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1. [bookmark: _Toc163774063]Introduction

Most people will be in receipt of care from the NHS at the time of their death and experience excellent care from the NHS for the weeks, months and years leading up to their death. However, for some people, the experience is different and they experience poor quality provision for a number of reasons including system failure.

Learning from deaths is an essential part of quality improvement. It is the right thing to do to review and investigate deaths where care and service delivery problems occurred so that we can learn and prevent recurrence. 

This policy is in line with the South West Yorkshire Partnership Foundation Trust values:
· We put the person first and in the centre
· We know that families and carers matter
· We are respectful, honest, open and transparent
· We improve and aim to be outstanding
· We are relevant today and ready for tomorrow

The Five Year Forward View for Mental Health (2016)[footnoteRef:2] identified that people with severe and prolonged mental illness are at risk of dying on average 15 to 20 years earlier than other people. Therefore it is important that organisations widen the scope of deaths which are reviewed in order to maximise learning. [2:  NHS England (The Mental Health Taskforce) (February 2016) Five Year Forward View for Mental Health] 


The Confidential Inquiry into premature deaths of people with learning disabilities (2015) showed a very similar picture in terms of early deaths.

We will make it a priority to work more closely with families and carers of patients who have died and to ensure meaningful support and engagement with them at all stages, from the notification of the death of their family member through to actions taken following on from any investigation in line with the National Quality Board guidance on supporting bereaved families[footnoteRef:3].  [3:  National Quality Board (July 2018)  Learning from deaths - Guidance for NHS trusts on working with bereaved families and carers 
] 


The Trust will also look at a selection of cases where we can learn from examples of good care and share this through our learning from healthcare deaths reporting. 

A report by independent auditors Mazars, commissioned by NHS England was published in December 2015. It commented on services run by Southern Health NHS Foundation Trust.
The report found:- 
· Failings in the way the Trust investigated serious incidents
· Too few deaths were investigated and some should have been investigated further.
· The Trust could not demonstrate a comprehensive systematic approach to learning from deaths

These findings were reinforced in the Care Quality Commission (CQC) report Learning, candour and accountability[footnoteRef:4]. It revealed that in some organisations learning from deaths was not being given sufficient priority and that valuable opportunities for improvements were being missed. Importantly the CQC also point out that there is much more we can do to engage families and carers, and recognising their insights and experiences is vital to our learning.  [4:  Care Quality Commission (2016) Learning, candour and accountability: A review of the way NHS trusts review and investigate the deaths of patients in England ] 


The National Quality Board (NQB) guidance on Learning from Deaths[footnoteRef:5] was the starting point to initiate a standardised approach to the way NHS Trusts report, review, investigate and learn from patient deaths, which should lead to better quality investigations and more embedded learning. These reviews will provide the Trust with valuable information in deciding how Executive Teams and Boards can use these findings.  [5:  National Quality Board (2017) National Guidance on Learning from Deaths 
] 


The Trust fully supports the approach it has developed with mental health providers in the North of England Alliance as part of our collaborative approach to learning from deaths. The Trusts participating are:

· Bradford District Care NHS Foundation Trust
· Lancashire & South Cumbria NHS Foundation Trust
· Humber NHS Foundation Trust
· Leeds and York Partnership NHS Foundation Trust
· Cumbria, Northumberland, Tyne and Wear NHS Foundation Trust
· Rotherham, Doncaster and South Humber NHS Foundation Trust
· Sheffield Health & Social Care NHS Foundation Trust
· South West Yorkshire Partnership NHS Foundation Trust
· Tees, Esk and Wear Valley NHS Foundation Trust

Working collaboratively will enable shared learning and good practice, and information suitable for comparison across organisations.  

This policy sets out the principles that guide our work and how we will implement them. 

South West Yorkshire Partnership NHS Trust provides a range of services alongside its mental health portfolio – including community healthcare, learning disabilities and physical health services, and these have been considered when writing the policy. 
 
This policy should be read in conjunction with:-
· Patient Safety Incident Response policy
· Patient Safety Incident Response plan 
· Incident Reporting, Management and Learning Response procedure
· Duty of Candour policy
· Engaging and involving patients and families following a patient safety incident procedure
2. [bookmark: _Toc163773406][bookmark: _Toc163773853][bookmark: _Toc163774064][bookmark: _Toc163773407][bookmark: _Toc163773854][bookmark: _Toc163774065][bookmark: _Toc163774066]Purpose and scope of the policy

Working with families/carers of patients who have died offers an invaluable source of insight to improve services. There is a need to ensure families are given the opportunity to comment on the care received, and ensure support is provided at all stages of the review process and an understanding that treating bereaved families/carers as equal partners in this process is vital. Communication with families and carers should consider the Accessible Information Standards.

In line with the National Quality Board guidance on Learning from Deaths[footnoteRef:6], every Trust must have a policy in place that sets out how it identifies, reports, reviews, investigates and learns from a patient’s death and reviewing the care they received prior to death to consider if this could have been improved.  [6:  National Quality Board (2017) National Guidance on Learning from Deaths 
] 


The Trust already does significant work with working with families following deaths where care delivery may be an issue. We also involve service users and families in the development of services and provide opportunities to provide feedback on all aspects of care and services delivery. 

We will continue to educate staff and encourage a more open culture of listening to the views and opinions of families and carers following all deaths. Staff will become more confident in identifying what can be done differently and improve systems and share systems and processes that are working well.

This policy sets out roles and responsibilities relating to learning from deaths and promotes a culture of learning lessons.

	[image: MC900434750[1]]
	Learning from a review about the care provided to patients who die in our care is integral to the Trust’s governance and quality improvement work.



[bookmark: _Toc163774067]2.1 Purpose

The Trust will implement the requirements outlined in the Learning from Deaths framework as part of the organisation’s existing procedures to learn and continually improve the quality of care provided to all patients. 

It will set out the Trust’s expectation / principles on how it responds to deaths in our care and identifies the scope of review for each death and how the Trust will learn from them.

This policy sets out how staff can support the involvement of families and carers when a death has occurred and how to engage with them to ensure there are easy opportunities to discuss or ask questions about the care received by their loved one to their preferred timescale.

2.2 [bookmark: _Toc163774068] Objectives

While a focus on process is important, everything that is done should place emphasis on supporting families and carers and the outcomes of learning from deaths.  

The core objectives of this policy are: 

· To prioritise and enable consistently effective, meaningful engagement and compassionate support between families, carers and staff that is open and transparent to allow them to raise questions about the care provided to their loved one
· To help to identify what can be improved to ultimately reduce the inequality in the life expectancy of people with a severe mental illness/learning disability
· To standardise approaches to reviewing deaths across the northern alliance of mental health trusts in order to share information and key learning
· To ensure there is a consistent and coordinated approach for undertaking mortality reviews for physical health care
· To enhance learning at a personal, team and organisational level
· To ensure the Trust engages with other stakeholders (Acute Trusts, Primary Care, Public Health, Safeguarding, Health and Wellbeing Boards etc.) to work collaboratively, sharing relevant information and expertise to maximise learning from deaths
· To support the evaluation of the Trust’s approach to learning from deaths in line with the northern alliance of mental health trusts agreed principles
[bookmark: _Toc163774069] 2.3 Scope of the policy

This policy applies to all Trust staff with a responsibility for patient care.

	[image: MC900434750[1]]
	The National Quality Board Guidance on Learning from Patient Deaths applies to all acute, mental health/learning disability and community NHS Foundation Trusts. 





3. [bookmark: _Toc163774070]Definitions

	[bookmark: _Hlk163730172]Term
	Definition
	Circumstances

	Death certification      






	The process of certifying, recording and registering death, the causes of death and any concerns about the care provided. This process includes identifying deaths for referral to the coroner.

	When a death has been certified, no further review process is required[footnoteRef:7]. In the event of there being concerns about the care provided from management, governance or family, then a case would move into case record review or investigation.   [7:  In line with the National Quality Board - National Guidance on Learning from Deaths ] 


	Debrief
	A debrief aims to capture a teams’ immediate thoughts and feelings following an incident. Staff may be asked to complete a memory capture document to capture some of their initial recollection which can then be useful at a later date if a further learning response is required. 
Debriefs do not need to take a long time and should be dependent on the nature of the incident and the staff involved needs. A summary of a team debrief should then be recorded on DATIX.
	Debriefs’ should be initiated as soon as possible after an incident to identify any immediate action(s) needed to ensure continued safety and discuss staff wellbeing. All those directly involved in an incident should be involved and they can be led by the most appropriate person on duty. 


	Manager’s 48-hour review
	Following the manager’s review of the clinical records against standards, the manager records their findings on the Manager’s 48-hour review on the Datix incident record. The aim is to provide a summary of the care provided and identify good practice and any areas for further review.  
	Where a death has not been certified, the Manager’s 48-hour review can be accepted as a first stage case record review. This is usually where the review is comprehensive, there are no concerns identified and care was provided as would have been expected.  

	Structured Judgement Review (SJR) 
	Reviewing case records to determine whether there were any problems in the care provided to the patient who died, in order to learn from what happened. The Trust uses the Royal College of Physicians Structured Judgement Review methodology[footnoteRef:8] and Royal College of Psychiatrists Mortality Review Tool for Mental Health Trusts[footnoteRef:9]. [8:  Royal College of Physicians (2018) Mortality toolkit: Implementing structured judgement reviews for improvement  ]  [9:  Royal College of Psychiatrists (2018) Care Review Tool for Mortality ] 


	A Structured Judgement Review is undertaken when a more detailed, independent review of the care provided is required following review of the managers 48-hour review. This may be because there are questions remaining about the care provided. 

	After Action Review
	An After Action Review is a structured, facilitated discussion of an incident which gives individuals involved the ability to reflect on and contribute to the understanding about what happened with the aim of learning and improvement. After Action Reviews should take place following an incident where there has been moderate harm or above; and/or there is a theme/trend requiring further review or you are concerned about patient safety regardless of the level of harm.
	All staff involved in the incident should be invited to attend as well as any other professionals who may be able to contribute to the discussion.
AARs should take no longer than 60-90 minutes and should take place as soon as possible and within 1 calendar month of an incident. They may take place following a debrief where additional opportunities for learning had been identified.

	Specialist Learning Review
	A specialist overview and contribution to identify any learning and areas of safety improvement. Supports MDT teams to learn from multiple incidents, single incidents involving more than one team or a safety theme with support from a specialist.
	Staff involved in the incident(s) and any others who could provide meaningful contribution should be invited to the review which will be led by a trained facilitator with the most appropriate specialist for the incident type/theme.

	Case Record Review
	Is a structured assessment of case notes to determine whether there were any problems in the care provided to a patient. Case record review is undertaken routinely to learn and improve in the absence of any particular concerns about care. This is because it can help find problems where there is no initial suggestion of care concerns. It can also be done where concerns exist, such as when bereaved families or staff raise concerns about care.
	The Trust has two types/stages of case record review;-
 
1. Manager’s 48-hour Review, 
2. Structured Judgement Review 


	LeDeR
	The Learning from Life and Death Reviews (LeDeR), previously known as Learning Disabilities Mortality Review, programme is commissioned by NHS England to support local areas in England review the deaths of people with a learning disability and/or autism to: 
·  identify common themes and learning points, 
·  provide support to local areas in their development of action plans to take forward the lessons learned.

	The LeDeR programme will be contacted regarding the death of a person with a learning disability. If the death has not been reported by another agency, the Trust will report the death. The Manager’s 48-hour review will also be completed internally to enable any local learning to be identified. In some cases, a Structured Judgement Review may be completed.

	Patient Safety Incident Investigation (PSII) 
	These are in-depth systems analysis reviews, led by patient safety incident investigators to review either an individual patient safety incident or a small number of thematic systems safety improvement projects. 
It involves undertaking a systematic analysis of what happened, how it happened and why, using Systems Analysis and human factors techniques.  

	PSIIs can be initiated alone or can be triggered following learning response reviews highlighting learning that exists outside of improvement work.

A PSII would involve all those involved in an incident including staff, service users and families and would follow a similar process to the previous Serious Incident Investigation process – review of records, startup meetings and staff interviews, production of a systems based report highlighting learning and identifying specific areas for improvement and the presentation of these findings as Post Incident Meetings and Learning Events. The PSIIs will be reviewed and approved by the Chief Nurse/ Director of Quality and Professions and Chief Medical Officer (or deputies) on behalf of Trust Board.


	Retrospective Thematic Review
	Used when a safety issue or incident type is well understood (e.g. because previous incidents of this type have been thoroughly investigated and national or local improvement plans targeted at contributory factors are being implemented and monitored for effectiveness.
	A retrospective thematic analysis can identify patterns in data to help answer questions, show links or identify issues. Led by a specialist advisor or someone within the patient safety support team, the output of a thematic review can differ however the aim is to produce a report, the outcomes of which are then used to identify new system improvements to address key barriers to safety.

	Learning from Patient Safety Events (LFPSE)
	LFPSE replaced the National Reporting and Learning System (NRLS) in Autumn 2023. Patient safety incidents reported locally are submitted to the national database to aid learning and improvement. 
	It will also replace how we report PSIIs in the future to replace the Strategic Executive Information System (StEIS).

	Death due to a problem in care
	A death that has been clinically assessed using a recognised method of case record review, where the reviewers feel that the death is more likely than not to have resulted from problems in care delivery/service provision. (Note, this is not a legal term and is not the same as ‘cause of death’).
	

	Deaths in scope
	Deaths that the Northern Alliance of mental health trusts and the Trust for general community services have determined require further review under this policy.
	

	Main provider of care
	When the Trust is the main provider of care as described in section 4.3 scope of reportable deaths.
	

	Severe Mental Illness
	The term is generally restricted to psychoses, including schizophrenia, bipolar disorder, delusional disorder, unipolar depressive psychosis, and schizoaffective disorder.
	

	Medical Examiners
	The Medical Examiners are senior doctors who have undertaken training in legal and clinical elements of the death certification process. They carry out their duties as an Independent Medical Professional.

	At South West Yorkshire Partnership Foundation NHS Trust (SWYPFT), when a patient dies, the Medical Professional who is issuing the Medical Certificate of Cause of Death (MCCD) will have to refer the case for Medical Examiner scrutiny before they do this. 





4. [bookmark: _Toc163774071]Principles

[bookmark: _Toc163774072]4.1 Identifying and Reporting Deaths

[bookmark: _Toc163774073][bookmark: _Toc490725802][bookmark: _Toc492305359]4.1.1 Identifying Deaths

The Trust has systems that identify and capture the known deaths of its service users on its electronic patient administration systems (PAS) and on its Datix system where the death requires reporting. This is to help ensure that the Trust Board has a comprehensive picture of the deaths of all its services users and the opportunities to learn from them. 

The Trust’s Performance and Information team has also developed ways to triangulate deaths across Trust systems and link in information from some local registration of deaths services. 

Where deaths are identified through enquiries from the coroner, teams should report the death on Datix (see section 4.1.3). 

The Trust will be informed of a service user’s death in a variety of ways. This could be by contacting to arrange an appointment or attending a planned visit, family contacting staff to inform them of the death, coroner’s requests, other care providers, through the clinical information system. 

When the Trust becomes aware of a death, the clinical team should use the flowchart set out in Appendix D to ensure the process is followed when a death occurs. This initially includes contacting the family and reviewing the clinical records. Appendix D helps teams identify which deaths should be reported on Datix. 

[bookmark: _Toc163774074]4.1.2 Responding to Deaths

When a death has been identified, the first step in responding is contacting the relevant family members to offer condolences. The team should agree who is the most appropriate person, ideally someone who has had previous contact. They should offer support to the family, and where possible, enquire about the circumstances and cause of death. They should be given the opportunity to raise any questions they may have about the care their family member received. Advice can be sought from the Trust’s Family Liaison Officer (FLO) where relevant.

Attempts should be made to obtain further information from other providers, e.g. acute hospital, GP, nursing/care home, if information is limited. In addition to this, the Patient Safety Support Team will liaise with the Legal Team to try to obtain cause of death/inquest conclusions from H M Coroner’s office.

The manager or deputy should be informed of the death as soon as possible. 

The manager or deputy, should always review the care (minimum 6 months, and not limited to that team’s care) on the clinical information system to understand if the care provided was in line with what would be expected against clinical standards, policies and procedures. 


[bookmark: _Toc163774075]4.1.3 Reporting Deaths

For some teams providing care, a death of a service user will always be reportable as an incident on Datix. The flowchart in Appendix D helps staff to identify which incidents should be reported. If a team is not usually a main provider of care, they would not routinely report deaths on Datix (see section 4.3 scope of reportable deaths). However if there were concerns raised by the family, management or governance, the death would be reportable so that review can take place. Staff should follow the guidance in Appendix D. 

If the death is reportable, the death should be reported on Datix within 24 hours of being informed. If there are any doubts about whether a death should be reported or not, it should be reported so it can be considered. 

Staff should provide details of the circumstances and cause of death where known. Where there has been an inpatient death, the recording should include certified cause of death or state whether this has been referred to the Coroner and why.

Information on the communication with the family should be recorded, including a summary of the conversation, the offer of condolences, who was contacted, when, and any information about cause of death. If contact cannot be made with family members, this should also be recorded.

Managers should complete the Death of a service user section within Datix, and record findings from review of the clinical records on Datix.


	[image: C:\Users\flintoffj\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.IE5\XJK2M0E3\MC900434750[1].png]
	All deaths where we are the main provider of care or there are concerns from family, clinical staff or through governance processes, that staff are made aware of must be reported through the Datix system to start the process of learning from patient deaths. The Manager’s 48-hour review of care must be completed including any immediate action taken.




[bookmark: _Toc163774076]4.1.4 Medical Examiners Service

Recommendations were made by government that acute trusts in both England and Wales were to set up medical examiner offices to focus on the certification of all deaths that occur within their own organisation and in the wider community. This process involves the scrutiny of all deaths that occur within their districts that are not subject to a coronial investigation. This means when someone passes away, the circumstances of their death, must either be investigated by the Coroner or scrutinised by a Medical Examiner before a Medical Certificate for Cause of Death (MCCD) can be issued. 
From September 2024, any doctor issuing an MCCD will legally be required to discuss the cause of death with a Medical Examiner if they have not referred the case for coronial investigation. 
The Acute Hospitals in the region have started the process of scrutinising all deaths (including deaths that occur on mental health wards).
The Purpose of the Medical Examiner system is to:
· Provide greater safeguards for the public by ensuring independent scrutiny of all non-coronial deaths by senior level clinician.
· Ensure the appropriate direction of deaths to the coroner.
· Assist the clinician with issuing the Medical Certificate of Cause of Death with any queries that they have about the process, to ensure a better quality of service.
· Provide a better service for the bereaved and an opportunity for them to raise any concerns to a doctor not involved in the care of the deceased. 
· Improve the quality of death certification and improve the quality of mortality data.
The Medical Examiners are senior doctors who have undertaken training in legal and clinical elements of the death certification process. They carry out their duties as an Independent Medical Professional.
Each individual general hospital has its own Medical Examiner’s service.
The role of the Medical Examiner is to:

· Their role involves accessing all the deceased patient’s medical files and independently identifying a potential cause of death to then discuss a cause of death with the issuing practitioner to come to an agreement.
· Agree the proposed cause of death and the overall accuracy of the medical certificate of cause of death (MCCD) with the Doctor completing it.
· Discuss the cause of death with the next of kin/bereaved/informant to ensure they understand the cause, have no concerns and all their questions are answered. They also establish if they have questions or any concerns with care before death.
· Act as a medical advice resource for the local coroner.
· They identify and raise any concerns about the death or care to the relevant bodies (e.g. coroner/police/incident reports etc.) if appropriate. The Medical Examiner will raise concerns with the Trust through the Chief Nurse, Chief Medical Officer or Patient Safety Specialists.
· Inform the selection of cases for further review under local mortality arrangements and contribute to other clinical governance procedures.

Medical examiners are assisted by Medical Examiner Officers, who have been specifically trained for the role.

At South West Yorkshire Partnership Foundation NHS Trust (SWYPFT), when a patient dies, the Medical Professional who is issuing the Medical Certificate of Cause of Death (MCCD) will have to refer the case for Medical Examiner scrutiny before they do this. 

The service user’s case can be referred to the Medical Examiner Service via System One or by contacting their office directly. It should contain clinical details provided by the treating/certifying physician.

SWYPFT inpatient wards are served by two different Medical Examiner’s Offices: Mid Yorkshire Hospitals Teaching NHS Trust and/or Calderdale and Huddersfield NHS Foundation Trust. Contact details can be found within Appendix E.

The Medical Examiner’s Office will be informed of deaths of psychiatric patients in the community by the patient’s GP. Each GP surgery will be aligned with a Medical Examiner’s Office.

[bookmark: _Toc163774077]4.1.5 The decision to investigate or review

All deaths reported on Datix are reviewed by the Patient Safety Support Team on a regular basis. Appendix F provides a flowchart to illustrate the mortality review process and categories of death which support whether a review or learning response takes place. This flowchart is available on the intranet and the Trust website. 

To ensure there is consistency in recording, a number of categories have been developed, used across the Northern Alliance. These have been added to Datix and the flowchart (Appendix F). The manager will record this when reviewing the death, being confirmed by patient safety support team from information given:
· Expected natural (EN1) – e.g. Terminal illness
· Expected natural (EN2) –e.g. cancer, expected but not in timescale
· Expected unnatural (EU) –e.g. death expected but not cause e.g. drug and alcohol
· Unexpected natural (UN1) –e.g. cardiac arrest, stroke, road traffic accident
· Unexpected natural (UN2) –e.g. alcohol dependency but care concerns 
· Unexpected unnatural (UU) - e.g. suicide, homicide, abuse, neglect

The patient safety support team will prompt teams to ensure full and accurate information is recorded if this has not been already completed. 

The information provided within the Managers 48-hour review and Death in service user sections on Datix will be used to determine the level of review and method of review (see section 4.2). 

The Patient safety support team will determine if the case is in scope or out of scope on Datix, in line with determining the scope of deaths as described in section 4.3 of this policy.

The clinical team will review the case and make a note on Datix if they feel any further review may be required. Care group governance meetings are established to review incidents and where there is a need to determine further review or discussion this will be escalated to the Patient Safety Oversight Group that involves medical and nursing directors to make a final decision or agree next steps. 

[bookmark: _Toc163774078]4.2 Review methodology and Learning Response 

[bookmark: _Toc163774079]4.2.1 Levels of Review

The Trust has adopted the three levels of scrutiny suggested in the NQB guidance:

	1
	Death Certification

	Details of the cause of death as certified by the attending doctor. 


	2
	Case record review
	Includes:
(1) Managers 48-hour review 
(2) Structured Judgement Review 

	3
	Learning Response
	Includes:
After Action Review
Specialist Learning Review
Patient Safety Incident Investigation (PSII)
Retrospective Thematic Review
Other reviews e.g. LeDeR, safeguarding, joint reviews



These levels of review are discussed in more detail below in the following sub sections. 
[bookmark: _Toc163774080]4.2.2 Certification

If the death has been certified by a doctor as a natural death and they have not reported the death to the coroner, no further review will be necessary unless the Trust is aware of any concerns expressed by family and clinical staff or through governance processes. The clinical team will normally review the case and make a note on Datix if they feel any further review may be required. 

[bookmark: _Toc163774081]4.2.3 Case Record Review

Case record review is a method used to determine whether there were any problems in the care provided to a patient within a particular service. It is undertaken routinely to learn and improve in the absence of any particular concerns about care. This is because it can help identify problems where there is no initial suggestion anything has gone wrong. It can also be done where concerns exist, such as when bereaved families/carers or staff raise concerns about care.
Some deaths will require further review to look at the care provided to the deceased as recorded in their case records in order to identify any learning. 

The Trust has two types of case record review. The first stage case record review is the Manager’s 48 hour Review, with the second stage a Structured Judgement Review, as described below:-

Manager’s 48-hour review

Where a reportable death has not been certified, the Manager’s 48-hour review can be accepted as a first stage case record review. 

The responsible manager records the findings of their case record review on the Manager’s 48 hour review on the Datix incident record.  This aims to provide a summary of the care provided, identify if the care was provided within clinical standards, policies and procedures, identify areas of good practice and any areas for further review.   

The completed Managers 48 hour review is considered (usually at risk panel) and where the review is comprehensive, there are no concerns identified and care was provided as would have been expected, this will be accepted as a first stage case record review.  

Structured Judgement Reviews 

A Structured Judgement Review (SJR) blends a traditional clinical judgement based review with a standard format that enables reviewers to make safety and quality judgements over phases of care and which provides explicit written comments and a score for each phase. The Trust uses nationally agreed review toolkits. The first, issued by the Royal College of Physicians, has been in use in the Trust since April 2017. In November 2018, the Royal College of Psychiatrists published a toolkit focused on learning from patient deaths for NHS Mental Health Trusts (see Structured Judgement Review in Definitions, section 3).

An SJR provides a relatively short but rich set of information about each case in a format that can be aggregated to provide knowledge about clinical services and systems of care. The Trust has a trained number of staff to be able to undertake these reviews.

A governance process is in place with the patient safety support team and care groups to review completed SJRs and to monitor subsequent actions, to ensure consistency and completeness of each review. The SJR process is monitored through the Mortality Review Group.

[bookmark: _Toc163774082]4.2.4 Learning Responses

The following learning responses are identified methods that can be used to learn from deaths: -

· Debrief
· After action review
· Specialist learning review
· Patient safety incident investigation (PSII)
· Retrospective thematic review

Specific details and guidance on the use of these methods and associated tools can be found within the Patient Safety Response Framework (PSIRF) Policy and Plan, of the intranet. Section 3 of this policy should be referred to for ‘Definitions’.

[bookmark: _Toc163774083]4.2.4 Other reviews

Joint investigations

There are some instances when a joint approach is required with another organisation to investigate. The Trust has developed links with neighbouring acute Trusts and social enterprises to enable this to take place when needed. Either organisation can request this to take place.

Safeguarding reviews

The Trust is an active member in Safeguarding Boards and should a death require investigation through the Safeguarding process the Trust will work through that process in line with Patient Safety Incident Response Framework (PSIRF). The manager’s 48-hour review would be completed in these cases. 

Learning Disability Deaths 

All deaths of service users with a Learning Disability and/or Autism diagnosis are reportable on Datix in the Trust. Each death will have the Manager’s 48-hour review completed to enable any local learning to be identified and inform whether a Structured Judgement Review will be completed. This follows a similar process to all other patient safety incidents, however alongside this internal review, the Trust’s LeDeR lead managers will ensure the death is reported to the Learning from Life and Death Reviews (LeDeR) programme[footnoteRef:10] for service users with a learning disability and/or autistic diagnosis aged 18 or over. For anyone under 18 years of age with this diagnosis the death should be reported through the Child Death Overview Panels (CDOP) for review.  [10:  https://leder.nhs.uk/report] 


[bookmark: _Toc163774084]4.3 Scope of reportable deaths 

[bookmark: _Hlk163724834]In order to support consistency in determining the scope of deaths for further review, the alliance of Northern Mental Health Trusts has agreed the core principles and the Trust has added to this to reflect the range of Trust services. 

Where the Trust provides a wide range of clinical services across inpatient, community and other provider organisations this can lead to both a degree of confusion as to who is responsible for the reporting and reviewing of a patient’s death and the risk of double reporting.

To support staff in their decision making, staff should refer to the flowchart in Appendix D which follows the principles below. They must consider any involvement of Trust teams outside of their own. However if there is any doubt staff should contact their line manager for advice.  

Core reporting principles:
    
A) 	The Trust is deemed the main provider of care, if at the time of death the patient was subject to:
1. An episode of inpatient care within our service.
2. An episode of community treatment due to identified mental health, learning disability or substance misuse needs.  
3. A Community Treatment Order. 
4. A conditional discharge. 
5. An inpatient episode or community treatment package within the 6 months prior to their death (Mental Health services only).
6. Guardianship
7. Deprivation of Liberties legislation (DOLS)
8. Patient discharged from SWYPFT inpatient bed in the 30 days prior to death. 

B)	Patients who meet the above criteria but are inpatients within another health care provider or custodial establishment at the time of their death.  

In these circumstances the death will be reported by the organisation under whose direct care the patient was at the time of their death. That organisation will also offer condolences and exercise the responsibilities under being open and duty of candour if required.  

However there will be a discussion to agree on if it is to be a joint or single agency review or learning response (this will be determined by the cause of death) and in the case of joint reviews/investigations who the lead organisation will be.   

The Trust should still ensure the death is reported, to ensure we can review the care and treatment the Trust provided. In most cases, the certification and/or Manager’s 48-hour review will be sufficient to identify any local learning. Where there has been a long standing relationship with family members, condolences and support should be offered by the relevant staff.

C)	Services provided by the Trust where we are not classed as the main provider. 

The Trust is not usually classed as the main provider of care for a small number of teams. These teams usually provide a small component of an overarching package of care and the lead provider is usually the patients GP. For these teams, they should only report deaths where there are concerns regarding the care provided (see Appendix D).   If, on review of the clinical records, it is identified that the deceased was on the caseload/waiting list of any of the listed teams but this was the incorrect pathway, the death should be reported so a review can take place.

	List C
	

	· Dietetics
· The drug and alcohol shared care services
· Care home liaison
· Acute hospital liaison
· Memory monitoring
· Recovery college deaths
· Support services, e.g. housing
· Rapid Access 


	· Tissue viability
· District Nursing
· Community physiotherapy
· Macmillan Nurses
· Podiatry
· Health and wellbeing
· Tele-health
· Long term conditions
· End of life team
· Primary care prevention services
· 0-19 service




D)	Exception. 

In addition to the above, if any act or omission on the part of a member of Trust staff where we are not classed as the main provider is felt to have in any way contributed to the death of a patient, an investigation will be undertaken by the Trust. These MUST be reported on Datix.

National guidance
The above core principles are underpinned by the National Quality Board guidance[footnoteRef:11] which sets out certain types of death that must always be reported. These include: [11:  National Quality Board (2017) Learning from Deaths guidance] 


all in-patient, out-patient and community patient deaths of those with learning disabilities and/or autism (this is through the LeDeR programme) 
deaths meeting the criteria within the Serious Incident Framework[footnoteRef:12]  [12:  The Patient Safety Incident Response Framework (PSIRF) (2023) replaced the Serious Incident Framework (SIF) (2015)] 

child (under 18) death reviews should be undertaken in accordance with national guidance, Working Together to Safeguard Children
maternity/perinatal deaths 
any death of a patient detained under the Mental Health Act is reported to the Care Quality Commission without delay
all deaths where bereaved families and carers, or staff, have raised a significant concern about the quality of care provision
all deaths in a service specialty, particular diagnosis or treatment group where an ‘alarm’ has been raised with the provider through whatever means
all deaths in areas where people are not expected to die, for example in relevant elective procedures
deaths where learning will inform the provider’s existing or planned improvement work, for example if work is planned on improving sepsis care, relevant deaths should be reviewed, as determined by the provider. To maximise learning, such deaths could be reviewed thematically

In addition, the Northern Mental Health alliance has identified a number of potential triggers in a mental health setting for a Review / Investigation.  These include deaths: 
1. Patient deaths of people with severe mental illness (SMI)* 
2. Where medication with known risks such as Clozapine was a significant part of the treatment regime
3. From causes or in clinical areas where concerns had already been flagged – (possibly at Trust Board level or via complaints or from data)
4. Where they had been subjected to a care intervention where death wouldn’t have been an expected outcome e.g. ECT, rapid tranquilization
5. Where the service user had no active family or friends and so were particularly isolated e.g. with no one independent to raise concerns
6. Where there had been known delays to treatment e.g. assessment had taken place or a GP referral made but care and treatment not provided, or where there was a gap in services 
7. Associated with known risk factors/correlations 
8. Particular causes of death e.g. epilepsy
9. Deaths in Distress which might include: drug and alcohol deaths, or deaths of people with an historic sex offence e.g. people who might not be in crisis but need support and from whose experience there may be learning from a thematic review
10. Where a proactive initial assessment of a death has potentially identified that there was a deterioration in the physical health of a service user which wasn’t responded to in a timely manner 
11. A further sample of other deaths that do not fit the identified categories, so that providers can take an overview of where learning and improvement is needed most overall; this does not have to be a random sample, and could use practical sampling strategies such as taking a selection of deaths from each weekday - When identifying the numbers for sampling the Trust needs to consider that services such as Community Specialist Palliative Care Service already review and record significant data that is subject to analysis. They also provide minimum data sets for palliative care for the national council for palliative care




Severe Mental Illness*
In relation to this requirement, there is currently no single agreed definition of which conditions/criteria would constitute SMI. The term is generally restricted to the psychoses, including schizophrenia, bipolar disorder, delusional disorder, unipolar depressive psychosis and schizoaffective disorder.

It is acknowledged that there is substantive criticism of this definition; personality disorders can be just as severe and disabling, as can severe forms of eating disorders, obsessive compulsive disorder, anxiety disorders and substance misuse problems.   

Further national guidance is expected to clarify expectations about mortality review in mental health and community services in the future however in the meantime, Trusts have been asked to use the above description of SMI. 

These will be subject to a review of the case at the Patient Safety Oversight Group and a decision made on an individual basis as to whether and what type of review is required.

E)	Additional reporting requirements

There are occasions when the Trust is notified of the death of a former service user who was discharged from the Trust more than 6 months prior to their death. This is usually in the form of a request for information from HM Coroner because they require statements regarding the care we provided or where there are other legal processes. This contact could be made direct to teams or via the Trust’s Legal services team. In these cases, an incident should be recorded on Datix stating the nature of the request and detailing the length of time since discharge. The incident is required so that Legal services can use this record to manage the requested information. No Manager’s 48 hour review will be required.  

Liaison with other organisations

Where problems are identified relating to other NHS Trusts or organisations, the Trust should make every effort to inform the relevant organisation so they can undertake any necessary investigation or improvement. A culture of compassionate curiosity should be adopted and the following questions should be asked:
 	
· Which deaths can we review together?
· What could we have done better between us?
· Did we look at the care from a family and carers perspective?
· How can we demonstrate that we have learnt and improved care, systems and processes?

If the Trust receives requests from other organisations to review the care provided to people who are its current or past patients but who were not under its direct care at time of death, the Trust will review the care provided on the clinical records in the first instance to establish our involvement. Information will be shared with partners if the death is outside the Trust’s scope. Where the death meets our reporting criteria the manager will ensure the death is reported on Datix and the normal process followed. 




[bookmark: _Toc163774085]4.4 Family Engagement 

In July 2018, the National Quality Board published guidance on supporting bereaved families[footnoteRef:13]. The Trust will use the principles set out in the national guidance for how we will engage with and support bereaved families. The Trust has developed information to support families following bereavement available on the Trust intranet under engaging and involving patients and families. [13:  National Quality Board (July 2018) Learning from deaths - Guidance for NHS trusts on working with bereaved families and carers. ] 


The Patient Safety Incident Response Framework (PSIRF) promotes systematic, compassionate, and proportionate responses to patient safety incidents, anchored in the principles of openness, fair accountability, learning and continuous improvement. It supports development that prioritises compassionate engagement and involvement of those affected by patient safety incidents.

The Trust’s Duty of candour policy sets out how we can meet our statutory Duty of Candour for Notifiable Safety Incidents.

We have developed guidance on engaging and involving patients and families as part of our PSIRF toolkit, including details of our Family Liaison Officer. The role of the Family Liaison Officer is to provide support, advice and guidance to families, carers and or significant others following a serious incident of any person who is in receipt of care or treatment within the Trust or was recently in receipt of care and treatment.
Early engagement enables us to ensure that family’s questions and or concerns are listened to, empowering those people with lived experience to contribute to the development of a standard that will make a difference for the future of the Trust, and explored with the teams delivering the care and treatment at the earliest point and incorporate into the identified learning response. 

Families and Carers
If you are reading this as a family member of someone who has recently died who received care from our Trust and you have anything you would like to discuss, you can contact the Family Liaison Officer directly on the email address: familyliaison@swyt.nhs.uk 








There are some circumstances where the Trust may find out about the death of a service user after some delay and/or where the Trust is unable to make contact with family or carers. In these circumstances a discussion should take place between the Patient Safety Support Team and the clinical team involved to determine the best approach and attempts/reason for no contact should be recorded in the clinical record.

[bookmark: _Toc163774086]4.5 Data reporting

From 1 October 2017, Trusts have been required to publish information on deaths, reviews and investigations via a quarterly agenda item and paper to its public Board meetings. The Trust publishes its Learning from deaths reports on our website. 

This report incorporates a dashboard of information. The Northern Mental Health Trusts alliance agreed the content of the dashboard to enable consistency of data presented across all the Trusts. 

The dashboard will continue to develop over time, for example by looking into some areas in greater detail and by talking to families about what is important to them. We will also learn from developments nationally as these occur. 

Understanding the data around the deaths of our service users is a vital part of our commitment to learning from all deaths. 

When counting ‘total number of deaths in scope’ and ‘total number of deaths reviewed (using the 3 levels of scrutiny on page 14)’ it should be possible to see what percentage of deaths has been reviewed in a particular period. In other words, the number of deaths reviewed can be reported as a percentage of the number of deaths. 

For reporting purposes, there is a natural lag with obtaining this information, therefore reporting is offset a quarter. For example, Q1 data would be reported at the end of Q2. 

We have developed an internal Business Intelligence Dashboard that bring together information on all known deaths from our clinical information systems and Datix. This work also includes information obtained from some local registrars.  

Some Trust services such as End of Life Team provide separate reports to fulfil their own contractual requirements. These deaths are usually not in scope so would not be included in the breakdown of mortality figures. However, the figure would be included in overarching figure for all deaths obtained through our Business Intelligence Dashboard. 

The Northern Alliance of Mental Health Trusts decided not to report initially on what are described in general hospital services as “avoidable deaths” in inpatient services.  This is because there is currently no research base for this in mental health services and no consistent accepted basis for calculating this data. We also consider that an approach that is restricted to inpatient services would give a misleading picture of a service that is predominately community focused.  We will continue to support work to develop our data and general understanding of the issues. 

[bookmark: _Toc163774087]4.6 Governance process / ensuring learning

The prime objective of the Learning from Healthcare Deaths Policy is that we can improve services and the experience of those services for the people that use them. 

We have worked with eight other mental health trusts and will work locally with services to develop a consistent framework around learning. This will focus on whether the activity we do under the guidance of this policy (i.e. talking to the families of those who died, the review of case records including SJR, learning response outcomes, and the analysis of data) makes a difference.

How we measure the impact of the work will develop over time as the information we access improves, as we evaluate the policy overall including engagement with families/carers.  

We will all assess learning against a common framework that: 

1. Identifies potential improvements. 
2. Develops a shared understanding of what these improvements might be across the Trust. 
3. Leads to a series of actions locally, that should be able to be measured. 
4. Provides knowledge of the difference made by those actions.  

We will take the opportunity to share learning with our partner Trusts and other, local stakeholders. For example, there may be common issues where we could commission thematic reviews or peer reviews. 

The actual practice in each Trust will differ for a variety of reasons: different cultures, priorities and policies. This co-existence of cohesion and diversity will be a strength as we will have the opportunity (through our continued regional work) to share and learn from each other’s approaches and see which ones work best. 

The Trust will ensure that lessons learnt result in change in organisational culture and practice by; identifying themes and trends in formal meetings and in the Quality Account; commissioning thematic reviews by the Mortality Review group and ensuring that associated improvement plans are implemented.  

We will ensure learning is cascaded to frontline clinical staff on a regular basis by use of learning lessons events, learning reports and other methods being developed. 

We will ensure transparency in decision making and accountability.

The Trust worked with the Northern Alliance of Trusts to develop the principles and policy.  To ensure the Trust reviews the outputs from the reviews and learning responses that will inform quality improvement, the Trust has developed a six-monthly clinical mortality review of learning themes. 
5. [bookmark: _Toc163774088]Duties

This policy applies to all Trust staff with a responsibility for patient care as set out below: 

Mortality governance is a priority for all Trust Boards and the Learning from Deaths Framework places a greater emphasis on the importance of Board Leadership to ensure that learning from service user deaths becomes embedded in the organisation.

Please see below table of duties: -




	[bookmark: _Toc492375917]Role
	[bookmark: _Toc492375918]Responsibility


	Chief Executive,  Executive Trust Board Directors and Non-Executive Directors
	Trust Boards are accountable for ensuring compliance with the 2017 NQB guidance on Learning from Deaths and working towards achieving the highest standards in mortality governance. They must ensure quality improvement remains a priority by championing and supporting learning that leads to meaningful and effective actions that continually improve patient safety and experience and supports cultural change. They can do this by demonstrating their commitment to the work e.g. spending time developing Board thinking; ensuring a corporate understanding of the key issues around the deaths of service users and by ensuring that sufficient priority and resource is available for the work. 

Chief Nurse / Director of Quality and Professions has been identified as the Board level ‘Patient Safety Director’ with responsibility for learning from deaths. Additionally, a named Non-Executive Director has taken lead responsibility for oversight of progress to act as a critical friend, holding the organisation to account for its approach in learning from deaths.  

The Board will ensure:  
· That robust systems are in place for reporting, reviewing and investigating deaths
· That bereaved families are engaged and supported 
· That there is evident learning from deaths both internally and with our external partners and quality improvement is championed
· That processes focus on learning, can withstand external scrutiny, by providing challenge and support and assurance of published information




	Directors, Medical Staff, Consultant Nurses, Care Groups Management,  Ward and Team Managers and all Registered Nurses & Allied Healthcare Professionals
	Staff should familiarise themselves with this policy and understand the process for learning from deaths. Identify the key changes required to implement this policy and ensure all appropriate action is taken.

When a member of staff is made aware of a death, the family should be contacted by the most appropriate person to offer condolences, support and the opportunity to comment on the care provided in line with the Duty of Candour Policy, when this applies.

Staff must record in a timely way information about deaths on clinical systems, including all details know about the cause and place of death. 

Managers should review the clinical records to ensure care was provided in line with clinical standards, policies and procedures. 

Staff must report any death on Datix if there are any concerns raised by family, clinical staff or through governance process or the Trust is a main provider of care (see flowchart in appendix D). 
 
To support staff to review and apply a learning response to deaths ensuring they have the time to carry out this process in a skilled way to a high standard, and as part of that to: 
Ensure staff have the right level of skill through training and experience.
To promote learning from deaths.
That sufficient time is assigned in local governance forums to outline and plan for any lessons learned. 
To ensure that learning is acted on.
Patient safety support team will provide support. 

Managers should ensure the Supporting staff involved in traumatic or stressful adverse events policy is followed and any staff affected by the death of a patient (or the death of a colleague) are offered support from Occupational Health in line with the above policy.


	The Patient Support Team, Performance and Information, Customer Services and Legal team
	These corporate Trust departments have a responsibility to ensure:
Data is collected and published to monitor trends in deaths with Board level oversight of this process. 
Ensuring the Datix incident reporting system is used to its full potential to record deaths (as agreed by what is in scope/where the Trust is the main provider of care) in accordance with Trust policy. 
Processing information consistently and precisely and in a meaningful way to fulfill governance processes required to ensure high standards in mortality governance are maintained.
Patient safety support team will provide support across the Trust.
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	The Trust requires all staff to be open, honest and transparent about reporting deaths and for engaging with families and carers, actively enabling them to ask questions about care and identify if care can be improved.  





6. [bookmark: _Toc163774089]Equality Impact Assessment

The Trust aims to ensure its policies and procedures promote equality both as a provider of services and as an employer. See appendix A.
7. [bookmark: _Toc163773432][bookmark: _Toc163773879][bookmark: _Toc163774090][bookmark: _Toc163774091]Dissemination and implementation arrangements (including training)

This policy will be disseminated on the intranet
A presentation will be prepared for Care Groups to share on key points from the policy
Patient safety support team has already spent much time and resources setting up the collection of the recording deaths on Datix, this will be refined through implementation of this policy
Performance and information team are aware and continue to develop reports on all deaths recorded on PAS and working with local registrars
Customer services are aware they may have contacts from families. Customer services have confirmed that this is not additional to what is already available.
Lead investigators are within the Trust and this needs to remain
A number of staff have been trained in structured judgement reviews; further training will be arranged as needed to meet our needs
Training of staff by patient safety support team, including PSIRF training
A mortality review group to review and examine themes arising from reviews has been established. This will support the key messages for sharing and implementation of learning across the Trust 
Continued review of the support requirements for the administration and coordination of learning from deaths agenda 
8. [bookmark: _Toc163774092]Process for monitoring compliance and effectiveness

	This policy will be ratified by the Trust Board and published on the Trust’s intranet and external website

	Line managers will disseminate this policy to all Trust employees through a line management briefing. This is mandated through The Brief

	· As and when further national guidance emerges, the Trust will review the policy and its implementation to ensure it continues to reflect best practice 

	· The policy, procedures and processes will be audited on an annual basis by either the Quality Improvement and Assurance Team, Patient Safety Support Team or internal audit. The results of which will be considered at the Mortality Review group and/or Clinical Governance and Clinical Safety Committee 
· The audit tool will be designed to capture both qualitative and quantitative data to demonstrate the lessons learned and how they have been shared and used to improve the quality of services



9. [bookmark: _Toc163774093]Review and revision arrangements (including archiving)

The policy will be reviewed as required in response to national and/or internal changes as defined on the front cover. Earlier versions of this policy will be available in the Trust’s document archive. 
10. [bookmark: _Toc163774094]References

This Policy document is to be read in conjunction with the Trust’s:

· Patient Safety Strategy
· Patient Safety Incident Response Framework policy and plan
· Duty of Candour policy
· Engaging and involving patients and families following a patient safety incident procedure
· Incident reporting, management and learning response procedure
· Supporting staff involved in traumatic or stressful adverse events policy   

Useful websites:
· NHS Improvement website: Learning from deaths in the NHS
· https://leder.nhs.uk/report
· Learn Together
· Making Families Count
11. [bookmark: _Toc163774095]Associated documents

· NHS England (2016): Five Year Forward View for Mental Health
· Care Quality Commission (CQC) (2016)  Learning, candour and accountability: a review of the way NHS trusts review and investigate the deaths of patients in England 
· National Quality Board (2017) National Guidance on Learning from Deaths 
· Patient Safety Incident Response Framework
· NHSE Serious Incident Framework (2015): Supporting learning to prevent recurrence
· CQC Regulation 20: Duty of Candour (2014)
· Working Together to Safeguard Children. (2015)
· The Department for Education' forms for reporting child deaths 
· National Quality Board (July 2018)  Learning from deaths - Guidance for NHS trusts on working with bereaved families and carers 
· Royal College of Psychiatrists (2018) Care Review Tool for Mortality 
· Royal College of Physicians (2018) Mortality toolkit: Implementing structured judgement reviews for improvement  
12. [bookmark: _Toc163774096]Appendices

All policies should include completed versions of the following:

Appendix A: Equality Impact Assessment

Appendix B: Checklist for the Review and Approval of Procedural Document

Appendix C: Version control sheet.


Additional appendices in relation to this policy are as follows:


Appendix D: Death reporting requirements flowchart

Appendix E: Medical Examiner’s Office Contact Details for South West Yorkshire Partnership NHS Trust

Appendix F: Datix Death Notification and Mortality Review flowchart
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[bookmark: _Toc163774097]Appendix A - Equality Impact Assessment 
[bookmark: _Hlk64376165][bookmark: _Toc163774098]
Equality Impact Assessment template 
to be completed for all policies, procedures, and strategies
[bookmark: _Hlk64377809]
Date of EIA:    May 2024         					
Review Date: June 2027

Completed By: Lead Serious Incident Investigator and Assistant Director of Quality, Nursing and Professions

	[bookmark: _Hlk64378197]
	QUESTIONS

	ANSWERS AND ACTIONS

	1
	What is being assessed?

Prompt: what is the function of this document (new or revised)
	Learning from Healthcare Deaths Policy



	2
	Description of the document

Prompt: What is the aim of this document
	The overall aim of the policy is to describe the Trust’s approach to learning from healthcare deaths. The document sets out how we should ensure that service users, their families and carers feel supported when a service user dies. 

Working with families/carers of serviced users who have died offers an invaluable source of insight to improve services. There is a need to ensure appropriate support is provided at all stages of the review process and an understanding that treating bereaved families/carers as equal partners in this process is vital. All communication with families and/or carers (verbally or written) should be in line with the Accessible Information standards.

This assessment will endeavour to demonstrate an overall positive contribution to advancing equality in relation to learning from healthcare deaths. It is not anticipated that its implementation will have any negative impact on equality for people with protected characteristics. 


	3
	Lead contact person for the Equality Impact Assessment
	Alison Lennox - Lead Serious Incident Investigator
Gemma Hinchliffe – Assistant Director Quality, Nursing and Professions


	4
	Who else is involved in undertaking this Equality Impact Assessment
	Trust Patient Safety Support team (including Family Liaison Officer).
The Trust worked with a northern alliance of other mental health trusts to develop this policy.


	5
	Sources of information used to identify barriers etc

Prompts: service delivery equality data – refer to equality dashboards (BI Reporting - Home (sharepoint.com) satisfaction surveys, complaints, local demographics, national or local research & statistics, anecdotal.  Contact InvolvingPeople@swyt.nhs.uk for insight

What does your research tell you about the impact your proposal will have on the following equality groups?

	To inform this equality impact assessment the following data has been considered: 

· Census 2021 data
· Equality monitoring data
· Patient safety incident data incident annual incident reports.
· Learning from Healthcare Deaths reports
· Themes from action plans (Serious Incident, Service Level Investigations, Significant Event Analysis, Structured Judgement Reviews) 
· Apparent Suicide Report 2021-22 (approved October 2023) - this includes data on apparent suicides and analysis of some of the protected characteristics.
· Learning Disabilities Mortality Review (LeDeR) programme reports.
· Patient Safety Incident Response Framework (PSIRF) Plan, Policy and guidance.
· Risks 
· NHS National guidance e.g. The Five Year Forward View.
· Human resource processes 
· Shared learning
· Quality Improvement and Assurance data
· Existing improvement plans

The findings from research are detailed in the sections below:



	
	QUESTIONS

	ANSWERS AND ACTIONS

	5b
	Gender:

Prompt: Female & Male issues should be considered
	There does not appear to be anything within this guidance which could unfairly affect people from the named protected characteristic group.

The trust footprint and data in respect of our regional demographics were considered in respect of this policy and advice to ensure a bespoke pathway of care for the individual needs have been included. 


	Area
	Male
	Female

	England

	27,656,336
49%
	28,833,712
51%

	Barnsley
	120,279
49.2%
	124,293
50.8%

	Calderdale
	100,790
48.7%
	105,901
51.3%

	Kirklees
	212,346
49%
	220,870
51%

	Wakefield
	173,831
49.2%
	179,539
50.8%


Source: Census 2021 data

Data for this characteristic is collected for apparent suicides which is analysed annually and presented in the apparent suicide incident report. In addition all incidents listed with protected characteristics are reviewed weekly by the Patient Safety Oversight Group and wider themes are reviewed by the Mortality Review Group on a quarterly basis.

Mortality data is analysed by gender. Analysis of data from 2023/24 showed the gender of patients affected by incidents as below:  

	Area
	Male
	Female
	Total

	Barnsley
	36
	22
	58

	Calderdale
	29
	21
	50

	Kirklees
	41
	37
	78

	Wakefield
	52
	46
	98

	Person lives and works permanently in a gender other than that assigned at birth
	1
	0
	1

	Total
	158
	126
	285



Incident reporting will continue to be an important source of data within PSIRF and we hope to see benefits from the collection of improved data about those affected through the new national Learn From Patient Safety Events (LFPSE). 


	5c
	Age:

Prompt: Older people & Young People issues should be considered
	There does not appear to be anything within this guidance which could unfairly affect people from the named protected characteristic group. 

The trust footprint and data in respect of our regional demographics were considered in respect of this policy and advice to ensure a bespoke pathway of care for the individual needs have been included. 

	Area
	Barnsley
	Calderdale
	Kirklees
	Wakefield
	Total

	Under 18
	4 
	0
	1
	3 
	8

	18-24 years
	1
	0
	0
	2
	3

	25-34 years
	2
	2
	5 
	5 
	14

	35-44 years
	5
	4
	4
	4
	17

	45-54 years
	9
	4
	12
	13
	38

	55-64 years
	16
	8
	16
	15
	55

	65-74 years
	13
	10
	19
	21
	63

	75 years and over
	8
	22
	21
	36
	87

	Total
	58
	50
	78
	99
	285



	Area
	Under 18
	18-39
	40-59
	60-79
	Over 80

	England

	11,774,609
20.8%
	16,161,002
28.6%
	14,897,132
26.4%
	10,858,911
19.2%
	2,798,379
5%

	Barnsley
	50,068
20.5%
	65,448
26.8%
	65,850
26.9%
	51,606
21.1%
	11,595
4.7%

	Calderdale
	45,122
21.8%
	51,990
25.2%
	57,280
27.7%
	42,548
20.6%
	9,694
4.7%

	Kirklees
	98,029
22.6%
	11,9116
27.5%
	114,735
26.5%
	81,845
18.9%
	19,484
4.5%

	Wakefield
	73,625
20.8%
	96,756
27.4%
	94,822
26.8%
	71,717
20.3%
	16,440
4.7%


Source: Census 2021 data

Data for this characteristic is collected for apparent suicides which is analysed annually and presented in the apparent suicide incident report. In addition all incidents listed with protected characteristics are reviewed weekly by the Patient Safety Oversight Group and wider themes are reviewed by the Mortality Review Group on a quarterly basis.

Mortality data is analysed by age. Analysis of data from 2023/24 showed the age of patients affected by incidents as below:  


Incident reporting will continue to be an important source of data within PSIRF and we hope to see benefits from the collection of improved data about those affected through the new national Learn From Patient Safety Events (LFPSE). 


	5d
	Sexual Orientation:

Prompt: Heterosexual, Bisexual, Gay, 
Lesbian groups are included in this 
Category
	There does not appear to be anything within this guidance which could unfairly affect people from the named protected characteristic group. 

The trust footprint and data in respect of our regional demographics were considered in respect of this policy and advice to ensure a bespoke pathway of care for the individual needs have been included. 


	Area
	Straight or heterosexual
	Gay or lesbian
	Bisexual
	Other sexual orientation
	Not answered

	England

	43,403,110
89.37%
	747,805
1.54%
	623,504
1.29%
	165,305
0.34%
	3,626,649
7.46%

	Barnsley
	182,948
91.57%
	2,990
1.5%
	1,817
0.91%
	396
0.2%
	11,638
5.83%

	Calderdale
	149,815
89.91%
	2,811
1.69%
	1,968
1.18%
	550
0.33%
	11,488
6.89%

	Kirklees
	311,501
89.96%
	4,340
1.25%
	3,697
1.07%
	998
0.29%
	25,742
7.43%

	Wakefield
	261,615
90.98%
	4,321
1.50%
	2,968
1.03%
	689
0.24%
	17,945
6.24%



Source: Census 2021 data

Not all protected characteristics are available reliably on the Datix system. This is because information on any protected characteristics of the patients or staff involved in an incident may not be immediately available to the reporter. Making its collection mandatory could act as a barrier to reporting and lead to fewer deaths being reported. We are developing how we can capture other protected characteristics at the review/investigation stage.

Incident reporting will continue to be an important source of data within PSIRF and we hope to see benefits from the collection of improved data about those affected through the new national Learn From Patient Safety Events (LFPSE).


	5e
	Religion & Belief:

Prompt: Main faith groups and people with no belief or philosophical belief issues should be considered
	There does not appear to be anything within this guidance which could unfairly affect people from the named protected characteristic group. 

The trust footprint and data in respect of our regional demographics were considered in respect of this policy and advice to ensure a bespoke pathway of care for the individual needs have been included. 


	Area
	Christian
	Buddhist
	Hindu
	Jewish
	Muslim
	Sikh
	Other
	No religion
	Not answered

	England

	26,167,899
46.3%
	262,433
0.5%
	1,050,533
0.5%
	269,283
0.5%
	3,801,186
6.7%
	420,383
0%
	322,410
0.6%
	20,715,664
36.7%
	3,400,548
6.0%

	Barnsley
	125,502
51.3%
	435
0.2%
	416
0.2%
	62
0%
	1,404
0.6%
	256
0.1%
	862
0.4%
	102,906
42.1%
	1,2728
5.2%

	Calderdale
	85,677
41.5%
	630
0.3%
	1,173
0.6%
	153
0.1%
	19,650
9.5%
	387
0.2%
	1,045
0.5%
	86,787
42%
	11,129
5.4%

	Kirklees
	170,577
39.4%
	996
0.2%
	1,723
0.4%
	187
0%
	80,046
18.5%
	3,476
0.8%
	1663
0.4%
	150,599
34.8%
	23,949
5.5%

	Wakefield
	173,070
49%
	797
0.2%
	1,270
0.4%
	127
0%
	11,279
3.2%
	501
0.1%
	1,405
0.4%
	145,950
41.3%
	18,972
5.4%


Source: Census 2021 data
The cultural and religious beliefs and practices in a migrant’s country of birth or origin are unlikely to be the only influences that shape their understanding of health and wellbeing. Migrants’ destination country and other countries, that they have lived in and travelled through, will also shape their individual perspectives of health.
Cultural, spiritual and religious beliefs and practices can impact on:
· health behaviours
· health outcomes
· use of and access to healthcare services
· beliefs, rites and rituals around specific milestones like pregnancy and birth, ‘coming of age’, menstruation, marriage, and death
· acceptability of medical care, such as diagnostic procedures, medications and treatment programmes
· adherence to medication and treatment plans (for example, periods of religious fasting)
· use of alternative traditional medicine and healing practices
Differences in cultural, spiritual and religious beliefs are not the only factors affecting whether patients accept and follow healthcare recommendations. Other factors can also limit the success of healthcare provision, such as:
· lack of healthcare information in the patient’s preferred language
· insecure immigration status, housing, employment and finances, which can limit a patient’s ability to prioritise their health and interrupt treatment
· experiences of discrimination in healthcare settings
· lack of trust and relationship-building between patients and healthcare professionals
· time and financial cost of attending appointments (such as transport and childcare)
Individuals’ perspectives on health can also be influenced by factors like education, family values, gender, age and socio-economic position. (Culture, spirituality and religion: migrant health guide - GOV.UK (www.gov.uk) )

Data for this characteristic is collected for apparent suicides which is analysed annually and presented in the apparent suicide incident report. In addition all incidents listed with protected characteristics are reviewed weekly by the Patient Safety Oversight Group and wider themes are reviewed by the Mortality Review Group on a quarterly basis.

Not all protected characteristics are available reliably on the Datix system. This is because information on any protected characteristics of the patients or staff involved in an incident may not be immediately available to the reporter. Making its collection mandatory could act as a barrier to reporting and lead to fewer deaths being reported. We are developing how we can capture other protected characteristics at the review/investigation stage.

Incident reporting will continue to be an important source of data within PSIRF and we hope to see benefits from the collection of improved data about those affected through the new national Learn From Patient Safety Events (LFPSE).


	5f
	Marriage and Civil Partnership

Prompt: Single, Married, Co-habiting, Widowed, Civil Partnership status are included in this category
	There does not appear to be anything within this guidance which could unfairly affect people from the named protected characteristic group. 

The trust footprint and data in respect of our regional demographics were considered in respect of this policy and advice to ensure a bespoke pathway of care for the individual needs have been included. 


	Area
	Married or in a registered civil partnership
	Single – never married and never registered in a civil partnership
	Divorced
	Widowed
	Separated

	England

	20,561,642
44.7%
	17,450,122
37.9%
	4,171,639
9.1%
	2,790,036
6.1%
	1,033,518
2.2%

	Barnsley
	87,177
43.6%
	73,099
36.6%
	21,183
10.6%
	13,531
6.8%
	4,799
2.4%

	Calderdale
	73,651
44.2%
	60,324
36.2%
	17,611
10.6%
	10,794
6.5%
	4,254
2.6%

	Kirklees
	159,426
46%
	125,290
36.2%
	32,022
9.2%
	21,509
6.2%
	8,027
2.3%

	Wakefield
	127,965
44.5%
	103,484
36%
	30,105
10.5%
	19,017
6.6%
	6,966
2.4%


Source: Census 2021 data

Data for this characteristic is collected for apparent suicides which is analysed annually and presented in the apparent suicide incident report. In addition all incidents listed with protected characteristics are reviewed weekly by the Patient Safety Oversight Group and wider themes are reviewed by the Mortality Review Group on a quarterly basis.

Not all protected characteristics are available reliably on the Datix system. This is because information on any protected characteristics of the patients or staff involved in an incident may not be immediately available to the reporter. Making its collection mandatory could act as a barrier to reporting and lead to fewer deaths being reported. We are developing how we can capture other protected characteristics at the review/investigation stage.

Incident reporting will continue to be an important source of data within PSIRF and we hope to see benefits from the collection of improved data about those affected through the new national Learn From Patient Safety Events (LFPSE). 


	5g
	Pregnancy and Maternity

Prompt: Currently pregnant or have been pregnant in the last 12 months should be considered
	There does not appear to be anything within this guidance which could unfairly affect people from the named protected characteristic group. 

Data for this characteristic is collected for apparent suicides which is analysed annually and presented in the apparent suicide incident report. In addition all incidents listed with protected characteristics are reviewed weekly by the Patient Safety Oversight Group.

Not all protected characteristics are available reliably on the Datix system. This is because information on any protected characteristics of the patients or staff involved in an incident may not be immediately available to the reporter. Making its collection mandatory could act as a barrier to reporting and lead to fewer deaths being reported. We are developing how we can capture other protected characteristics at the review/investigation stage.

Incident reporting will continue to be an important source of data within PSIRF and we hope to see benefits from the collection of improved data about those affected through the new national Learn From Patient Safety Events (LFPSE). 


	5h
	Gender Re-assignment

Prompt: Transgender issues should be considered
	There does not appear to be anything within this guidance which could unfairly affect people from the named protected characteristic group. 

The trust footprint and data in respect of our regional demographics were considered in respect of this policy and advice to ensure a bespoke pathway of care for the individual needs have been included. 

	Area
	Gender identity the same as sex registered at birth
	Gender identity different from sex registered at birth 
	Not answered

	England

	43,002,331
93.47%
	251,844
0.55%
	2,752,783
5.98%

	Barnsley
	189,640
94.92%
	803
0.74%
	9,389
4.70%

	Calderdale
	156,893
94.16%
	829
0.89%
	8,966
5.38%

	Kirklees
	323,432
93.40%
	1,725
0.9%
	21,214
6.13%

	Wakefield
	271,795
94.52%
	1,280
0.81%
	14,539
5.06%


Source: Census 2021 data
NB: Percentages are calculated from the total usual resident population aged 16 years and over

Analysis of data from 2022/23 showed that gender re-assignment for patients affected by incidents as below (this is a percentage of all patient’s affected by incidents in the year):  

	Transgender
	1.1%

	Person lives and works permanently in a gender other than that assigned at birth
	0.8%



Data for this characteristic is collected for apparent suicides which is analysed annually and presented in the apparent suicide incident report. In addition all incidents listed with protected characteristics are reviewed weekly by the Patient Safety Oversight Group and wider themes are reviewed by the Mortality Review Group on a quarterly basis.

Not all protected characteristics are available reliably on the Datix system. This is because information on any protected characteristics of the patients or staff involved in an incident may not be immediately available to the reporter. Making its collection mandatory could act as a barrier to reporting and lead to fewer deaths being reported. We are developing how we can capture other protected characteristics at the review/investigation stage.

Incident reporting will continue to be an important source of data within PSIRF and we hope to see benefits from the collection of improved data about those affected through the new national Learn From Patient Safety Events (LFPSE). 


	5I
	Carers

Prompt: Caring responsibilities paid or unpaid, hours this is done should be considered
	There does not appear to be anything within this guidance which could unfairly affect people from the named protected characteristic group. 

The trust footprint and data in respect of our regional demographics were considered in respect of this policy and advice to ensure a bespoke pathway of care for the individual needs have been included. 


	Area
	Yes – provide unpaid care
	No – do not provide unpaid care

	England

	4,678,265
8.3%
	48,734,833
86.3%

	Barnsley
	24,732
10.1%
	206,377
84.4%

	Calderdale
	17,977
8.7%
	206,631
85.8%

	Kirklees
	37,034
8.5%
	371,038
85.6%

	Wakefield
	31,731
6.1%
	301,565
85.3%


Source: Census 2021 data
NB: Missing values account for ‘N/A’ or ‘not answered’

There is no data available in relation to patient safety incidents, although we envisage working under PSIRF will support carers with raising concerns about patient safety incidents.

Where patients have died, families and carers will be the primary recipient of communication with the Trust. Carers should be given information about how to raise concerns if they are not satisfied with the information they have been given. Further information to support bereaved families will be provided.

As a Trust we will ensure:
· work to engage with bereaved families and carers by recognising their insights and experiences is vital to our learning. 
· their involvement focuses on inclusivity, representation, non-discrimination and empowerment. 
· treat bereaved families and carers as equal partners following a bereavement 
· be mindful of the imbalance of power represented by the finances, resources, information and knowledge available to them compared to families. 
· try to lessen this inequality by ensuring families are listened to. use plain, understandable language to engage families. 
· provide information on how to apply for access to medical and other records. 
· have a clear policy for engaging with bereaved families and carers. 
· welcome questions or sharing concerns about the quality of care their loved one received. 

Staff must report any death on Datix if there are any concerns raised by family, clinical staff or through governance process. All incidents are reviewed weekly by the Patient Safety Oversight Group and wider themes are reviewed by the Mortality Review Group on a quarterly basis.

When the family/carers wish to be involved, their preference regarding how, when and where they want to engage will be paramount and built on the principles of compassionate engagement. The findings will always be shared with the family subject to confidentiality requirements. We will always share the outcome and learning.

All communication with families and carers should be in line with need and the Accessible Information standards.



	[bookmark: _Hlk66278131]5j
	Race

Prompt: Indigenous population and BME Groups such as Black African and Caribbean, Mixed Heritage, South Asian, Chinese, Irish, new Migrant, Asylum & Refugee, Gypsy & Travelling communities.)
	There does not appear to be anything within this guidance which could unfairly affect people from the named protected characteristic group. 

The trust footprint and data in respect of our regional demographics were considered in respect of this policy and advice to ensure a bespoke pathway of care for the individual needs have been included. 

	Area
	White
	Asian
	Black
	Mixed
	Chinese & other

	England

	45,783,401
81%
	5,426,392
9.6%
	2,381,724
4.2%
	1,669,378
3%
	1,229,153
2.1%

	Barnsley
	236,964 (96.6%)
	2,297 (0.9%)
	1,715
(0.7%)
	2,293
(0.9%)
	1,333
(0.5%)

	Calderdale
	177,836
(86.1%)
	21,726
(10.5%)
	1,439
(0.7%)
	4,027
(1.9%)
	1,603
(0.8%)

	Kirklees
	318,969
(73.6%)
	84,202
(19.4%)
	9,948
(2.3%)
	13,588
(3.1%)
	6,506
(1.5%)

	Wakefield
	328,742
(93%)
	12,633
(3.6%)
	4,516
(1.3%)
	4,938
(1.4%)
	2,541
(0.7%)


Source: Census 2021 data

Mortality data is analysed by gender. Analysis of data from 2023/24 showed the gender of patients affected by incidents as below:  


	Area
	Barnsley
	Calderdale
	Kirklees
	Wakefield
	Total

	White - English/Welsh/Scottish/Northern Irish/British
	52
	38
	58
	86
	234

	Not stated
	1
	3
	4
	6
	14

	Unknown
	3
	1
	3
	3
	10

	Asian/Asian British - Pakistani
	0
	3
	2
	1
	6

	Black/African/Caribbean/Black British - Caribbean
	0
	1
	4
	0
	5

	White - any other white background
	1
	2
	0
	2
	5

	Asian/Asian British - Any other Asian background
	0
	0
	3
	1
	4

	Black/African/Caribbean/Black British - Any other Black background
	1
	0
	2
	0
	3

	White - Irish
	0
	2
	1
	0
	3

	Prefers not to say
	0
	0
	1
	0
	1

	Total
	58
	50
	78
	99
	285



Data for this characteristic is collected for apparent suicides which is analysed annually and presented in the apparent suicide incident report. In addition all incidents listed with protected characteristics are reviewed weekly by the Patient Safety Oversight Group and wider themes are reviewed by the Mortality Review Group on a quarterly basis.

Incident reporting will continue to be important source of data within PSIRF and we hope to see benefits from the collection of improved data about those affected through the new national Learn From Patient Safety Events. We do not anticipate the implementation of PSIRF to have any negative impact on equality for people with this protected characteristic.

The REACH staff network is available as a source of advice in relation to cultural and environmental impacts as required. Advice is also available from Equity Guardians as required. 

All communication with families and carers should be in line with need and the Accessible Information standards.
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[bookmark: _Hlk78205647][bookmark: _Hlk66278206]Action Plan
When thinking about actions look at the impacts you have identified and add 1-3 annual actions that will mitigate against impacts and ensure service improvement. 

Potential themes for actions could cover anything from geographical location, built environment, timing access to a service, make up of workforce, stereotypes and assumptions, improved equality monitoring, community relations/cohesion, ward environments and care, or any other specific issues/barriers you would like to address. Complete one action for each form below and RAG rate your progress.   

	[bookmark: _Hlk81419637]Who will benefit from this action? (Tick all that apply)
	Action 1: This is what we are going to do
	Lead/s 
	By when
	Update 
	RAG

	Age
	 
	Guidance to be amended if legislation changes or if there are any notable changes to practice in this area.
	Trust Patient Safety Support Team
	 As required
	 
	 Green

	Disability
	 
	
	
	
	
	

	Gender reassignment 
	 
	
	
	
	
	

	Marriage and civil partnership
	 
	
	
	
	
	

	Race
	 
	
	
	
	
	

	Religion or belief
	 
	
	
	
	
	

	Sex
	 
	
	
	
	
	

	Sexual Orientation
	 
	
	
	
	
	

	Pregnancy maternity 
	 
	
	
	
	
	

	Carers
	 
	
	
	
	
	




	Who will benefit from this action? (Tick all that apply)
	Action 2: This is what we are going to do
	Lead/s 
	By when
	Update 
	RAG

	Age
	 
	Development of analysis/review of data following the implementation of Learn from Patient Safety Events (LFPSE) national data collection within Datix. This will include age, sex and self-reported ethnic group of the patient affected by an incident. This will be entered by reporters if available or updated by the responsible manager.

	Datix team
	By March 2025
	 
	Green

	Disability
	 
	
	
	
	
	

	Gender reassignment 
	 
	
	
	
	
	

	Marriage and civil partnership
	 
	
	
	
	
	

	Race
	 
	
	
	
	
	

	Religion or belief
	 
	
	
	
	
	

	Sex
	 
	
	
	
	
	

	Sexual Orientation
	 
	
	
	
	
	

	Pregnancy maternity 
	 
	
	
	
	
	

	Carers
	 
	
	
	
	
	




Involvement & insight: 
· Have you reviewed existing insight i.e., patient experience, complaints, previous surveys to support EIA completion?
· Have you gathered the views of people to support EIA completion? 

If yes, please add any reports or evidence in the box below

	
This policy has been circulated to members of the clinical policies group and mortality review group for comments and consideration. 

We have also reviewed survey data, customer services complaints and Datix incidents to support the completion of this work. 

Alongside the implementation of PSIRF, we are in the process of recruiting patient safety partners who will:

· Be actively involved in supporting the organisation to provider safer healthcare.
· Support the Trust with safety governance by sitting on relevant committees, by support appropriate challenge to ensure the Trust are learning and developing in line with national and Trust strategy and policy. 
· Ensure that the need of families, carers and service user are prioritised in committee or groups they are members of. 









	1. Describe the forums where you will share and monitor progress on actions

Patient safety meetings
Mortality Review Group
Patient Safety Oversight Group
Clinical Governance and Clinical Safety Committee



		1. Will you publish the Equality Impact Assessment? Please state where the EIA will be shared or published.

As an appendix to this policy, which will be uploaded to the Trust’s internet website for access to the public domain.







	1. EIA assessment by equality and involvement manager

Name: Aboobaker Bhana 

Date:  June 2024

Rating:  Developing

EIAs are now reviewed using a grading approach which is in line with our Equality Delivery System (EDS).  The team have reviewed and rated the EIA using the following:     
· Under-developed – red – No data. No strands of equality
· Developing – amber – Some census data plus workforce. Two strands of equality addressed.
· Achieving – green – Some census data plus workforce. Five strands of equality addressed.
· Excelling – purple –All the data and all the strands addressed

Comments:  More comprehensive data sets need to be included for ALL the protected groups.
Any areas of learning  and development for the SI Team related to any of the  protected groups could have been identified. 
Could have included all the work undertaken by the Trust for carer e.g. TOC






		1. [bookmark: _Hlk81420328]Lead manager for EIA
Name: Gemma Hinchliffe
Title: Assistant Director of Quality, Nursing and Professions
Date:  June 2024






Once approved, you must forward a copy of this. 
Assessment and completed action plans by email to:
InvolvingPeople@swyt.nhs.uk

Please note that the EIA is a public document and may be published. Failing to complete an EIA could expose the Trust to future legal challenge.

Appendix B - Checklist for the Review and Approval of Procedural Document

To be completed and attached to any policy document when submitted to EMT for consideration and approval.
	
	Title of document being reviewed:
	Yes/No/
Unsure
	Comments

	1.
	Title
	
	

	
	Is the title clear and unambiguous?
	Yes
	

	
	Is it clear whether the document is a guideline, policy, protocol or standard?
	Yes
	

	
	Is it clear in the introduction whether this document replaces or supersedes a previous document?
	Yes
	

	2.
	Rationale
	
	

	
	Are reasons for development of the document stated?
	Yes
	

	3.
	Development Process
	
	

	
	Is the method described in brief?
	Yes
	

	
	Are people involved in the development identified?
	Yes
	

	
	Do you feel a reasonable attempt has been made to ensure relevant expertise has been used?
	Yes
	

	
	Is there evidence of consultation with stakeholders and users?
	Yes
	

	4.
	Content
	
	

	
	Is the objective of the document clear?
	Yes
	

	
	Is the target population clear and unambiguous?
	Yes
	

	
	Are the intended outcomes described? 
	Yes
	

	
	Are the statements clear and unambiguous?
	Yes
	

	5.
	Evidence Base
	
	

	
	Is the type of evidence to support the document identified explicitly?
	Yes
	

	
	Are key references cited?
	Yes
	

	
	Are the references cited in full?
	Yes
	

	
	Are supporting documents referenced?
	Yes
	

	6.
	Approval
	
	

	
	Does the document identify which committee/group will approve it? 
	Yes
	

	
	If appropriate have the joint Human Resources/staff side committee (or equivalent) approved the document?

	N/a
	

	7.
	Dissemination and Implementation
	
	

	
	Is there an outline/plan to identify how this will be done?
	Yes
	

	
	Does the plan include the necessary training/support to ensure compliance?
	Yes
	

	8.
	Document Control
	
	

	
	Does the document identify where it will be held?
	Yes
	

	
	Have archiving arrangements for superseded documents been addressed?
	Yes
	

	9.
	Process to Monitor Compliance and Effectiveness
	
	

	
	Are there measurable standards or KPIs to support the monitoring of compliance with and effectiveness of the document?
	Yes
	

	
	Is there a plan to review or audit compliance with the document?
	Yes
	

	10.
	Review Date
	
	

	
	Is the review date identified?
	Yes
	

	
	Is the frequency of review identified?  If so is it acceptable?
	Yes
	

	11.
	Overall Responsibility for the Document
	
	

	
	Is it clear who will be responsible implementation and review of the document?
	Yes
	





37


[bookmark: _Toc163774099]Appendix C - Version Control Sheet

	Version
	Date
	Author
	Status
	Comment / changes

	Draft 1
	Sept 2017
	J.Eskins /H.Roberts
	Draft
	For consultation with CGCSC, EMT 

	Draft 2
	Sept 2017
	J.Eskins /H.Roberts
	Draft
	Updated minimally from consultation ready for Trust Board

	Draft 3
	Sept 2017
	J.Eskins /H.Roberts
	Draft
	Updated following Trust Board review of papers

	Version 1
	Oct 2017
	J.Eskins /H.Roberts
	Archived
	Approved by Trust Board

	Version 2 
	January 2019
	H Roberts/E Cox
	Final
	Changes throughout to reflect development of processes 
Updated flowcharts 
Updated references
Additional definitions
Terminology updated 
Links to new guidance

	Version 3
	March 2020
	H Roberts
	Final
	Additional clarity regarding reporting deaths of former service users
Added Significant Event Analysis as additional review method
Reviewed and updated Equality Impact Assessment 

	Version 4
	March – June 2024
	A Lennox
	Final
	Changes throughout to reflect PSIRF process and terminology.
Change to order of flow, in line with Policy for Policies.
Added updated Equality Impact Assessment.
Added Medical Examiner’s Office process.
Added updated Family Engagement/FLO role.
Added Autism to LeDeR reporting.

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	






[bookmark: _Toc163774100]Appendix D - Death reporting requirements flowchart
To be read in conjunction with Learning from healthcare deaths policy; PSIRF policy & plan; Incident reporting, management, and learning response procedure; Duty of Candour policy; Engaging and involving those affected by patient safety incidents; Supporting staff following traumatic or stressful incidents guidance.


The death of a service user is identified





Initial review of care provided
Being Open and support for the bereaved


Manager reviews clinical records to identify any concerns regarding care of the Trust (minimum 6 month period)
Ensure that the whole care experience is looked at, not just the individual team
Contact the Next of Kin/ family to offer condolences. 
Seek any further information regarding the circumstances of death as appropriate 
Enquire if there are any questions regarding the care provided by SWYPFT 
Offer support, signposting as appropriate
Offer contact details in case of further questions
Follow up in writing with Bereaved families leaflet








Are there any concerns related to SWYPFT care raised by family, clinicians or governance?

This may include any act or omission on the part of a member of Trust staff where it is felt to have in any way contributed to the death of a patient





Record the contact/s, conversation and information gathered from the conversation/s with the family/carers in the clinical record. 





No


Yes

Mortality review processes commences
Consideration of joint review where death occurred in another provider setting
Report the death on Datixweb

Record the outcome as death, and complete the Death of a service user questions. 
Manager records findings of review of clinical records on Manager’s 48 hour review on Datix record.


[bookmark: _Toc163774101]
At the time of death, was the deceased person subject to any of the following? 
· A current inpatient in a SWYPFT ward/unit OR an inpatient in a SWYPFT ward/unit  within the last 30 days 
· Receiving care under Care Programme Approach (CPA) 
· Under a Community Treatment Order (CTO) 
· A Conditional Discharge
· Guardianship Order 
· Receiving community treatment due to identified mental health, learning disability or substance misuse needs
· An inpatient episode or community treatment package within the 6 months prior to their death (Mental Health services only).
A) If Yes to above, the Trust is deemed a main provider of care. 
B) Death in another provider setting, report on Datix so Trust care can be reviewed. Joint review may be beneficial. 
C) Some teams are not usually a main provider, see list C in section 4.3 (scope of reportable deaths).
D) Exceptions that should be reported – e.g all Learning disability & autism deaths, child deaths - see full list from National guidance in Section 4.3 of the policy. Discharged service user (6+ months) where HM Coroner or other legal process has requested information (record details of request and discharge dates in incident). *Grade green. Managers 48 hour review not usually required. 
 
No

No further action
No requirement to report the death on Datix.
Yes


[bookmark: _Toc163774102]Appendix E: Medical Examiner’s Office Contact Details for South West Yorkshire Partnership NHS Trust

Contact Details of Medical Examiner’s Office:
SWYPFT inpatient wards are served by two different Medical Examiner’s Offices: 
	Medical Examiner’s Office
	Lead Medical Examiner contact details
	Location 
	Trust Wards

	Mid Yorkshire Hospitals Teaching NHS Trust

	Dr Katherine Naik
Mid Yorkshire Medical Examiner’s Office Pinderfields Hospital
Tel: 01924 541213, (01924 541000-ext 51213)
Monday to Friday (8am to 4.30pm) 
Email: midyorks.me-office@nhs.net 

	Barnsley
	All Kendray Hospital wards (including Neuro rehabilitation unit & Stroke rehabilitation unit)

	
	
	Wakefield
	Fieldhead Hospital wards (including Newton Lodge)
Poplars ward, Hemsworth

	
	
	Dewsbury
	Ward 18 and 19 at Priestley unit, Dewsbury District Hospital

	Calderdale and Huddersfield NHS Foundation Trust

	Dr Tim Jackson 
Calderdale & Kirklees Medical Examiner's Office 
Tel: 01484 356930/ 01484 356931
Monday to Friday (except public holidays) between 08:00 and 17:00.
 Email: medical.examiners@cht.nhs.uk
	Halifax
	All wards at The Dales, Calderdale Royal Hospital
Lyndhurst unit, Halifax

	
	
	Huddersfield
	Enfield Down unit, Huddersfield




Death of Psychiatric Patients in the Community:

The Medical Examiner’s Office will be informed of deaths of Psychiatric patients in the community by the patient’s GP. Each GP surgery will be aligned with a Medical Examiner’s Office.
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