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Recommendation 5

“To raise awareness in the health service of the risk of

Premature Avoidable death, and to promote sustainable

practice in Local assessment, management and evaluation of services,

the Department of Health should establish a learning disabilities

Public Health Observatory. This should be supplemented by a time limited
Confidential Inquiry into premature deaths in people with learning disability
to provide evidence for clinical and professional staff of the

extent of the problem and guidance on prevention.’



Mortality Review
for a Patient with Learning Disabilities
PROCESS FLOWCHART

On the death of a patient with learning disabilities,
Lead Nurse/Senior Matron to inform Learning Disabilities Liaison Nurse
v
Learning Disabilities Liaison Nurse to undertake a review of patient’s case
notes, complete Part 1 of the report: Mortality Review for a Patient with a

Learning Disability, email the report and tracer the case notes to
Chair of the Adverse Event Forum (AEF)

GTT Reviewer to undertake initial review at next weekly meeting
Chair of the AEF to arrange for case note GTT Lead to review and complete Part 2 of the report: Mortality Review
review using Global Trigger Tool (GTT) by for a Patient with a Learning Disability

member of the GTT Review Team Completed report to be emailed to Learning Disabilities Liaison Nurse
Case notes to be tracered to Health Records

\ 4

!

Director of Nursing & Patient Care or Medical Director to review report and finalise Part 3 by
making a decision regarding the requirement for an RCA investigation.

If YES If NO
Completed report to be emailed to Patient Safety

v Coordinator Copy of completed report to be returned to Learning

Patient Safety Coordinator will follow Trust RCA investigation process Disabilities Liaison Nurse

Learning Disabilities Liaison Nurse to attend RCA {
DoN/MD to send Mortality Review and
v Action Plan to Divisional Manager of area
RCA to be presented by DoN/Medical Director at next Adverse Event where death occurred for review at
Forum for discussion Divisional Governance Group (DGG)
RCA to be presented at relevant DGG meeting by Lead Nurse for Attend DGG to present Report and Action
Division and Learning Disabilities Liaison Nurse Plan
RCA to be presented to Governance Committee by Lead Nurse for
Division and Learning Disabilities Liaison Nurse




Translation of medical jargon

Global Trigger Tool (GTT) — The use of ‘triggers’ or clues to identify
adverse events

Adverse Events Forum (AEF)-

Root Cause Analysis (RCA) — A well recognised way of offering a
Framework for reviewing patient safety incidents.



Next Steps

¢ Agree sharing of information with partner organisations
“*Review Learning Disability Mortality process
‘*Embed the use of specific requirement assessment and flagging

of medical notes and bed signage. Monitor and audit

ssContinue Learning Disability Awareness Training across the Trust



