Appendix B – Foreseeable death Clinical Reviewer template

Clinical Review for the purpose of the Prisons and Probation Ombudsman’s investigation into the death of
[Name]

[Date of death]

[Establishment]

Carried out by [name of reviewer]

Date of final clinical review report: [date]

1.  Terms of Reference
The aim of the review is to consider clinical care pertinent to the death the deceased received in relation to his/her cause of death while in custody/detention at [insert establishment name].
The approach of how and why has been adopted, not apportioning blame. 
This clinical review report is for the purposes of informing the PPO report and providing clinical oversight and the report is not intended to offer expert witness testimony for the purposes of the Coroners inquest.
The following key questions must be covered in relation to the death:

· How and when did [insert deceased’s name] die?

· Is there any root cause(s) of the death?

· Was the clinical care equivalent to that which could have been expected in the community?

· Are there any learning opportunities?

· Were local and national policies and procedures (both prison and NHS) followed?

· Is there an opportunity to prevent future deaths in similar circumstances?
· Are there any examples of good practice?
The purpose of the clinical review is to support the aims of the PPO investigation, which are to:

· Establish the circumstances and events surrounding the death, in particular the healthcare the deceased received, while in custody/detention.

· The management of the individual by the relevant authority or authorities within remit, but also including any relevant external factors.

· Examine whether any change in operational methods, policy, and practice or management arrangements would help prevent a recurrence.

· In conjunction with NHS England or the relevant authority where appropriate, examine relevant healthcare received whilst in custody or detention and assess clinical care pertinent to the death.

· Provide explanations and insight for the bereaved families, carers and relatives 
· Help fulfil the investigative obligation arising under Article 2 of the European Convention on Human Rights (‘the right to life’) by working together with coroners to ensure as far as possible that the full facts are brought to light and any relevant failing is exposed, any commendable action or practice is identified, and any lessons from the death are made clear.
The aims of the clinical review are to:

· Establish the circumstances and events surrounding the death, especially as regards management of the individual by the relevant service or services, but including relevant outside factors.

· Examine relevant health issues and assess the clinical care.

· Examine whether any change in operational methods, policy, and practice or management arrangements would help prevent a recurrence. 

· Identify any root causes that inform the identification of learning opportunities.

· Make SMART (Specific, Measureable, Achievable, Realistic and Timely) recommendations for the health community and service. 

· Provide explanations and insight for the bereaved relatives to aid understanding of care whilst in custody or detention.

· Identify any good practice to support improvement work across the criminal justice system.
2.  Methodology
This is a Level 1 review; a single Clinical Reviewer carrying out a desk based review of records and report may include telephone calls to the healthcare department for clarification)
Or

This is a Level 2 review; a single Clinical Reviewer and Prison and Probation Ombudsman Investigator reviewing healthcare and other relevant records. It also involves interviewing healthcare and custodial staff at the prison where the death in custody occurred.
The assigned Prisons and Probation Ombudsman’s investigator for this review is [insert name and job title of PPO investigator]
Table 1 below details documentary evidence reviewed.
[See Appendix XX for documents to be used and referenced in this report]
	Documents relating to healthcare 
	Date published  and version number


	Documents for evidence of healthcare provision

	SystmOne electronic patient record (received [insert date and include tasks & electronic care plans] 
	Total number of pages from xx date to xx date

	Person Escort Record
	Insert date

	Police custody records following arrest on [insert date/s] 
	Insert date

	Reports from the Criminal Justice Liaison and Diversion Team (CJMHT)
	Insert date

	Discharge letters from [insert name of hospital or other healthcare provider] trust and obtained complete health care records
	Insert date

	Transfer information from [insert establishment name] to [insert establishment name] on [insert date/s]
	Insert date

	Healthcare Provider Initial review/ 72 hour review  report
	Insert date

	Substance Misuse/Use Services records and or additional mental health records [add which other records reviewed] 
	Insert date


The clinical reviewer will report on the quality of records management in line with NMC Code of Conduct and GMC Good Medical Practice Guidelines and Health Care Professional Council (HCPC) Standards of conduct, performance and ethics.
The report is written based on a review of all the documentary evidence listed above against the following national clinical guidelines, service specification and Prison Service Instructions and Prison Service orders.   
The family of [insert name of deceased] wished the following questions to be considered in relation to clinical care [insert as required]. These have been considered within the report.
Appendix A – chronology of clinical events leading up to death.  Include dates, times and full names of staff and role.
3.  Clinical Reviewer
I am [insert name] and the Clinical Reviewer who has reviewed the case and written this report. 
My qualifications are [insert details]

My professional experience [insert details on professional experience and specify experience relating to the type/cause of death and all relevant training, including root cause analysis and investigative training and frequency of clinical reviewer training to remain up-to-date to equip the reviewer to produce a good standard report] 

I have current professional registration with [insert details]

4.  Conflict of interest statement
A conflict of interest is a set of circumstances by which a reasonable person would consider that an individual’s ability to apply judgement or act, in the context of delivering, commissioning, or assuring tax payer funded health and care services is, or could be, impaired or influenced by another interest they hold.
Further information is available in the NHS England Standards of Business Conduct Policy.
The clinical reviewer is required to confirm there are no actual or potential conflicts of interest.  This has to be declared in this paragraph of the report.

Examples of conflicts of interest include:

· Having a financial interest (e.g. holding shares, options or partnership agreements) in the healthcare provider of this clinical review

· Having a financial or any other personal interest in the healthcare provider of this clinical review

· If you are employed by, or providing services to, the healthcare provider/establishment of this clinical review

· Receiving any kind of monetary or non-monetary payment or incentive (including hospitality or commercial sponsorship) from the healthcare provider of this clinical review

· Canvassing, or negotiating with, any person with a view to entering into any of the arrangements outlined above;

· Having a close family member (which includes unmarried partners) who fall into any of the categories outlined above; and

· Having any other close relationship (current or historical) with the healthcare provider/establishment

The above is a non-exhaustive list of examples, and it is the clinical reviewers responsibility to ensure that any and all potential conflicts – whether or not of the type listed above – are disclosed in writing to the commissioners of the review.
The above to be removed from report prior to submission
I confirm there are no actual or potential conflicts in my carrying out this clinical review. I have not previously worked at [insert establishment name] either in my capacity as a qualified healthcare professional or in any other employed or voluntary capacity. 
5.  Clinical Care
The section below instructs the clinical reviewer to pay attention to particular health and some non-health needs of the deceased.  The clinical reviewer need only make reference to the clinical elements outlined below that are relevant to the case and where it was considered as a key factor in the circumstances surrounding the death.  The clinical reviewer must also consider if staff managing the cases were appropriately trained and supported.
a. Outline medical history
A brief bullet pointed section covering main aspects of medical history, including any mental health issues.
This MUST be written in plain English with clear explanations for any necessary clinical language/jargon and all diagnosis’s fully explained suitable for the lay reader to comprehend.
Mr. / Mrs. /Ms. following transfer from [insert name of establishment] to [insert name of establishment] on [insert date].
Mr/ Mrs/Ms X’s significant medical history was;
Insert significant condition 1 and date of diagnosis/onset

Insert significant condition 2 and date of diagnosis/onset

Insert significant condition 3 and date of diagnosis/onset

Add additional bullet points as necessary 

In addition to the above Mr/ Mrs/Ms X required and was provided with appropriate care for;

Insert minor condition 1  

Add additional bullet points as necessary 

Mr/ Mrs/Ms X’s regular medications included;
Pharmaceutical name and dose tablets; taken insert frequency; used to treat insert condition.

Mr/ Mrs/Ms X was also under the care of;
Insert name of doctor / consultant / team, Hospital & town or city
Mr/ Mrs/Ms X served part of his sentence in [insert name of establishment] from date and was transferred to [insert name of establishment] on [insert date].
On insert date entries in the SystmOne record by (insert staff name(s) and designations) confirm that the first reception / transfer reception screening was undertaken. 
Insert summary of reception screening and any key findings (if appropriate – delete if not relevant to death) 
Insert informed consent for Do Not Attempt Resuscitation (DNAR) instruction

b. Reception Screen
Review of information used from police custody and courts, if applicable, such as Person Escort Record 
Insert re assessment made and compliance with NICE Guidelines

Referrals and transfers made as appropriate

Transfers between prisons and other establishments (fit for transfer documentation should be reviewed including clinical input) 

Transfer health documentation and medication should be reviewed to ensure continuity of care and safety were considered.
Insert information on community and / or other prisons
Insert whether an Alcohol Audit C was completed

c. Full health assessment 

Review of information gathering.

Was request to GP and community services made in a timely way?

Did information arrive in a timely way?

Was the information reviewed and used to inform the secondary health screen

Was a medicines reconciliation review undertaken?

Was the secondary health screen done within 7 days of reception to prison?

Insert re care plan and patient involvement in planning of care

Insert re compliance with NICE guidelines. 
d. Clinical Care relating to terminal diagnosis
To include the following:

· Timeliness of identification of any physical symptoms (e.g weight loss, increasing breathlessness) and  actions taken

· Timeliness of accessing and consulting with nurse or GP for review and any initial tests

· Timeliness of referral to secondary care and any subsequent tests

· Attendance at out-patients appointments and communication between acute hospital and prison healthcare  

Insert information on relationship and communication with acute hospital, documentation and pathways etc.  
Communication, sharing of information, of care pathways and treatments required with prison healthcare team 
Care planning referencing compliance with clinical standards and the DNAR, patient centred care and involvement in care and decision making processes  
Insert re: care delivery, adherence to national guidance (NICE Guidance and quality standards), use of evidence based assessment tools, appropriateness of involvement of specialist members of MDT etc. 

Insert re: medicines – appropriateness of prescribing, medicines continuity, administration, IP risk assessments etc. 

Insert re: continuity of care issues, appointments and referrals 
e. Medication – symptom control and pain management
Insert medication prescribed (medication name (generic and brand name); dose and name of prescriber) 
Insert indication medication was prescribed for
f. Mental Capacity Act

Comment on any assessment undertaken to assess the deceased mental capacity.

g. Advanced Care Planning and DNA CPR
h. Other vulnerabilities

Insert assessment of Learning disabilities and activity delivered to make appropriate reasonable adjustments

Insert assessment of any identified bullying and harassment

Insert details of whether the individual was transgendered and receiving appropriate support

Insert any identified safeguarding issues
i. Social Care needs
If included in the Terms of Reference and/or requested, include the following within the report

Comment on any assessment of social care needs and whether identified needs were met in an appropriate and timely manner. 
j. Location 

Insert details on location of the deceased and if the environment was suitable to meet the needs of their palliative and end of life requirements.   
6.  Key findings and issues of concern
This section should contain sub-headings highlighting the issues of concern

It should cover all relevant treatment relating to the cause of death, including identification, referrals, treatment, integrated working and symptom management for an expected death

For an unexpected or self-inflicted death it should cover, where appropriate, substance misuse service, mental health treatment (including appropriate medication), physical health treatment (including appropriate treatment), emergency response (including appropriateness of resuscitation attempt).
Please refer to NHS/NICE guidelines and relevant prison/IRC policies and reference fully.

7. Custodial management and partnership working
Custodial management and partnership working must be led by the PPO investigator. 
The Clinical Reviewer, if required, may capture if and how any custodial or detention management processes impacted on healthcare delivery and/or how healthcare inputted into any security risk assessments carried out on the deceased.
This section will be predominantly measured against PSIs and PSOs or DSOs if the death occurred in an IRC.
a. Information sharing
Insert evidence of appropriate and timely sharing of information with multi-disciplinary team. 
b. Establishment regime and escorts to internal clinics
Insert commentary and any evidence of the impact the establishment regime had on the delivery of, including access, to healthcare and delivery of medicines as prescribed.
c. Healthcare input into restraints risk assessment
If restraints were used:

The Graham Judgement, High Court 2007 – made it clear that there should be appropriate healthcare input into risk assessments for the use of restraints. Healthcare staff should not merely state ‘no objection to the use of restraints’. They should give a clear account of the prisoners’ condition and how it impacts on their escape risk.

Clinical Reviewer should comment on this aspect of the risk assessment undertaken and documentation.  
d. Escort and bed watch and impact on timely attendance to any external healthcare appointments
e. Consideration for Early Release on Compassionate Grounds

Commentary on healthcare initiation and/or input into any requests for Compassionate release. 
f. Clinical/Medical holds

Comment and evidence where staff have documented any decisions to requests for clinical/medical hold made to custodial staff and actions taken. 
8. Key findings and issues of concern

This section should contain sub-headings highlighting the issues.  

This section should include healthcare input into the ACCT/ACDT process
Please do not provide commentary on establishment management of ACCT/ACDT
8.   Conclusion
Clinical reviewers overall conclusion about the clinical care the deceased received including whether it was equivalent to what they could have expected to receive the community. 
Having reviewed the clinical care extended to [insert name of the deceased] I consider that the care received was of a reasonable/ good standard and was equivalent / at least equivalent to that which would have been received in the wider community.

Having reviewed the clinical care extended to [insert name of the deceased], I consider that care received was not of the required standard and therefore not equivalent to that which would have been received in the wider community. 

Qualify above statement of equivalence and explain if there are some areas where equivalence was demonstrated but others where this was not the case. 
9.  Recommendations
Clear recommendations to the relevant stakeholders (Governor/Director/Centre Manager, head of healthcare or commissioners).  Recommendations should be SMART short and to the point and must relate to the clinical care in respect of the cause of death (in the case of a self-inflicted death, this would include ensuring appropriate mental health treatment/health care).

Other findings to bring to the attention of the NHS England Commissioning Team (healthcare commissioners)

Anything uncovered by the clinical reviewer in relation to the healthcare provider at the establishment  such as good or best practice evidence, commendations of staff; individual or collectively, or practice.
Other recommendations

Annex A – Chronology of relevant events

	Date
	Time
	Event
	Location
	Name
	Source (eg IMR)
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