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	Purpose of the Report
	To provide an update on the work of the SBUHB Learning from Deaths Panel, supported by the Clinical Audit and Effectiveness Department in facilitating the local processes for receipt and review of deceased cases referred back to the Health Board following scrutiny by the independent Medical Examiners Service and/or issues or queries raised by the bereaved.

	Key Issues



	The Learning from Deaths Panel have made significant progress in ensuring access to mortality data and themes in a more-timely manner, supporting the identification of necessary actions and learning opportunities by clinical teams and ultimately providing answers to concerns or queries raised by the bereaved.

	Specific Action Required 
(please choose one only)
	Information
	Discussion
	Assurance
	Approval

	
	☒	☐	☐	☐
	Recommendations

	Members are asked to: 
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LEARNING FROM DEATHS PANEL REPORT 2022-23


1. INTRODUCTION

	The Learning from Deaths Panel Annual Report for 2022/23 provides an update on the work of the SBUHB Learning from Deaths Panel and local processes for receipt and review of deceased cases referred back to the Health Board following scrutiny by the independent Medical Examiners Service and/or issues or queries raised by the bereaved.

The report details the on-going work to enhance early access to key data for clinical teams to support learning and improvement activities.




2. BACKGROUND

The National Learning from Mortality Reviews Framework provides a guide to implementation of the Medical Examiner (ME) processes within Welsh Health Boards and Trusts.  Each organisation will work slightly differently to achieve the desired outcome.  At SBUHB, input is required from the Care After Death Team (previously Bereavement Services), Health Records in scanning records of the deceased across to the ME Service and the Clinical Audit and Effectiveness Department in facilitating the necessary local steps in support of the Learning From Deaths Panel.

Chaired by the Acting Executive Medical Director, the Panel has wide-ranging representation; Resuscitation Services, Welsh Ambulance Services, Medicine, Surgery, Oncology, Palliative Medicine, Primary Care, Mental Health, Pharmacy, Nursing, Allied Health Professionals and the Quality & Safety team.  

Individual Panel members are assigned cases received back from the ME Service on a rota basis to review and present at a weekly meeting to determine if further investigation is required, in addition to agreeing the specific questions that need to be addressed during proportionate investigation.


3. GOVERNANCE AND RISK ISSUES

3.1	Facilitating the ME Process at SBUHB

Investment into the existing Bereavement Services to develop the new Care After Death Team and into the Health Records Department to facilitate digital provision of records, secured resources to ensure early communication and provision of relevant case notes to the ME Service.  The Mid/West Wales Regional Hub of the ME Service that covers SBUHB is still in the process of increasing resources.

The Clinical Audit and Effectiveness Department undertakes initial checks to establish if the case is currently subject to existing complaints or incident processes, in addition to facilitating the Learning from Deaths Panel meetings. The teams own Digital Officer has developed a SharePoint site that in turns feeds into a new Mortality Dashboard created by Business Intelligence colleagues.

3.2	Deaths Scrutinised by ME Service and Referrals to the Health Board

The report provides an overview of the deaths scrutinised by the ME Service, detailing the rollout of the approach across the organisation and providing information on the volume of referrals received into the Health Board, generated by queries or concerns raised by the bereaved and/or the ME Service.

With the increase in resources, both within the ME Service and the Health Board, as of February 2023 SBUHB is 100% compliant with secondary care deaths reviewed by the ME Service.

For the report period, 38% of deaths scrutinised by the ME Service were referred back to the Heath Board.  More recently, compliments are now received.  A uniform process for reporting back compliments was implemented in May 2023 and will therefore feature in more detail in future reports.

3.4	Thematic Reviews and Learning

During the 2022/23 period, significant time and energy has been placed into developing and refining the Mortality Dashboard to support early access to the information generated by the ME Service and Learning from Deaths Panel. 

Clinical teams, departments and individuals are able to utilise interactive graphs to drill down into data on specific categories of concerns or condition specific values to target action and learning opportunities.

3.6      Future Developments

SBUHB are contributing to work underway by The Wales Delivery Support Unit around Do Not Attempt Cardio Pulmonary Resuscitation (DNACPR).

A review of thematic data has resulted in improvement work in relation to Hospital Electronic Prescribing and Medication Administration (HEPMA) and medication errors.

Work continues to refine the SharePoint site and Mortality Dashboard, in addition to development of new Neonatal and Stillbirth data dashboards.


4.  FINANCIAL IMPLICATIONS

None.


5. RECOMMENDATION

The Committee is asked to note the report.

	Governance and Assurance


	Link to Enabling Objectives
(please choose)
	Supporting better health and wellbeing by actively promoting and empowering people to live well in resilient communities

	
	Partnerships for Improving Health and Wellbeing
	☐
	
	Co-Production and Health Literacy
	☐
	
	Digitally Enabled Health and Wellbeing
	☐
	
	Deliver better care through excellent health and care services achieving the outcomes that matter most to people 

	
	Best Value Outcomes and High Quality Care
	☒
	
	Partnerships for Care
	☐
	
	Excellent Staff
	☒
	
	Digitally Enabled Care
	☒
	
	Outstanding Research, Innovation, Education and Learning
	☒
	Health and Care Standards

	(please choose)
	Staying Healthy
	☐
	
	Safe Care
	☒
	
	Effective  Care
	☒
	
	Dignified Care
	☒
	
	Timely Care
	☒
	
	Individual Care
	☒
	
	Staff and Resources
	☒
	Quality, Safety and Patient Experience

	Early and targeted review of mortality data aids learning and improvement opportunities to ensure that both individuals and their families receive the best care and experience in the last stages of a patients’ life.

	Financial Implications

	None.

	Legal Implications (including equality and diversity assessment)

	None.

	Staffing Implications

	None.

	Long Term Implications (including the impact of the Well-being of Future Generations (Wales) Act 2015)

	Long term the aim is to continue to embed a culture of early review of information generated from independent scrutiny of deaths within the Health Board, informing appropriate action to ensure the best possible experience for a patient and their family at the end of life.


	Report History
	As required.

	Appendices
	Appendix 1.  Learning from Deaths Panel Annual Report 2022/23
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