
Reporting Learning from Deaths to Board

Learning from Deaths Dashboard Quarter 1 2018/19 Deaths in groups under special focus Qtr 1 2018/19

Inpatient & Emergency Department 

Deaths Total

Reviews 

completed

% 

Reviewed

Avoidability 

Assessments Group Total

Jul-18 104 92 88.46% 1 Learning Disability / Mental Health Patients 2

Aug-18 98 80 81.63% 0 STEIS SI 3

Sep-18 100 56 56.00% 1 Internal Investigations 9

Qtr 1 362 304 83.98% 3 Investigations opened by the Coroner 3

Qtr 2 302 228 75.50% 2 Investigations converted to Inquests 4

Inquests opened without prior investigations 1

Qtr 3 #DIV/0! Investigations closed without Inquest 4

Qtr 4 #DIV/0! Concluded Inquests 2

Year 18/19 664 532 80.12% 5 July Inquest - Narrative Verdict 1

Year 17/18 1550 1300 83.87% 21 September Inquest - Suicide verdict 1

Number of Deaths & Reviews by Quarter

Implementation of the ReSPECT Tool

% of deaths with Avoidable Factors Summary Hospital Mortality Index (SHMI)

Throughout 2017/18 the two main themes from the 

Structured Judgement Reviews carried out within 

specialties identified the 

i) the lack of confidence in clinical staff in having 

early discussions with patients and families of their 

wishes when a patient is at the end of life or no 

longer able to make decisions

ii) the timely recognition and response to the 

deteriorating patient

The implementation of the ReSPECT Tool in April 

2019 will fully support both these issues

Key Learning/Themes identified - now incorporated into the Quality Priority Plan 2018/21 


