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Learning from healthcare deaths: The right thing to do  
Annual Cumulative Report 2017/18 
 
Report period: 1/4/2017 – 30/9/17   
 
Introduction 
Scrutiny of healthcare deaths has been high on the government’s agenda for some time. Reports such as Francis report and 
Southern Healthcare has intensified this. A significant amount of work has been commissioned nationally which will take some time 
to deliver and implement.  
 
Healthcare providers were asked to develop a healthcare deaths policy by September 2017 that sets out how it identifies, reports, 
investigates and learns from a patient’s death. The Trust policy has a short review date of April 2018; this is to ensure this is 
working and to incorporate further national policies (e.g. engaging with service users) when published. 
Trust’s must also report and begin to publish data from April 2017 from quarter 3 2017/18 onwards. 
This report is the Trust’s second report on healthcare deaths. This will be an incremental development over time and ongoing 
feedback and suggestions about this development would be useful. 
The Trust fully supports the approach and has developed this with other providers in the North of England as part of our 
collaborative approach to learning from deaths. 
Most people will be in receipt of care from the NHS at the time of their death and experience excellent care from the NHS for the 
weeks, months and years leading up to their death. However, for some people, their experience is different and they receive poor 
quality care for a number of reasons including system failure. 
 
The Five Year Forward View for Mental Health identified that people with severe and prolonged mental illness are at risk of dying 
on average 15 to 20 years earlier than other people. Therefore, it is important that organisations widen the scope of deaths which 
are reviewed in order to maximise learning. 
The Confidential Inquiry into premature deaths of people with learning disabilities showed a very similar picture in terms of early 
deaths. 
The Trust will review/investigate deaths we have agreed are in scope through the policy.  Working with families/carers of patients 
who have died could offer an invaluable source of insight to learn lessons and improve services. 
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Scope  
The Trust has systems that identify and capture the known deaths of its service users on its electronic patient administration 
system (PAS) and on its Datix system where the death requires reporting. 
The Trust’s Performance and Information team is also working with local registration of deaths services to ensure data on deaths is 
accurate and timely, and this will develop over time.  
Of note, the total number of deaths reported on SWYPFT clinical systems where there has been system activity within 180 days of 
date of death has been recalculated because of a technical error with the data warehouse. This has now been resolved. 
Whilst this work was being developed, and to introduce the process in a manageable way, from April 2017 to September 2017 the 
Trust started reviewing all deaths reported on Datix, using an incremental approach and to date has subjected the following to 
further review: 

 All inpatient deaths or where they had been discharged in last 30 days 

 Learning Disability Mortality Review (LeDeR) deaths in scope. All deaths were reviewed but then excluded deaths that took 
place in acute trusts as they would be undertaking the review and linking with SWYPFT if required. We still ensured all 
deaths had been reported to the LeDeR programme. 

 Existing Serious Incident Framework – deaths requiring reporting through this system on STEIS  

 Deaths subjected to service level investigation 

 Any death where there were family, clinical or governance concerns that did not meet any of the above 

 A case where we were not the main provider at the time of death but worked with the acute Trust 

 Other processes such as serious case review 
 
From 1 October 2017, Trust staff must report deaths where there are concerns from family, clinical staff or through governance 
processes and where the Trust is the main provider of care, reporting these deaths on Datix within 24 hours of being informed and 
providing the cause of death where known.   
Each reported death will then be reviewed in line with the three levels of scrutiny the Trust has adopted. These are as suggested in 
the National Quality Board guidance: 

1. Death Certification 
2. Case record review, through Structured Judgment Record Review (SJRR) 
3. Investigation – that could be service level, serious incident reported on STEIS or other review e.g. LeDeR, safeguarding. 
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This scope is further developed in the policy Learning from healthcare deaths – the right thing to do.  This is being followed for 
deaths reported from 1 October 2017 onwards. 
The process has been validated throughout its development through the Trust’s mortality review group and risk panel. 
The dashboard on the following pages presents the Trust’s reporting for 2017/18 to the end of Quarter 2. 
Of note, the total number of deaths reported on SWYPFT clinical systems where there has been system activity within 180 days of 
date of death has been recalculated because of a technical error with the data warehouse. This has now been resolved and the 
number has changed from 967 to 730 for Quarter 1 2017/18.   

http://www.southwestyorkshire.nhs.uk/wp-content/uploads/2017/10/1180.docx
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Learning from Structure Judgment Record Reviews and Investigations 

 
This section contains a summary of learning identified from reviews and investigations that have been completed so far from 
Quarters 1 and 2 2017/18. Further learning will be added as these are completed.  
  

1) Learning from Serious Incident Investigations 
 

Of the 23 deaths reported from 1st April to 30th September 2017 resulting in serious incident investigations (11 Qu 1 including 1 
serious case review, 12 Qu 2), ten investigations have been completed at the date of reporting (15/01/18).  The remaining 
investigations are underway and any learning identified will be added to this report at the conclusion of the investigation process.   
The ten completed Serious Incident investigations resulted in 22 recommendations being made.  Analysis of these 
recommendations has identified five emerging themes. The top theme is consistent with that identified in the 2016/17 Incident 
Management Annual report.  The themes are: 

 

Recommendation theme Number of 
recommendations 

Number of reports this has 
appeared 

Care pathway 1 1 

Care delivery 1 1 

Risk assessment 3 2 

Record keeping 7 4 

Communication 1 1 

Carers/families 1 1 

Medication Management   2 2 

Staff education, training and supervision 1 1 

Policy and procedure in place but not adhered to 1 1 

Policy and procedure not in place 1 1 

Team service, systems, roles and a management 2 2 

Organisational systems, management 1 1 

http://nww.swyt.nhs.uk/incident-reporting/Pages/Incident-management-annual-report.aspx
http://nww.swyt.nhs.uk/incident-reporting/Pages/Incident-management-annual-report.aspx
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2) Learning from Structured Judgments in Mortality Reviews in 2017/18  

 
Of the 10 Structure Judgment Record Reviews that were commissioned during Quarters 1 and 2 2017/18, 8 Structured Judgment 
Record Reviews (SJRR) have been completed.  The reviewers give a rating for the Assessment of Care Overall.  The ratings given  
for quarters 1 and 2 are below:  
 
Assessment of Care Overall:  

  
Poor care Adequate 

care 
Good 
care 

Excellent 
care 

Pending 
completion 

Total 

17/18 Q1 1 1 1 1 0 4 

17/18 Q2 0 1 3 0 2 6 

 
Further discussion with the coroner is taking place in relation to the case with an overall rating of poor care.  Following this, further 
review of the care will take place.  
 
Areas to consider for improving practice 
 
Due to the small number of completed structured judgement record reviews, it is difficult to identify any themes. However below are 
some examples of areas for improving practice identified by the reviewers. These will be added to as more reviews are completed:  

 The person was at risk of falls and died as a result of a fall at home. There was no evidence of using the skills of the whole 
team in mitigating risk e.g. Occupational Therapy assessment.  

 Convening best interest case conference or strategy meeting to discuss service user’s capacity would be valuable. Robust 
plan to further review their capacity in the community would also be useful. 

 The severity of a service user’s condition by different practitioners and services was underestimated. There appeared to be a 
relative lack of knowledge across different services that a man presenting in his mid 50’s with severe treatment-resistant 
anxiety symptoms is likely to have a depressive illness of moderate to severe intensity.  When reviewed by a senior 
practitioner, the severity was immediately noted who did a robust and well-recorded assessment. A senior review (or by 
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someone having a higher level of training and awareness) earlier on in the episode of illness is likely to have identified the 
severity and risks at an earlier stage. 

 Ensuring that when specific treatments cannot be provided, that this is documented clearly and explained. In this example, it 
appeared to lead to the service user being pre-occupied with a pathway that was not available until the point of death.   
 

Summary of areas for learning from SJRR in Quarters 1 and 2 2017/18 
 
It is difficult to draw themes from a small number structured judgement record reviews, however there was much more evidence of 
positive practice, for example: 
“Overall the care was excellent. Input from a wide variety of disciplines, with regular review and regular consideration of which 
pharmacological options would suit him and his circumstances best. High-quality physical health care. Measures taken to increase 
observation/avoid falls to keep him safe. Family indicated that they were happy with his care.” 

“The initial assessment by senior nurse was closely followed up by psychiatrist review. Equally thorough and well documented 
medic care plan.”  
 
“Advocacy contacted on his behalf.” 
“Overall the patient was cared for and time being taken to engage with her….There was a multidisciplinary approach throughout 
involving specialist advisors for assessment and advice.” 
 
“When a fall occurred they were being observed constantly. Changes to presentation were discussed with the multidisciplinary 
team and the family.” 
 
“The family were involved in the resuscitation decision. A palliative approach was taken following difficulty swallowing and 
deterioration in physical health.” 
 
“From the care record there is evidence of structured risk assessments appertaining to the community aspect of care prior to 
admission. These were carried out by staff who had a good therapeutic working knowledge and relationship with the patient…  
close working relationships and coordination between the community and inpatient teams was evident.” 
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The risk triggers were identified and the plan was adhered to resulting in an informal admission to the ward. This was in a timely 
manner and did not escalate to a formal admission under the mental health act. 
 
“Discharge was being planned from an early stage in the admission with the patient being actively involved in her care 
arrangements…The ward team were able to facilitate escorted home leave then worked with the community teams to increase the 
time spent at home. Good feedback from each visit is documented and provided a basis to inform the MDT of each stage to 
discharge.”  
 
Additional data 
 
The Structure Judgment Record Review template captures data about the quality of care of different phase of care. The ratings 
given so far for each phase of care are given below:   
 
Risk assessment 

 Poor care Adequate 
care 

Good 
care 

Excellent 
care 

Pending 
completion 

Total 

17/18 Q1 1 2 0 1 0 4 

17/18 Q2 0 2 1 1 2 6 

 
Allocation/ Initial Review 

 

Poor care Adequate 
care 

Good 
care 

Excellent 
care 

Pending 
completion 

Total 

17/18 Q1 0 2 1 1 0 4 

17/18 Q2 0 2 1 1 2 6 
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On-going Care 

 

Poor care Adequate 
care 

Good 
care 

Excellent 
care 

Pending 
completion Total 

17/18 Q1 1 1 0 2 0 4 

17/18 Q2 0 2 1 1 2 6 

 
Care During Admissions (where applicable) 

  

Poor care 
Adequate 

care 
Good 
care 

Excellent 
care 

Not 
applicable 

Pending 
completion 

Total 

17/18 Q1 0 1 0 2 1 0 4 

17/18 Q2 1 0 1 0 2 2 6 

 
Follow-up Management / Discharge 

  
Poor care 

Adequate 
care 

Good 
care 

Excellent 
care 

Pending 
completion 

Total 

17/18 Q1 1 1 1 1 0 4 

17/18 Q2 0 1 2 1 2 6 

 
Quality of the patient record in enabling good quality of care to be provided 

  
Poor 

quality 
Adequate 

quality 
Good 
quality 

Excellent 
quality 

Pending 
completion 

Total 

17/18 Q1 0 2 1 1 0 4 

17/18 Q2 0 0 4 0 2 6 
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Action  
 
Mental capacity training is now mandatory and training has been rolled out across the Trust.  
 

3) Learning from other Investigations 

a) Service level investigations  

There were 2 service level investigations completed for deaths 1st April to 30th to the 30th September 2018  
  

Areas identified for improvement:- 
 

 Need to check details on system at the time of taking a verbal referral e.g. GP details and address of patient. 

 Although teams have systems and processes there are times when an individual staff member has not taken 
responsibility for tasks allocated to them and care delivered was not provided as planned. 
 

b) Learning disability reviews 
 

Feedback from the Learning Disabilities Review programme has been limited to date.  The interim national report for 2016/7 
tells us that 521 deaths that are eligible for review have been notified to the LeDeR programme from 1st January 2016- 30th 
May 2017. Priority is being given to themed reviews of death of young people aged 18-24 years and people from black and 
minority ethnic background. 
 
They have identified key challenges to be:- 

 45% have not yet been allocated to a reviewer. 

 A small proportion of trained reviewers are ‘active’ in reviewing deaths 27%. 
 A majority of reviewers are from nursing and care backgrounds, and better representation of medical professions is 

required. 
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The Trust reviewers tell us that in Yorkshire and Humber there have been over 200 notifications since the programme 
started and there is a backlog in reviews being undertaken. 

 
Main findings 

o 50% of deaths are due to aspiration pneumonia 
 Contributing factors are:- Behavioural risk factors, Medication and Seizures, poor oral health, post sedation and 

post dentistry aspiration 

  Learning is not available at Trust or locality level to date. 
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Next Steps 
 

 Continue to use the Structure Judgment Record Review for analysis of themes 

 Develop experience in the use of Structure Judgment Record Review 

 Continue to theme recommendations arising from Serious Incident investigations 

 Further detailed information on learning will be provided to the Clinical Mortality and Improvement Group. 
 
 


