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Appendices None 
 

1. Executive Summary of the Report  
The Trust is required to report quarterly on its activity relating to Learning From 
Deaths as mandated by Secretary of state for Health and Social Security and 
monitored by NHSI and the CQC. 
 
This is a report to summarise the mortality review process and learning from 
completed SJRs. 
 
This report splits the mortality process for those patients who died before the 
introduction of the Medical Examiner role and those who died post introduction to 
allow clearer assessment of the impact of the procedural changes that have been 
identified. 
 
One SJR raised the possibility of issues with care contributing to the patient’s death; 
this have been the subject of divisional scrutiny.  
 
Where an SJR outcome reports that there are identified care problems likely to have 
contributed to death, it is important to remember that this is an individual’s subjective 
assessment. A further stage of review or SI investigation is undertaken to establish 
any detailed concerns and to identify any additional appropriate actions. 
 

2. Recommendations (Note, Approve, Discuss) 
To discuss and approve 
 

3. Legal / Regulatory Implications  
In December 2016, the Care Quality Commission (CQC) published its review 
Learning, candour and accountability: A review of the way NHS trusts review and 
investigate the deaths of patients in England. 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.  
 
The Secretary of State for Health accepted the report’s recommendations and in a 
Parliamentary statement made a range of commitments to improve how Trusts learn 
from reviewing the care provided to patients who die. This includes regular publication 
of specified information on deaths, including those that are assessed as more likely 
than not to have been due to problems in care, and evidence of learning and action 
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that is happening as a consequence of that information in Quality Accounts from June 
2018.  
 

4. Risk (Threats or opportunities, link to a risk on the Risk Register, Board 
Assurance Framework etc) 

What are the risks arising or identified in the report. Risks need to be added to the risk 
register in advance of submitting the report and the risk number stated.  
 

5. Resources Implications (Financial / staffing) 
The learning from deaths case review process is relatively resource intensive for 
clinicians. 
 

6. Equality and Diversity 
All services are delivered in line with the Trust’s Equality and Diversity Policy. 
 

7. References to previous reports 
Q2 Learning From Deaths Report 
 

8. Freedom of Information 
Public 
 
           



2019/20: 1511 2019/20: 404 2019/20: 230 2019/20: 61 Target: 100% Target: 0

939 380 34 71 37% 1

Total number of 

deaths 2020/21 

(cumulutive)

Total number of 

deaths this quarter 

Outstanding 

checklists (death post-

01/04/2020

Total number of SJRs 

complete this quarter

SJRs completed 

within two months of 

death

SJRs identified care 

problems likely to have 

contributed to death

Speciality Quarter 1 2020/21 Quarter 1 2019/20 Specialty Number of outstanding checklists

Anaesthethetics 13 4 Anaesthethetics 3

Cardiology 9 18 Clinical Oncology 1

Clinical Oncology 4 8 ED 1

Colorectal Surgery 1 1 Endocrinology 4

Critical Care 5 7 Gastro 5

Diabetic Medicine 3 4 Gen Surgery 4

ED 8 19 General Medicine 24

Endocrinology 18 15 Haematology 1

Gastro 15 12 Neonatology 1

General Medicine 49 44 Neurology 1

General Surgery 8 24 OPU 44

Haematology 6 Respiratory 1

Medical Oncology 4 14 Stroke 2

Midwife Encounter 1

Neonatology 1 1

Neurology 3

OPU 84 109

Ortho 4 4

Respiratory 17 44

Learning from Deaths Dashboard                               Quarter 3 2020/21

Patient Deaths by Specialty Outstanding Checklists by Specialty
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High level care throughout
Excellent communication 

and documentation

Good care
Good level of care 

throughout

Excellent senior 

involvement
Team did their best

SJRs Raising Concerns
No documented 

examinationfor injuries 

post fall

Documented patient 

possibly had learning 

disabilities but no further 

detail

Poor documentation

Delay in initial medical 

assessment, could have 

contributed

Delay in initial medical 

assessment although 

unlikely to have changed 

outcome

Delay in treatment of 

overdose

Delay in responding to 

morphine toxicity

Missed opportunity for 

better communication 

between private and NHS 

team

TEP could have been 

discussed earlier

No Additional Learning (45)

Subjects and ThemesPhase of Care Ratings

Good/Excellent Care (12)

Lack/Quality of Documentation (3)

Delays

Communication (2)
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Inquest Dashboard                                      Quarter 2 2020/21Quarter 3 2020/21

2019/20: 53 2019/20: 8 2019/20: 29 Target: 0 Target: 0 Target: 0

30 8 2 5 1 Zero
Total Number of 

Inquests opened 

2020/21

Number of Inquests 

Opened this Quarter

Number of Inquests 

Concluded this 

Quarter

Number of Inquests 

without an SJR

Number of Inquests 

with SJR Score of 1 or 

2

Number of Regulation 

28 Reports this 

Quarter

Inquests Opened
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