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Example After Death Audit baseline report template
Check most up to date version here LINK


PRACTICE NAME: Example end of life baseline audit report

How to use this template: This template has been designed to be used to report the findings from your practice retrospective death audit. There is an excel template for data collection. Feel free to make the report your own!
Red text gives guidance that need to be replaced with practice data from the audit findings. 
Green text gives guidance on process details to consider.
General

	Description 
	Data input 

	Date of death range
	DD/MM/YYYY
	DD/MM/YYYY

	Total number of deaths reviewed
	n (suggest 20 initially)


	Average adult age of death
	XX years old (n=__)


	Average Child death age
	X years noted (n=__)


	Gender ratio

	males
	females

	Main diagnoses: 
(n=__)
	X% Cancer
	Y% Non-cancer

	People have been coded to have a diagnosis of dementia/cognitive impairment
	XX% (__/n)

	People documented to have specific Communication and Information needs

	XX% (__/n

	Process:
	Include any interesting findings about ethnicity groups or inequality groups in this section, you may wish to audit deaths in particular inequality groups separately at some point to assess and improve care for these particular groups. Reference CQC EOLC Thematic Review.




Standard 1: Professional and competent staff

	Description 
	Data input 

	Patients with a named GP recorded 
	XX% (__/n)

	
You can consider a SWOT analysis of learning needs here to support learning across each Standard



Standard 2: Early identification
Expected/ Unexpected deaths
	Description 
	Data input 

	Expected deaths 
Where expected death is defined as the patient had an associated terminal illness diagnosed, old age or frailty whether they were at the time recognised to be dying or not.

	XX% (__/n)

	‘Plannable’ deaths
	XX/y

	Sudden deaths – e.g. found dead at home
	XX/y

	Unexpected death 
Where unexpected is defined as the patient died following suicide or trauma or suddenly without a diagnosis of a terminal illness.

	XX%  (__/n = z)



	Of the y expected deaths
XX% (__/y) were on the Palliative/Supportive Care Register




Process: 
· Consider whether there is a reliable method for all staff to identify and rapidly flag patients
· Consider what assessment/support offer is being used, how this is coded and how consistent this is



Standard 3: Carer Support 

	Description 
	Data input 

	Carer/NOK identified 
	XX% (__/n = s) 


	noted for people with ‘expected deaths’
	XX 


	Family member/care-giver offered holistic support before death 

	XX% (__/s)



Process: 
· Consider whether there is a reliable method for all staff to identify and rapidly flag carer-givers
· Consider what assessment/support offer is being used, how this is coded and how consistent this is
Standard 4: Seamless, planned, coordinated care
	Description 
	Data input 

	Deaths reviewed, using audit template e.g for Daffodil Standards (or equivalent) to review learning from deaths at EOLC MDT/ practice meetings
	XX% (__/n) 


	shared electronic record, enabling in & out of hours and emergency providers access?
	XX% (__/n)

	Known to Specialist Palliative Care

	Expected deaths, known to specialist palliative care team: XX% (__/y)

	Number of home patients __

	died in their own home, __ %
	in hospital, __ %
	in hospice__%

	Number of nursing home patient: __ %

	died in their own home, __ %
	in hospital, __ %
	in hospice__%



Process: Consider whether there is a reliable method for all staff to code and record
· and enable shared electronic record 
· to evidence MDT review 

Standard 5 and 6: Assessment of unique needs of the patient and Quality care during the last days of life

Place of death
	Of the _____ expected deaths 

	XX% (__/y) died in Hospital 


	
	Of these hospital deaths, XX% : XX% (__ vs  __) Admitted from Home : Care Home 


	
	

	
	XX% (__/y) people died in their usual place of residence (DIUPR)


	
	Of these DIUPR,  XX% : XX % (__ vs  __) Home : Care Home death 


	
	XX% (__/y) Hospice death




Process: Consider whether there is a reliable method for all staff to code and record
· place of residence and place of death

Care Planning

Of the y expected deaths
	XX% (__/y = a) people lived in their own home


	XX% (__/a) died in hospital
	XX% (__/a) died at home
	XX% (__/a) died in a hospice

	XX% (__/y = b) people lived in a nursing home


	XX% (__/a) died in hospital
	XX% (__/a) died at home
	XX% (__/a) died in a hospice



XX% (__/y) were documented to have Personalised Care and Support Plan (PCSP) discussions sensitivity offered AND with Preferred Place of Care (PPC) + Death (PPD) recorded. Of these:
	XX% (__/y) PPC recorded
	XX% (__/a) died in hospital
	XX% (__/a) died at home
	XX% (__/a) died in a hospice

	XX% (__/y) PPD recorded
	XX% (__/a) died in hospital
	XX% (__/a) died at home
	XX% (__/a) died in a hospice



Of the XX offered PCSP discussions: XX% (__/y) achieved Preferred Place of Death

XX% (__/y) not documented to have a Personalised Care and Support Plan (PCSP) discussions offered AND with no PPD recorded.
	XX% (__/a) died in hospital
	XX% (__/a) died at home
	XX% (__/a) died in a hospice




Of the y expected deaths
Documentation to support that the Five Priorities of Care of the Dying had been met 


	
	fully met
	XX% (__/y) 


	partially met
	XX% (__/y) 


	not recorded
	XX% (__/y) 





Process: Consider whether there is a reliable method for all staff to code and flag/alert documentation of
· Personalised Care and Support Plan
· Five Priorities of Care of the Dying assessment


Standard 7: Care after death
Contact with bereaved family member/care-giver documented
XX% (__/s) carers/bereaved family of expected deaths, were contacted after death
XX% (__/s) carers/bereaved family of unexpected deaths, were contacted after death

Process: Consider whether there is a reliable method for EOLC Carers lead to:
· Get alerted a person has died 
· Agreed process to support carer after death (call/ letter/ website info signposting)
Standard 8: General Practice as hubs within compassionate communities
Patient/family or care-giver feedback received?

· XX% (__/n) Patient or care-giver feedback received.

Practice staff feedback received?

Process: Consider here if you currently have a system for recording feedback and if you have a system for inviting feedback for 
· Patients/ carer-givers
· Staff
· MDT
Practice / PCN reference:
Admissions
Total X admissions for y expected patients in the last 3 months of life (Range from __ – __
Min – Max)  
· Giving an average of X admissions in the last 3 months of life per expected death
Process: Consider asking other practices/PCNs in your area how this compares to their average.
Summary and key findings
Use this section to summarise your key findings
Action plan
The reason for doing the audit and writing this report is to improve things – simple, small changes can result in significant improvements. 
Begin brainstorming change ideas with your practice team and associated measurements by asking
the following questions:

Outcomes
· What are the current outcomes for each Daffodil Standard?
· What outcomes are desired for each Daffodil Standard?
· Consider coming up with one or more SMART goals based on your audit results.
· Which Daffodil Standard(s) do the practice team think will be most beneficial to start?
· What SMART goal do the practice team agree (see SMART goal suggestions)
· Are all staff aware of the practice ambition for SMART goals?

Processes
· What are the processes and activities that have an impact on the outcomes?
· How are these processes performing?
· Are the processes stable and reliable?
· Are all staff aware of the processes?
· What will the impact of one process change be on the outcomes?
· What will the impact be on other parts of the system if one process is
changed?. 
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