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Executive Summary
Learning from Deaths Policy
	Document Objectives:


	To describe the process by which each death of patients under the care of Sheffield Teaching Hospitals is reviewed, any concerns identified and healthcare improvements enacted.


	Group/Persons Consulted:


	Medical  examiner’s Office ; Mortality Governance Group; Trust Executive Group


	Monitoring Arrangements and Indicators:


	National Monitoring Requirements to be met. 
Quarterly report to Board of Directors

	Training Implications:


	Training in Structured Judgement Review (SJR) methodology undertaken by Multi-professional teams as described.
Training of additional Medical Examiners and Officers

	Equality Impact Assessment:


	None

	Resource implications:


	Requirement to resource the infrastructure recognised.

	Intended Recipients:


	

	Who should:-


	

	· be aware of the document and where to access it


	All clinical staff

	· understand the document


	All SJR reviewer’s, TEG, Trust Board, CD’s ND’s and OD's

	· have a good working knowledge of the document


	Mortality Governance Committee, Patient Safety Manager, Medical Director, SI Group, Medical Examiner’s Office


Introduction

In December 2016, the Care Quality Commission (CQC) published its review on the way NHS Trusts review and investigate the deaths of patients in England: Learning, candour and accountability. The CQC found that none of the Trusts they contacted were able to demonstrate best practice across every aspect of identifying, reviewing and investigating deaths and ensuring that learning is implemented.
Daily mortality reviews have been conducted by the medical examiner’s office (MEO) at Sheffield Teaching Hospitals NHSFT on approximately 80% of all deaths since 2009. Executive approval has been given to extend the MEO function to cover review of all deaths within the Trust and to recruit specialist reviewers to perform timely Structured Judgement Reviews on those hospital deaths that are mandated by the national guidance.
On March 21st 2017 the National Quality Board published “National Guidance on Learning from Deaths” which includes very specific guidance on the roles and responsibilities of the Board of Directors. It is essential that this guidance be read alongside the Serious Incident Framework. Trust boards are accountable for ensuring compliance with both these frameworks. 
The guidance clearly states that the learning from mortality reviews should be integral to a provider’s clinical governance and quality improvement work.
Executives and non-executive directors should have the capability and capacity to understand the issues affecting mortality in their Trust and provide necessary challenge.

The guidance also directs all Trusts to publish a Policy on how it responds to, and learns from, deaths of patients, who die under its management and care, including:

· How its processes respond to the death of an individual with a learning disability or mental health needs, an infant or child death and a stillbirth or maternal death.
· The Trust’s approach to undertaking case record reviews: 

· Acute Trusts should use an evidence-based methodology for reviewing the quality of care provided to those patients who die. The Structured Judgement Review (SJR) case note methodology is one such approach. 

· Categories and selection of deaths in scope for case record review:

· As a minimum and from the outset, Trusts should focus reviews on:
· All deaths where bereaved families and carers, or staff, have raised a significant concern about the quality of care provision
· All in-patient, out-patient and community patient deaths of those with learning disabilities and severe mental illness
· All neonatal and maternal deaths.
· All deaths in a service specialty, particular diagnosis or treatment group where an ‘alarm’ has been raised with the provider through whatever means (for example via a Summary Hospital-level Mortality Indicator or other elevated mortality alert, concerns raised by audit work, concerns raised by the CQC or another regulator)
· 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
· 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
· Following any linked inquest and issue of a “Regulation 28 Report on Action to Prevent Future Deaths” in order to examine the effectiveness of their own review process.
· Deaths to be subject to a Serious Incident reporting and investigation. 
· Some deaths will be investigated by other agencies, notably the coroner. Indeed, the coroner has a duty to investigate any death where there are grounds to suspect that the death may have been avoidable. While care should be taken not to compromise such investigations, equally waiting until other investigations are completed may cause unacceptable delay. A good working relationship and close communication are needed to avoid problems.
· As these processes become more established Trusts should include cases of people who had been an in-patient but had died within 30 days of leaving hospital. Community Trusts will want to carefully consider which categories of outpatient and/or community patient are within scope for review taking a proportionate approach. The rationale for the scope selected by Trusts will need to be published and open to scrutiny.

Purpose of the Policy
· To describe the process by which Sheffield Teaching Hospitals NHS Foundation Trust reviews every death that occurs under its care, ensuring a consistent and coordinated approach by describing how;

· The process reports into the Trust’s existing governance framework.

· Deaths that are of concern are appropriately escalated in a timely manner.

· Learning from EVERY death is achieved.
· Areas of practice are identified that can inform further improvement work locally and across the wider Trust.
· The process is assured.
· To ensure clear reporting mechanisms are in place, to escalate any concerns, so that the Trust is aware and can take appropriate actions.

· To ensure Statutory Duty of Candour  is applied to all mortality reviews in adherence to the Trust policy.
· To further the organisational understanding of quality of care and clinical outcomes 
· To describe the reported metrics 

· To describe how learning disability/mental health needs, infant/child and maternal deaths, as well as stillbirth’s are reviewed and how the learning and outcomes of these reviews are disseminated 

· To engage and support all families and carers who express concerns about the care given to patients who have died.

Process

Reviewing the Death
Each adult acute death at Sheffield Teaching Hospitals will undergo a timely review by the Medical Examiners’ office to ascertain the cause of death and highlight any concerns regarding the care of the patient and as such inform further investigatory processes. Those requiring review will include all those that are mandated by the “National Guidance on Learning from Deaths”.
The Medical Examiners’ office will escalate their concerns via a number of pathways to include the:
· Coroner’s Office

· Trust Serious Incident (SI) group 

· Learning Disability Review (LeDeR) programme

· Trust Structured Judgement Review (SJR) programme

Those referred via the first three pathways will undergo a thorough and robust investigation according to the local and national policies which support them. 
In addition, neoanatal and maternal deaths are reviewed by a mature and well-established process by neonatologists and obstetricians along national best practice guidelines. The output of those reviews includes the attribution of avoidability and the referral of the death to the Coroner and the Trusts Serious Incident group as needed.
For those deaths that are escalated via the SJR programme, a timely (within 72 hours) review will be undertaken by an appointed reviewer, who had no direct involvement with the patients care, using the nationally agreed methodology. This will be uploaded to the electronic platform provided by the Royal College of Physicians which automatically generates an overall care score, and can create themes which will drive quality improvement. 
If an overall score of 1 or 2 is given to a patients care, prior to their death, following a structured judgement review, currently a second review will be undertaken and the findings of this and the initial review presented to the Mortality Governance Committee for consideration. Consideration will be given to the value and benefit of the second review process. The Mortality Governance Committee has the responsibility of attributing an overall score of 1 or 2 to the patients overall care, and has Non-Executive Director oversight to reflect this process ensuring transparency and accountability.
The mortality Governance Committee is comprised of: 

· Associate MD for Safety ( Chairperson)

· Head of Patient and Healthcare Governance
· Deputy Medical Director and designated Mortality lead

· Medical Examiner

· Neonatologist and neonatal/maternal mortality lead

· Trust lead for Learning Disability

· Clinical Effectiveness Unit team members

· Medical Coding

· ED Consultant

· Patient Safety Membership

This committee meets monthly.

On occasion it will be necessary to perform an investigation to ascertain a clearer understanding of the individual case when it is not possible for the committee to state with clarity and accuracy that the death of an individual was contributed to by poor care. The decisions of the committee will be reported on a quarterly basis to Healthcare Governance and contribute to the Department of Health and Social Care Dashboard. The metrics to be included in the dashboard have been described and are included in the guidance published in March 2017. The information obtained will also be reported to the Board of Directors and published in the annual Quality Report as per the national guidance.
The process is demonstrated as follows:
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The learning from each death, be it from an SJR, coronial inquest, SI investigation or LeDeR review, will be collated by the clinical effectiveness department and escalated/reported according to the individual themes. This will include escalation, as appropriate, to:
· Trust Executive Group

· Healthcare Governance
· Medical Directors and Chief Nurses office
· Mortality Governance Committee

· Patient Safety and Risk Committee
· Directorate Governance Leads

· Families

· Quality Board
Family Involvement
The guidance and description of best practice in involving bereaved relatives has yet to be agreed nationally.  The Trust will adopt this practice when it is made available nationally.

However the Trust has in place robust guidelines for the inclusion of family and carers in the investigation of Serious Incidents. Where appropriate this guideline will be enacted to ensure involvement of family members following a death [or something like this]
Governance

The process as outlined above will be assured by the following mechanisms:
· A proportion of structured judgment reviews with an Overall score of 3 to 5 will undergo peer review within the process.
· A proportion of Medical Examiner reviews that do not require a structured judgement review will be reviewed using the SJR methodology.
· An SJR will not be undertaken by an individual who has been involved directly or indirectly in the care that is being reviewed.
· The SJR reviewers will be appointed by the Trust for one year fixed term appointments and their reviews will be subject to a QA process described by the RCP.

The Mortality Governance Committee has Non-Executive Director oversight and reports to the Healthcare Governance Committee.
Summary 
This policy describes the processes by which Sheffield Teaching Hospitals NHS Foundation Trust (STHFT) will adhere to the NQB “Learning from Deaths” requirements of March 2017, and the prescribed schedule of timelines subject to the description of the metric required.
STHFT intend to enhance the function of the Medical Examiner’s Office and thereby ensure that we are able to comment on, and potentially learn from, every death that occurs under the Trust’s care using nationally aligned processes.
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