaths - PSIRF 111

Findings - Good Practice

Patient had a team supporting her care in EPUT. Her community teams displayed compassionate care of a
young woman with a complex diagnosis, the care was holistic and to a high standard.

The documentation was clear throughout the clinical notes and there appears to be no ambiguous
information in clinical notes. However, the review identified that not all conversations regarding Patient’s
care were recorded on the Electronic Patient Record.

There is evidence of appropriate and proportionate escalation of concerns when Patient was deteriorating.

The referral to the Eating Disorder (ED) Specialist Unit was timely with the admission to Acute Hospital as an
interim plan, before the ED Specialist Unit admission was possible.

There is evidence of regular face to face and telephone contact with Patient from both the Specialist Mental
Health Team and Eating Disorder Team involved in her care.

Findings - Areas for Improvement

« The Learning Review discussion highlighted that continued Mental Health Liaison Team involvement
throughout the acute admission would be best practice to promote the communication and joint working
within both organisations.

« There is a need to consider a process of referral from community mental health teams to the mental
health liaison team when referring to an acute hospital setting.

+ Development of a Unified Electronic Patient Record was identified as relevant to this review

+ When there is a Joint Learning Review under PSIRF, there should be assurance that meaningful family
engagement is incorporated by all parties undertaking the review.

» Clinicians need to ensure that all discussions and conversations are recorded and reflected on the
Electronic Patient Record. Medics must also ensure that information from telephone appointments is
recorded within the notes and feedback in the Multi-Disciplinary Team meetings.
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Actions Taken:

Availability of the electronic Shared Care Record is being discussed in Business
Meetings and Joint Working Meeting across EPUT and is improving patient pathways
and better outcomes.

Referral process from Specialist Mental Health Team to Acute Physical Services is being
strengthened - this will include Medics completing such referrals ensuring the Patient’s
mental health services Care Coordinator is fully aware of plans and processes required
in any planned interventions.

Current policies and pathways in place for facilitating the admission of mental health
patients with eating disorders to physical health ward’s in acute hospitals are being
reviewed.

The need for a Standard Operating Procedure on joint working and multi-organisation
working is being scoped.

The development over the coming months of a Unified Electronic Patient Record for
EPUT and other health providers will address learning related to shared records.

All joint reviews/investigations will have a lead named Family Liaison Officer within
EPUT.

Trust Safety Alert Notices that include reference to record keeping and associated
issues shared with staff.

Learning Video relating to Record Keeping shared with staff.
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Mortality Data -
Gontext (1)

From 1st April 2022, new arrangements for learning from deaths were implemented
across the Trust. This included a new definition for deaths which would be in scope
for consideration for mandatory individual mortality review in the Trust and thus
report on Datix. This definition was based on the categories defined in the National
Guidance on Learning from Deaths https://www.england.nhs.uk/wp-
content/uploads/2017/03/ngb-national-guidance-learning-from-deaths.pdf and Royal
College of Psychiatrists mortality review guidance
https://www.rcpsych.ac.uk/docs/default-source/improving-care/better-mh-
policy/policy/rcpsych mortality review guidance.pdf is outlined on the following

page.

Regardless of the mandatory requirements for report on Datix, services are also
encouraged to report on Datix all deaths that are brought to their attention. This
increases the Trust’s ability to identify potential learning opportunities. These
additional reported deaths are also included in the data for Q1 - Q4 2022/23 and Q1
- Q4 2023/24.

It should be noted that data in this report was extracted as at 15/02/24 (Q3 data)
and 11/05/24 (Q4 data). Any updates to information after this date will be included
in future reports.

Mortality data is presented to the Learning from Deaths Oversight Group and
Learning Oversight Sub-Committee monthly and quarterly for review and approval.
Summary mortality data for Q1 - Q4 2023/24 is detailed in the following section with
detail attached at Appendix 1a (as at Q3) and Appendix 1b (as at Q4); and for
previous years at Appendix 2a (as at Q3) and Appendix 2b (as at Q4).

31/07/2024
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Deaths in scope consideration for mandatory individual mortality review in the Trust and
Mlll'lalil nala thus report on Datix are as follows:
e All deaths that have occurred within Trust inpatient services (this includes mental
cﬂntext 2] health, community health and learning disability inpatient facilities).

e All deaths in a community setting of patients with recorded learning disabilities or
autism. All deaths of patients with recorded learning disabilities or autism, whether in
an inpatient or community setting, will be referred into the national LeDeR programme
and are thus subject to different review processes than other Trust deaths.

e All deaths meeting the criteria for mandatory review under the Trust’s Patient Safety
Incident Response Framework (PSIRF) - both the nationally and locally determined
categories. The review undertaken under the PSIRF constitutes the review of the
death for the purposes of the Learning from Deaths Policy and Procedural Guidance.

e Any other deaths of patients in receipt of EPUT services not covered by the above that
meet the national guidance criteria for a Stage 2 Clinical Case Note Review. These
deaths will be any deaths where:

o Family, carers or staff have raised concern about the care provided; or

o The death was unexpected and the individual:

» had a diagnosis of psychosis (including schizophrenia, bi-polar, episode of non-
organic psychosis, personality disorder, complex and severe depression) or
eating disorder during the last episode of care;

= was an inpatient at the time of death or had been discharged from EPUT
inpatient care within the last 30 days;

= was under the care of a Crisis Resolution Home Treatment Team at the time of
death.

« In addition, deaths of clients under the care of services provided by EPUT as part of
the drug and alcohol services care pathway (EDAP) are subject to specific reporting
and mortality review processes including a collaborative multi-agency review. These
deaths are therefore also included within mortality surveillance data.
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M I- n « Regardless of the above mandatory requirements for a formal review, services are

0rta It ala = encouraged to report on Datix all deaths that are brought to their attention. This

cnntext 3] increases the Trust’s ability to identify potential learning opportunities. These
additional reported deaths are also included in the data for 2022/23 and 2023/24. It

should be noted that this will not reflect negatively on the Trust in terms of potential
to appear as an “outlier” set against other Trusts mortality figures. The national
guidance was clear that, given there is no standard national definition for deaths that
should be included in Trust mortality data, no comparison or benchmarking should
take place between Trusts - the data should be used solely internally to the
organisation to support mortality surveillance and quality development. We are
however exploring with other local mental health trusts their approach to reporting
deaths and data provision to establish whether it is possible to locally determine a
defined scope for reporting and benchmarks etc.

« This report includes mortality data mandated for report under the National Guidance
on Learning from Deaths - i.e.:

the number of deaths in scope;

the number of these deaths subjected to review;

the level of review to which the deaths are being subjected; and

the determination of whether or not the deaths were more likely than not to
have been due to problems in care.

« As the scope of deaths included has changed from the previous mortality review
arrangements, there was no historic data prior to Q1 2022/23 against which to make
comparisons. As a result, as well as analysing the data under the new arrangements,
the data for 2022/23 and for Q1 - Q3 2023/24 was also analysed using previous
scope arrangements in order to provide assurances that the Trust is not experiencing
increases in death numbers across key services against historic data. Sufficient data
had been collated under the current arrangements by the end of Q4 2023/24 to
produce Statistical Process Control analysis under the current arrangements and this
is included for the first time in this report.
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Mortality Data -
Gontext (4]

Under the new Learning from Deaths arrangements, the previous 6 point scale for
assessing problems in care has been replaced with the Royal College of Psychiatrists
structured judgement review tool version which requires determination of whether a death
was “more likely than not to have resulted from problems in care delivery or service
provision” by EPUT. All deaths closed at Stage 1 are automatically deemed to be less likely
than not to have resulted from problems in care. Deaths reviewed under the Patient Safety
Incident Response Framework (PSIRF) from 01/05/21 were not subject to this
determination as the methodology encourages focus on quality learning outcomes. A local
methodology was initially put in place to make this determination for deaths reviews under
PSIRF from 01/04/22; however this has been paused whilst further research is undertaken
with relevant national / regional / ICB and neighbouring Trust colleagues in terms of an
appropriate approach to making this determination for deaths reviewed under PSIRF given
that the PSIRF methodology has not been designed for this purpose. This approach to
PSIRF deaths is reflected in the data in Appendix 1 & 2. Once the definitive local approach
has been agreed, the closed PSIRF deaths that were assessed utilising the initial local
methodology will be reassessed.

* The Trust’s established mortality data dashboard was amended from 1st April 2022 to

enable recording of data in line with the new arrangements, whilst still retaining the ability
to use the process as a validation exercise to ensure deaths are reported on both Datix and
clinical information systems and that learning disability deaths have been reported to the
national LeDeR mortality review programme. A validation exercise between Datix and
Clinical Information Systems is undertaken each quarter to ensure deaths are reported
appropriately on both systems.

Further refinements to data processes were put in place last year to streamline and
automate some previously manual processes, utilising more advanced technologies
available to the Trust. This included the building of an additional section on Datix which is
now completed for every death reported. This enables corporate oversight of progression of
the death through the learning from deaths review processes and of the outcome of
reviews, previously undertaken manually. The refinements made were intended to
strengthen efficiency, accuracy and resilience in the production of meaningful data. These
new processes have been utilised for the production of Q1 2023/24 data onwards. Data
processes continue to be reviewed to establish opportunities for further strengthening of
the Trust’s approaches.
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Mortality Data -
Future developments

The following bullet points summarise some key developments underway that it is
anticipated will further strengthen the Trust’s ability to report and provide assurance the
deaths of patients under its care into the future.

Currently Datix, the Trust’s incident management system, is used as the primary source of
information for production of the quarterly mortality data for these reports to the Board of
Directors on the basis that all deaths within scope of the Trust’s Learning from Deaths
Policy are reported and tracked via Datix.

The Trust is currently working on system enhancements whereby all patient deaths
identified from the “National Spine”, a central record essentially fed by GP clinical systems,
will be automatically notified by the central Trust information team to the relevant service
lead. The service lead will then undertake the initial screening of the death onto a newly
built section of the relevant Electronic Patient Record for the patient which will identify and
record whether the death falls within the scope of the Trust’s Policy for report onto Datix
and, even if not, any learning identified.

This will enhance the ability for the Trust to be able to report data on all deaths of
patients, not just those within the scope of the Policy for review, and provide documented
assurance that all have been subject to an initial screening review. The timescale for
completion of these system enhancement works is still being finalised but it is currently
hoped that these arrangements will be in place by 1st October, enabling such reporting and
data to be included in the Q3 2024/25 quarterly report onwards.

The Trust is also liaising with local Medical Examiners Offices to explore opportunities for
automatic data flows to the Trust on all confirmed causes of deaths for all patients under
the care of the Trust. This is linked to the new statutory arrangements being implemented
from 9th September 2024 that all deaths, including those occurring in a community setting,
will be subject to Medical Examiner scrutiny from that date.

Following implementation of the above processes, the Trust will move onto exploring
possible enhancements to sophistication of analysis of the data by demographic factors to

strengthen the ability to use the data to improve public health outcomes.
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sSummary of Quarter 3 '
2023/24 mortality data

(1) [as at 19/02/24]

Refer Appendix 12 & Tc

Total number of deaths reported: There were a total of 169 deaths reported on Datix for Q3
2023/24 (including those not falling within the scope for mandatory reporting). This is higher than
Q2 2023/24 but in line with the figures for Q1 2023/24. The higher Q1 figures were impacted by
the retrospective reporting exercise for Therapy for You deaths that informed a thematic review of
those deaths and was subsequently stood down in July 2023. The higher numbers of reported
deaths for Q3 predominantly relate to the Mid and South Essex and North East Essex community
based mental health service areas. However it is important to note that the number of deaths in
scope of the Policy have remained broadly consistent. Deep dives of data relating to reported deaths
in both Mid and South Essex and North East Essex are underway to ensure there are no issues of
concern requiring further investigation. Some of the deceased clients had been in receipt of services
from more than one service from EPUT and there were a total of 176 Datix reports made in respect
of the 169 deaths.

Total number of deaths in scope for mandated reporting: To date, a total of 40 deaths in Q3
2023/24 have been deemed in scope for mandated reporting (Stage 1 reviews are still awaited for
53 deaths which is required to determine whether they are in scope for mandated reporting). This
total is broadly in line with the number of deaths confirmed as within the scope for mandated
reporting in 2022/23 (Q1 - 62 Q2 -61 Q3 -55Q4 -58) and in Q1 and Q2 2023/24 which are 59
and 52 respectively. The deaths reported on Datix over and above these mandated deaths provide
opportunities for the Trust to learn from deaths and staff will be encouraged to continue reporting.

Inpatient / Nursing Homes deaths: Of the 169 deaths reported in Q3, 5 were inpatient deaths
and 6 were nursing home deaths. Four of the 5 inpatient deaths and all of the nursing homes deaths
have been confirmed as due to natural causes. One inpatient death was not due to natural causes
and a Patient Safety Incident Investigation is currently underway.

LeDeR reporting validation: To date, all 8 reported Learning Disability deaths in Q3 2023/24 have
been confirmed as reported to the national LeDeR programme.

Level of review: Thus far, 45% of deaths in 2023/24 have been closed at Stage 1; 6% have been
referred for Stage 2 Clinical Case Note Review or Stage 2 Thematic Review; and 9% have been
referred for Stage 3 full PSIRF review. The Table in Appendix 1c details how these proportions
compare with previous years.

31/07/2024

P.26





INHS

Essex Partnership University
NHS Foundation Trust

eestiveng,
. Quality
] of Care
% \
%

sSummary of Quarter 3
2023/24 mortality data
(2] [as at 15/02/24]
Refer Appendix 12 & Tc

Stage 1 reviews: A total of 83 Stage 1 learning from deaths reviews have been conducted
by a local service manager in respect of the 169 deaths in Q3. This enables learning to be
identified as well as identifying those deaths which should be subjected to a further
detailed review. This is a review stage that did not form part of the previous Mortality
Review arrangements and has thus increased reflective practice and the Trust’s ability to
identify learning locally. The timeliness of completion of Stage 1 reviews is monitored on a
monthly basis by the Learning from Deaths Oversight Group and any concerns addressed.
At the point of preparing data, there were a total of 53 outstanding Stage 1 reviews for Q3
deaths.

Stage 2 (clinical case note) reviews: A total of 5 deaths in Q3 have been identified for
Stage 2 mortality clinical case note review / thematic review thus far, and will be
commissioned as capacity allows. None have yet been completed.

Stage 3 (PSIRF) reviews: A total of 7 deaths in Q3 have been identified for PSIRF
review.

Completion of Stage 2 and Stage 3 (PSIRF) reviews: Continued progress was made
over the quarter with completion of Stage 2 and Stage 3 reviews relating to 2022/23
deaths, with 137 now completed set against a total of 100 completed in the Q2 report to
the Board of Directors. The completion of PSIRF reviews, due to their nature, is prioritised
over completion of Stage 2 reviews. This is monitored by the Learning from Deaths
Oversight Group and mitigating actions to ensure timeliness of review and learning
identification are being pursued.

Problems in care assessment - There are 0 deaths for Q3 thus far that have been
assessed as being more likely than not due to problems in care by EPUT. The assessment
is still to be determined for 115 deaths in Q3. For 2022/23, 3 deaths thus far have been
assessed as being more likely than not due to problems in care by EPUT with the
assessment still be to determined for 74 out of the total of 520 deaths for the full year. This
includes deaths closed following PSIRF review as the assessment of problems in care has
been paused whilst further research continues to be undertaken with relevant national /
regional / ICB and neighbouring Trust colleagues in terms of an appropriate approach to
making this determination given that the PSIRF methodology has not been designed for
this purpose. Once the definitive local approach has been agreed, the closed PSIRF deaths
that were assessed utilising the initial local methodology will need to be reassessed. This
data will continue to be updated in future reports as reviews are completed and the
likelihood is determined.
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sSummary of Quarter 4
2023/24 mortality data
(1) Ias at 11/05/2

Refer Appendix 1h & 1d

Total number of deaths reported: There were a total of 143 deaths reported on Datix for Q4
2023/24 (including those not falling within the scope for mandatory reporting). This is lower than
Q3 2023/24 but in line with the figures for Q2 2023/24 and the same quarter last year. Deep dives
of data relating to reported deaths in both Mid and South Essex and North East Essex were
completed in Q4 to ensure there were no issues of concern requiring further investigation. Some of
the deceased clients had been in receipt of services from more than one service from EPUT and
there were a total of 150 Datix reports made in respect of the 143 deaths.

Total number of deaths in scope for mandated reporting: To date, a total of 45 deaths in Q4
2023/24 have been deemed in scope for mandated reporting (Stage 1 reviews are still awaited for
33 deaths which is required to determine whether they are in scope for mandated reporting). This
total is broadly in line with the number of deaths confirmed as within the scope for mandated
reporting in 2022/23 and in Q1 - Q3 2023/24. The deaths reported on Datix over and above these
mandated deaths provide opportunities for the Trust to learn from deaths and staff will be
encouraged to continue reporting.

Inpatient / Nursing Homes deaths: Of the 143 deaths reported in Q4, 9 were inpatient deaths
and 6 were nursing home deaths. Eight of the 9 inpatient deaths and all of the nursing homes
deaths have been confirmed as expected deaths due to natural causes. One inpatient death is
currently under determination. Two additional inpatient deaths have been reported for Q3 since the
last report, both of which were expected deaths due to natural causes.

LeDeR reporting validation: All 5 reported Learning Disability deaths in Q4 2023/24 have been
confirmed as reported to the national LeDeR programme. The additional Learning Disability death
reported for Q3 since the last report has also been confirmed as reported to LeDeR.

Level of review: Thus far, 52% of deaths in 2023/24 have been closed at Stage 1; 7% have been
referred for Stage 2 Clinical Case Note Review or Stage 2 Thematic Review; and 8% have been
referred for Stage 3 full PSIRF review. The Table in Appendix 1d details how these proportions
compare with previous years.
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summary of Quarter 4
2023/24 mortality data
[2) [as at 11/09/24]
Refer Appendix 1b & 7d

Stage 1 reviews: A total of 88 Stage 1 learning from deaths reviews have been conducted
by a local service manager to date in respect of the 143 deaths in Q4. This enables learning
to be identified as well as identifying those deaths which should be subjected to a further
detailed review. This is a review stage that did not form part of the previous Mortality
Review arrangements and has thus increased reflective practice and the Trust’s ability to
identify learning locally. The timeliness of completion of Stage 1 reviews is monitored on a
monthly basis by the Learning from Deaths Oversight Group and any concerns addressed.
At the point of preparing data, there were a total of 33 outstanding Stage 1 reviews for Q4
deaths.

Stage 2 (clinical case note) reviews: A total of 9 deaths in Q4 have been identified for
Stage 2 mortality clinical case note review / thematic review thus far, and will be
commissioned as capacity allows. None have yet been completed.

Stage 3 (PSIRF) reviews: A total of 5 deaths in Q4 have been identified for PSIRF
review to date.

Completion of Stage 2 and Stage 3 (PSIRF) reviews: Continued progress was made
over the quarter with completion of Stage 2 and Stage 3 reviews relating to 2022/23
deaths, with 139 now completed set against a total of 137 completed in the Q3 report to
the Board of Directors. The completion of PSIRF reviews, due to their nature, is prioritised
over completion of Stage 2 reviews. This is monitored by the Learning from Deaths
Oversight Group and mitigating actions to ensure timeliness of review and learning
identification are being pursued.

Problems in care assessment - There are 0 deaths for Q4 thus far that have been
assessed as being more likely than not due to problems in care by EPUT. The assessment
is still to be determined for 93 deaths in Q4. For 2022/23, 3 deaths thus far have been
assessed as being more likely than not due to problems in care by EPUT with the
assessment still be to determined for 68 out of the total of 520 deaths for the full year. This
includes deaths closed following PSIRF review as the assessment of problems in care has
been paused whilst further research continues to be undertaken with relevant national /
regional / ICB and neighbouring Trust colleagues in terms of an appropriate approach to
making this determination given that the PSIRF methodology has not been designed for
this purpose. Once the definitive local approach has been agreed, the closed PSIRF deaths
that were assessed utilising the initial local methodology will need to be reassessed. This
data will continue to be updated in future reports as reviews are completed and the
likelihood is determined.
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2023/24 Year End
GCommentary

A year end audit / validation between deaths reported on Datix and deaths
identified from clinical information systems as falling within scope of the
Learning from Deaths arrangements is currently being undertaken and any
necessary action identified is being taken forward. On completion this will
provide assurance that all deaths in scope of the Policy have been reported on
Datix and progressed through review processes; and that deaths reported on
Datix have been appropriately updated onto clinical systems.

The total number of death reports on Datix (n. 654) for the full year 2023/24
is higher than for 2022/23 (n. 520). However the number of deaths in scope
of the Learning from Deaths Policy (n. 210) for the full year 2023/24 remains
consistent with 2022/23 (n. 236). This potentially indicates that there has
been an increasing awareness of the learning from deaths arrangements and
reporting of non-mandated deaths that are not within the Policy scope -
thereby increasing the Trust’s ability to learn from deaths.

There has been a significant improvement in the number of outstanding Stage
1 reviews being completed over the past quarter and we continue to pursue
completion of those reviews awaited. Staff continue to be reminded via
Bulletins and Quality and Safety meetings of the importance of timely
completion of Stage 1 reviews.
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Assessment of 03
2023/24 data against
historic scope (for
mortality surveillance)
Refer Appendix 7e

An analysis was undertaken of the Q3 2023/24 data using the previous
“scope” categories and reporting groupings, in order to identify any
trends of potential concern in relation to death numbers in established
categories (as substantial historic data under the new groupings does not
yet exist). This indicates that reported numbers of deaths are in line with
numbers reported under the previous arrangements for periods not
impacted by COVID-19 and that the category breakdown also remains
broadly consistent with previous quarters.

As at 15/02/24, when this was undertaken, the number of deaths in Q3
2023/24 falling within the previous scope (n. 28) was lower than for
previous quarters. However this trend is observed every quarter and is
related to the fact that there are a number of deaths for which a Stage 1
review requires completion and have thus not yet been assigned to a
confirmed category. Figure 1 in Appendix 1 indicates that the nhumber of
deaths in scope in Q3, using the previous scope, fall within control limits.
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Production of
statistical process
control charts for
2022/23 and 2023/24
Datix reported deaths
(for mortalit
surveillance)

Refer Appendix 7f

The current data collection and analysis arrangements have been in place since
the implementation of the current Learning from Deaths arrangements
(01/04/22). In previous quarterly reports %up to the Q3 data - as per page 31
of this report), a comparison of deaths in scope was made against the previous
data arrangements’ scope categories whilst a sufficient time period of data was
built up under the new arrangements. As there is now 24 months of data for
the new arrangements (01/04/22 - 31/03/24), it has been Fossible to produce
Statistical Process Control charts for the period, with control limits based on
the first 20 months of data.

The following Statistical Process Control charts are presented in Appendix 1f
with commentary:

« Deaths reported on Datix
» Deaths reported on Datix within scope of the Learning from Deaths Policy

Key points of note are as follows:

« There has been a steady increase in the numbers of deaths reported on
Datix since the start of the current Learning from Deaths arrangements.
However, the number of deaths in scope of the Policy for review have
remained broadly consistent. This therefore indicates an increasing
awareness of the importance of reporting and reflecting on deaths and
ascertaining learning.

« The peaks had been identified at the time via monthly surveillance
processes within the Trust and investigated further to ensure no issues of
concern to address. This provides assurance that the monthly internal
processes have been effective in identifying potential issues for follow up.

« There are no monthly levels of reported deaths or deaths in scope that
fall outside of the control limits.

* Generally there appears to be a potential (but not significant) peak in
deaths reported over the Winter months.
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summarv 0" re‘"o“s « Mortality data for previous years (2017/18 - 2022/23) as at 15/02/24 is

attached at Appendix 2a detailing the mandated requirements of the National
eal's Illﬂl'la I ata Learning from Deaths Guidance.

2011/18 2022/231a8 . i .iomary
103 2023/24

« 2022/23 data is presented in the new format and indicates that, since the

ﬂE Ef ﬂﬂﬂﬁllﬂl}[ Zﬂ last report to the Board of Directors:

« 8 deaths previously awaiting Stage 2 commission and re-assessed
have been closed at Stage 1

« 2 deaths previously awaiting Stage 2 commission and re-assessed
have been referred for thematic review

« 6 deaths have been closed at Stage 1 review

« 37 deaths have been closed at Stage 2 (thematic review)
« 1 death has had a Stage 3 (PSIRF) review approved

« 1 death has been referred for Stage 2 (thematic review)

e 4 reviews for deaths in 2021/22 remain open (3 x PSIRF reviews and 1 x
under determination). These all continue to be actively progressed.

e The significant majority of deaths have been assessed as definitely less

likely than not to have had problems in care which may have contributed
to the death
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Summary of re\uous

ears’ mortality data

2011/18 2022/23) as
1042023/24

ﬂa er Appendix 2l

Mortality data for previous years (2017/18 - 2022/23) as at 15/05/24 is
attached at Appendix 2b detailing the mandated requirements of the
National Learning from Deaths Guidance.

In summary:

« 2022/23 data is presented in the new format and indicates that, since
the last report to the Board of Directors:

« The number of Stage 1 reviews outstanding has reduced from 14 to
6 over the past quarter

« 5 deaths, reviewed locally, have been reviewed by Care Unit leads
and agreed for closure at Stage 1 over the past quarter

« 2 Stage 2 clinical case note reviews have been approved in the past
quarter

e 3 reviews for deaths in 2021/22 remain open (2 x PSIRF reviews and 1 x
under determination). These all continue to be actively progressed.

e The significant majority of deaths have been assessed as definitely less
likely than not to have had problems in care which may have contributed
to the death.
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coucl“sul“s AND « This report provides information in relation to the learning emerging from
ncTI“Ns REQ“IHE" reviews of deaths being undertaken under the learning from deaths

arrangements; as well as mortality data mandated for report and data to
support mortality surveillance.

- It also provides assurance that the learning emerging is being acted upon,
with examples provided of actions taken in response to the learning identified.

« The analysis of the data indicates that there are no matters of concern in
terms of mortality data surveillance for Q3 or Q4.

e Given the outcomes outlined, it provides the Trust Board of Directors with
assurance that there are robust processes in place in line with national
guidance to review deaths appropriately, forming part of the Trust’s processes
for continually reviewing and ensuring that patients are receiving safe, high
quality care. It also highlights the work that has been undertaken, and
continues, to strengthen mortality data reporting processes and implement
refined processes.

e The Board of Directors is asked to note the information presented; and
request any further information or action.
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The table on the following page provides a summary of mortality data for Q3
APPEanx1 2023/24 (and updated Q1 & Q2 data). The following “Notes” are referenced in

03 202 the left hand column of the table.
4
- Notes:
mortality data e

[as at‘ nzl 4] 1) There were a total of 169 deaths reported on Datix for Q3 2023/24 (including
those not falling within the scope for mandatory reporting). Some of the
deceased clients had been in receipt of services from more than one service

from EPUT and there were a total of 176 Datix reports made in respect of the
169 deaths.

2) 1in Q1 and 3 in Q2 of these deaths occurred after transfer from EPUT inpatient
unit to acute Trust

3) These figures denote the total number of Stage 1 reviews completed in full and
the number that are actively awaited. When it is identified immediately that
the death did not fall within the scope of the Trust’s Learning from Deaths
review arrangements as the patient had not been under the care of the Trust
services within the 6 months leading up to the death or the death had
immediately been identified for PSIRF review, it is not necessary to complete a
full Stage 1 review.

4) 1 EDAP death included in the Q1 report has been deemed as out of scope as
the client had only had historic contact with the service

5) All LD deaths have been confirmed as reported to LeDeR
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Table 1: SUMMARY OF 2023/24 MORTALITY DATA (UPDATED AS AT 15/02/2024) Q12023/24

Q2
2023/24

Total death reports on Datix Note 1 *184 *140

Relating to x deaths Note 1 *172 *134

N

w1
©o

Total deaths reported on Datix confirmed in scope of learning from deaths policy to date

*
*
wv

Total inpatient deaths Note 2

Total nursing homes deaths

Total deaths subjected to Stage 1 learning from deaths review on Datix (or equivalent under EDAP or LeDeR processes) Note 3 **%137

N

Total deaths awaiting completion of Stage 1 review

=
[N
~

Total deaths closed at Stage 1 and learning ascertained

Total deaths referred on for Stage 2 clinical case note review

N

Total deaths referred on for Stage 2 thematic review (diagnosis of psychosis)

Total deaths referred on for Patient Safety Incident Response Framework (PSRIF) review (Stage 3)

Total deaths for which Stage 2 review complete and learning ascertained

w

Total deaths for which PSIRF review complete and learning ascertained

****7

N

Total deaths undergoing Essex Drug and Alcohol Partnership (EDAP) multi-agency collaborative review processes Note 4

Total deaths undergoing LeDeR (national learning disability mortality review) processes Note 5 *EEkXD

Total deaths for which level of review under determination

Assessed as more likely than not due to PIC

= N =

=
[N
~N

Assessed as not more likely than not due to PIC

~

Assessment of likelihood of death being due to PIC still underway

©

=oun = = N (9]
= AN w

= u
N

Not applicable (EDAP and LeDeR reviews utilising different methodology)

Q3 YTD

2023/24

Q4
2023/24

*176
*169

17

w

%304
85
227
7
22
44
0
14
wrriog

*****19

33

w

N

wv

ey N [S2 R0
N oW N v

[y
[
v

[y
I
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APPENDIX 1b
042023/24
mortality data
[as at 11/03/24)

The table on the following page provides a summary of mortality data for Q4

2023/24 (and updated Q1 - Q3 data). The following “"Notes” are referenced in the

left hand column of the table.

Notes:

1) There were a total of 143 deaths reported on Datix for Q4 2023/24 (including
those not falling within the scope for mandatory reporting). Some of the
deceased clients had been in receipt of services from more than one service
from EPUT and there were a total of 150 Datix reports made in respect of the
143 deaths.

2) 1 of these deaths in Q1 and 3 of these deaths in Q2 occurred after transfer
from EPUT inpatient unit to acute Trust

3) These figures denote the total number of Stage 1 reviews completed in full and
the number that are actively awaited. When it is identified immediately that
the death did not fall within the scope of the Trust’s Learning from Deaths
review arrangements as the patient had not been under the care of the Trust
services within the 6 months leading up to the death or the death had
immediately been identified for PSIRF review, it is not necessary to complete a
full Stage 1 review.

4) 1 EDAP death included in the Q1 report has since been deemed as out of scope
as the client had only had historic contact with the service

5) All LD deaths in 2023/24 have been confirmed as reported to LeDeR.
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Q12023/24 TOTAL

2023/24

Table 2: SUMMARY OF 2023/24 MORTALITY DATA (UPDATED AS AT 11/05/2024)

Q2
2023/24

Q3
2023/24

Q4
2023/24

=
00
]
=
w
©
-
00
N
=
wu1
o

Total death reports on Datix Note 1 654

N
~
N
=
w
[
=
~
w
N
S
w

Relating to x deaths Note 1

N

Total deaths reported on Datix confirmed in scope of learning from deaths policy to date

Total inpatient deaths Note 2

Total nursing homes deaths

=
w
©
[
[
()]

Total deaths subjected to Stage 1 learning from deaths review on Datix (or equivalent under EDAP or LeDeR processes) Note 3

~
@

Total deaths awaiting completion of Stage 1 review

=
N
(9]
0o

Total deaths closed at Stage 1 and learning ascertained

Total deaths referred on for Stage 2 clinical case note review

[

Total deaths referred on for Stage 2 thematic review

N
wv

Total deaths referred on for Patient Safety Incident Response Framework (PSRIF) review (Stage 3)

Total deaths for which Stage 2 review complete and learning ascertained

IS

Total deaths for which PSIRF review complete and learning ascertained

N
[y

Total deaths undergoing Essex Drug and Alcohol Partnership (EDAP) multi-agency collaborative review processes Note 4

Total deaths undergoing LeDeR (national learning disability mortality review) processes Note 5

w

Total deaths for which level of review under determination

Assessed as more likely than not due to PIC

= N = (o)}
NN N wv

JEn
N
w

~

Assessed as not more likely than not due to PIC

Assessment of likelihood of death being due to PIC still underway

©
~
[y

= ~ I e ~
- = N

Y] w w S
NW v N NN <) (%)

[any
w

Not applicable (EDAP and LeDeR reviews utilising different methodology)
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APPENDIK 1c

03 2023/24

mortality data—levels
of review

[as at 19/02/24]

Table 3: Confirmed levels of reviews under new Learning from Deaths arrangements
compared to previous years (as at 15/02/24)

(to date)

Level of review Number Asa % | Number Asa % Average %
of | of total of | of total under
deaths | deaths deaths deaths previous
2022/2 | 2022/2 | 2023/24 | 2023/24 | arrangements
3 3 YTD YTD
Total deaths 520 N/A 500 N/A N/A
Closed at Stage 1 (to date) 303 58% 227 45% 65%
Being reviewed at Stage 2 Clinical 75* 14% 29 6% 6%
Case Note Review / Thematic
Review (to date)
Being reviewed at Stage 3 PSIRF 80 15% 44 9% 29%

* Note: the reduction in this figure from the Q2 report (n. 82) is due to a review undertaken of the latest

circumstances of all Stage 2 reviews awaiting commission and agreement via the Learning from Deaths Oversight
Group of proposals for closure at Stage 1 in light of updated information appertaining to each death since original
decision to commission Stage 2 review (e.g. receipt of confirmed cause of death, no mandated criteria for Stage 2

review met etc.)
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APPENDIX 1d

04 2023/24 Table 4: Confirmed levels of reviews under new Learning from Deaths arrangements

mﬂ"alltv data Ievels compared to previous years (as at 11/05/24)
of review

[as at 11/0 5/24] Level of review Number | Asa % of | Number Asa % Average %
of total of | of total under
deaths deaths deaths deaths previous
2022/23 | 2022/23 | 2023/24 | 2023/24 | arrangements
YTD YTD
Total deaths 520 N/A 654 N/A N/A
Closed at Stage 1 (to date) 308 59% 342 52% 65%
Being reviewed at Stage 2 Clinical 76 15% 48 7% 6%
Case Note Review / Thematic
Review (to date)
Being reviewed at Stage 3 PSIRF 80 15% 51 8% 29%
(to date)
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APPENDIX e

03 2023/24
mortality data-—_
comparison against
historic scope

Figure 1 below shows the total number of deaths that fell within the scope of the previous
Mortality Review Policy each month in a Statistical Process Control diagram. The “control limits”
(depicted by the horizontal dotted lines) are calculated via a defined statistical methodology
and have been set based on 20 months historical mortality data (April 2017 — November 2018).
This statistical tool is designed to help managers and clinicians decide when trends in the
number of deaths should be investigated further. If the number of deaths in the month falls
outside of the control limits this is unlikely to be due to chance and the cause of this variation
should be identified and, if necessary, eliminated. The two months where the humber of deaths
fell above the upper control limit were peaks of COVID-19. Figure 1 below indicates that the

number of deaths in scope in 2022/23 and in Q1 - Q3 2023/24 using the previous scope, fall
within control limits.
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APPENDIX 11
042023/24
mortality data -
statistical Process
Gontrol -

Deaths reported on
Datix

Figure 2 below shows the total number of deaths reported on Datix for the period 01/04/22 -
31/03/24 in a Statistical Process Control diagram. The “control limits” (depicted by the
horizontal dotted lines) are calculated via a defined statistical methodology and have been set

based on 20 months historical mortality data (April 2022 - November 2023). This statistical
tool is designed to help managers and clinicians decide when trends in the number of deaths

should be investigated further. If the number of deaths in the month falls outside of the control

limits this is unlikely to be due to chance and the cause of this variation should be identified

and, if necessary, eliminated. Figure 2 below indicates that the number of deaths reported on
Datix fall within control limits for all months. Further commentary is provided on page 32 of this

report.

Deaths reported on Datix- starting 01/04/22
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APPENDIX 1
042023/2

mortality gata -
statistical Process
Gontrol -

Deaths reported on
Datix within scope of
Policy

Figure 3 below shows the total number of deaths reported on Datix for the period 01/04/22 -
31/03/24 that were within scope of the Trust’s Learning from Deaths Policy in a Statistical
Process Control diagram. The “control limits” (depicted by the horizontal dotted lines) are
calculated via a defined statistical methodology and have been set based on 20 months
historical mortality data (April 2022 — November 2023). This statistical tool is designed to help
managers and clinicians decide when trends in the number of deaths should be investigated
further. If the number of deaths in the month falls outside of the control limits this is unlikely to
be due to chance and the cause of this variation should be identified and, if necessary,
eliminated. Figure 3 below indicates that the number of deaths reported on Datix in scope of

the Policy fall within control limits for all months. Further commentary is provided on page 32 of
this report.

Deaths reported on Datix in scope of Policy- starting 01/04/22
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APPENDIX 2a - Previous
years mortality data
as at 03 2023/24

The following two pages detail data (updated as at 15/02/24) for deaths as
follows:

Table 5: Deaths occurring in 2022/23 (reported and reviewed under the
Trust’s updated Learning from Deaths arrangements)

Table 6: Deaths occurring in 2017/18 - 2021/22 (reported and reviewed
under the Trust’s previous Mortality Review arrangements)
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Table 5: SUMMARY OF 2022/23 MORTALITY DATA (UPDATED AS AT 15/02/2024) Q1 Q2 Q3 Q4 TOTAL
Current current current current 2022/23
Current
Total deaths reported on Datix 114 115 130 161 520
Total deaths reported on Datix confirmed in scope of learning from deaths policy to date 236
Total nursing homes deaths Note 1 - m n 19
Total deaths subjected to Stage 1 learning from deaths review on Datix (or equivalent under EDAP or LeDeR processes) 111 115 123 156 505
Total deaths awaiting completion of Stage 1 review 14
Total deaths closed at Stage 1 and learning ascertained m m 107 303
Total deaths referred on for Stage 2 clinical case note review Note 2 n 34
Total deaths referred on for Stage 2 thematic review (diagnosis of psychosis) Note 2 40
Total deaths referred on for Stage 2 thematic review (other) n n n 1
Total deaths referred on for Patient Safety Incident Response Framework (PSRIF) review (Stage 3) 18 28 22 80
Total deaths for which Stage 2 review complete and learning ascertained Note 3 60
Total deaths for which PSIRF review complete and learning ascertained Note 3 77
Total deaths undergoing Essex Drug and Alcohol Partnership (EDAP) multi-agency collaborative review processes - - 35
Total deaths undergoing LeDeR (national learning disability mortality review) processes - 17
Total deaths for which level of review under determination - n 19
Assessed as more likely than not due to PIC * Note: methodology under review m n m
Assessed as not more likely than not due to PIC m 100 118 391
Assessment of likelihood of death being due to PIC still underway 74
Not applicable (EDAP and LeDeR reviews utilising different methodology) m 52
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Table 6: Summary of deaths closed as at 15/02/24

Year Number Number % closed | % closed | %closed | %closed | %
of deaths | closed at Grade | atGrade | atGrade | atGrade | deemed
in scope * 1 desktop | 2 clinical | 3 critical | 4 serious | more
review case note | incident incident likely
review review review than not
due to
PIC
2017/18 | 248 248 60% 5% 0.5% 35% 1%
2018/19 | 235 235 63% 8% 0% 29% 4%
2019/20 | 228 228 64% 7% 0.5% 29% 2.5%
2020/21 | 311 311 73% 4% 0% 23% **0.3%
2021/22 195 191 67% 4% 0% 27% **0%

* Note: Scope in place 2017/18 — 2021/22 under Mortality Review Policy was different to scope from

2022/23 onwards under Learning from Deaths Policy

** Note: From 01/05/21, on introduction of the Patient Safety Incident Response Framework (PSIRF)

arrangements, the Trust did not undertake this determination for deaths reviewed via PSIRF

arrangements as the focus of this methodology was on quality learning outcomes. The determination
was made for all other deaths in scope.

The four death reviews open for 2021/22 deaths remain as follows:

° 1 death for which information is awaited from operational services in order to determine the level

of review to which the death should be subjected prior to closure

° 3 deaths still undergoing PSIRF review — there are on-going Patient Safety Incident Investigations

taking place in relation to these 3 deaths
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as al 4 2023/ 4 The following two pages detail data (updated as at 15/05/24) for deaths as
follows:

Table 7: Deaths occurring in 2022/23 (reported and reviewed under the
Trust’s updated Learning from Deaths arrangements)

Table 8: Deaths occurring in 2017/18 - 2021/22 (reported and reviewed
under the Trust’s previous Mortality Review arrangements)
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Table 7: SUMMARY OF 2022/23 MORTALITY DATA (UPDATED AS AT 15/05/2024)

Total deaths reported on Datix 114 115 130 161

[9))

Total deaths reported on Datix confirmed in scope of learning from deaths policy to date 2
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iy
9]
(9]
wu
(o]

Total inpatient deaths Note 1

Total nursing homes deaths Note 1

[y
[
[

Total deaths subjected to Stage 1 learning from deaths review on Datix (or equivalent under EDAP or LeDeR processes)

[N
[N
(%3]
=
N
w
[N
(%)
(e)]

Total deaths awaiting completion of Stage 1 review

Total deaths closed at Stage 1 and learning ascertained

=
[N
[N
o

(=)

Total deaths referred on for Stage 2 clinical case note review Note 2

Total deaths referred on for Stage 2 thematic review (diagnosis of psychosis) Note 2

Total deaths referred on for Stage 2 thematic review (other)

Total deaths referred on for Patient Safety Incident Response Framework (PSRIF) review (Stage 3)

Total deaths for which Stage 2 review complete and learning ascertained Note 3

N

Total deaths for which PSIRF review complete and learning ascertained Note 3

[

Total deaths undergoing Essex Drug and Alcohol Partnership (EDAP) multi-agency collaborative review processes

Total deaths undergoing LeDeR (national learning disability mortality review) processes

Total deaths for which level of review under determination

w

Assessed as more likely than not due to PIC * Note: methodology under review

g
[EEN
N
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Assessed as not more likely than not due to PIC

>
=
o
]

N
w
=

4
14

N

4
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Assessment of likelihood of death being due to PIC still underway
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>

Not applicable (EDAP and LeDeR reviews utilising different methodology)
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Table 8: Summary of deaths closed as at 15/05/24

Year Number Number % closed | %closed | %closed | %closed | %
of deaths | closed at Grade | at Grade | at Grade | atGrade | deemed
in scope * 1 desktop | 2 clinical | 3 critical | 4 serious | more
review case note | incident incident likely
review review review than not
due to
PIC
2017/18 | 248 248 60% 5% 0.5% 35% 1%
2018/19 | 235 235 63% 8% 0% 29% 1%
2019/20 | 228 228 64% 7% 0.5% 29% 2.5%
2020/21 | 311 311 73% 4% 0% 23% **0.3%
2021/22 | 195 192 67% 4% 0% 28% **0%

* Note: Scope in place 2017/18 — 2021/22 under Mortality Review Policy was different to scope from

2022/23 onwards under Learning from Deaths Policy

** Note: From 01/05/21, on introduction of the Patient Safety Incident Response Framework (PSIRF)

arrangements, the Trust did not undertake this determination for deaths reviewed via PSIRF

arrangements as the focus of this methodology was on quality learning outcomes. The determination

was made for all other deaths in scope.

The three death reviews remaining open for 2021/22 deaths are as follows:

. 1 death for which information is awaited from operational services in order to determine the level

of review to which the death should be subjected prior to closure

. 2 deaths still undergoing PSIRF review — there are on-going Patient Safety Incident Investigations

taking place in relation to these 2 deaths
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