
 

 
 

SUMMARY REPORT 

TRUST BOARD (IN PUBLIC)  4 April 2019 Agenda Number: 12 

Title of Report Mortality Report 

Accountable Officer Dr Rob Parry, Medical Director 

Author(s) Dr Paul Johnston, Mortality Lead 

Purpose of Report Following on from the presentation of the Quarter 2 2018/2019 
Learning from Deaths report to the March Trust Board the Trust 
Mortality Lead was tasked to review and provide further information 
on the 4 cases recorded on the dashboard as ‘avoidable deaths’.  
This report provides the outcome of the review and the updated 
dashboard. 

Recommendation  The Board is recommended to: 

 The Committee is asked to note the report for information as 
part of its board assurance arrangements. 

 Confirm support for the on-going work that is currently taking 
place. 

Consultation 
Undertaken to Date 

This content of this report was reviewed and discussed in March 
2019 by the Mortality Review Oversight Group (MROG), which has 
wide clinical representation. 

Signed off by 
Executive Owner 

Medical Director 29 March 2019 

Reviewed by Executive 
Team 

N/A For information only 

Reviewed by Board 
Committee (where 
applicable) 

Mortality Review Oversight 
Group 

27 March 2019 

Reviewed by Trust 
Board (where 
applicable) 

The Trust Board receives a 
quarterly report, as per the 
Learning from Deaths 
national programme. 

4 April 2019 

Date(s) at which 
previously discussed 
by Trust Board / 
Committee 

Q2 2018/19 report presented in March 2019 to Trust Board. 

Next Steps Continuous review of Learning from Deaths at MROG. Further 
developments will be reported in future board papers. 

 
  



  
 
 

Executive Summary 

Following the presentation of the learning from deaths report quarter 2, we are now in a 
position to update the dashboard following further review of the potentially avoidable deaths. 
 
The first case was actually flagged twice as the case was recorded as both a concern death 
and a complaint.  After review of the case, it has been designated as potentially avoidable.  
The root cause was identified as a clinical failure by the medical teams to respond to a high 
NEWS escalation from both the system and staff nurse.   
 
The lessons learned were: 

1. The correct escalation process must be followed when a patient is deteriorating. 
2. Importance of increasing observation frequency for deteriorating patients. 

 
The recommendations were: 

1. Thematic Trust wide review of NEWS escalation and observation frequency. 
2. Trust wide information to be shared regarding the importance of appropriately 

escalating a deteriorating patient and who this should be escalated to. 
3. Junior Doctor induction to include information on appropriately reviewing a 

deteriorating patient. 

 
In the other 2 cases, although delays in assessment and escalation were again noted (in the 
Emergency Department and Acute Medical Unit), after an SI downgrade in case 1 and 
Mortality Review Oversight Group discussion in case 2, these delays were not felt to have 
significantly contributed to the deaths which were deemed not potentially avoidable. 
Nevertheless, common themes for learning are clear in all 3 cases. 
 
The Learning from Deaths dashboard has been updated and is shown below for information. 
  

Financial Risks The internal costs to implementing and effecting the SJR 
methodology have been absorbed into clinical and managerial 
operational capacity. 

Key Risks  BAF:  

Risk ID 6213: Delivery of Quality Objectives and the Effectiveness 
of Clinical Governance Arrangements. 

Current Score: 4(L)x5(C)=20 

Disclosure 
Statement 

Not applicable, 

Equality and 
Diversity Statement 

The implementation of the National Learning from Deaths Guidance 
has provided a strengthened approach, and governance of, learning 
from the deaths of people who have/are affected by learning 
disabilities and/or severe mental illness. This in turn will help inform 
the specific improvements in care needed that will benefit our 
patients in the future. 

 


