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PURPOSE OF THE REPORT 

This report is the quarterly report to the Board of Directors on deaths of patients under the care of STHFT 
as required by the Learning from Deaths Guidance, March 2017. This is the third such report.  Subsequent 
reports will have their content reviewed in an iterative fashion. 
 
From April 2017, Trusts have been required to collect and publish, on a quarterly basis, specified 
information on deaths. This should be through a paper and an agenda item to a public Board meeting in 
each quarter to set out publication of the data and learning points. The data should include the total 
number of the Trust’s in-patient deaths (including Emergency Department deaths for acute Trusts) and 
those deaths that the Trust has subjected to case record review.  Of the deaths subjected to case record 
review, Trusts need to provide estimates of how many deaths were judged more likely than not to have 
been due to problems in care.  
 

 
KEY POINTS 

The Quarterly Learning from Deaths Report to the Board of Directors considers all deaths at STHFT in 
scope. 
 
The results for Sheffield Teaching Hospitals NHSFT 1st October – 31st December 2017 are as follows, 
 
Total deaths at Sheffield Teaching Hospitals NHSFT 778 (including 7 neonatal deaths) 
Total deaths subject to a Medical Examiner review  634 
Total deaths subject to Structured Judgement Review   18  (plus 5 from Q2) 
Deaths referred to the coroner    284 

 
IMPLICATIONS 

AIM OF THE STHFT CORPORATE STRATEGY 2017-2020 TICK AS APPROPRIATE 

1 Deliver the Best Clinical Outcomes  

2 Provide Patient Centred Services  

3 Employ Caring and Cared for Staff  

4 Spend Public Money Wisely  

5 Deliver Excellent Research, Education & Innovation  

 
RECOMMENDATIONS 

Trust Executive Group is asked to note the outcome. 

 
APPROVAL PROCESS 

Meeting Date Approved Y/N 

Trust Executive Group 12
th
 December 2018 Yes 

Healthcare Governance Committee   

Trust Board 18
th
 December 2018  

 
1 
Status: A = Approval 

 A* = Approval & Requiring Board Approval 
 D = Debate 
 N = Note 
2 
Against the five aims of the STHFT Corporate Strategy 2017-2020 

B 
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Learning from Deaths Report 
Q3 (1st October – 31st December 2017) 

 
This report is the quarterly report to the Board of Directors on deaths of patients under the care of STHFT 
as required by the National Guidance on Learning from Deaths, March 2017. 
 
This is the third such report.  Subsequent reports will have their content reviewed in an iterative fashion. 
 
The Structured Judgement Review (SJR) is a validated standardised method which scores the overall 
care given to deceased patients on a scale of one to five. The scores of one or two are low scores and 
are described as very poor or poor care respectively. Any case which receives such a score from the SJR 
is further investigated to determine if the death was more than likely than not due to a problem in care b. 
 
Where there are no cases that have been identified as judged more likely than not to be due to a problem 
in care, the systematic and robust SJR methodology still provides valuable opportunities to the 
organisation for learning from reviews.  Annex 1 of the Learning from Deaths Guidance requires that the 
trust board ‘ensures that learning from reviews is acted on to sustainably change clinical and 
organisational practice and improve care’ and ‘shares relevant learning across the organisation and with 
other services where the insight gained could be useful’. 
 
 
Purpose of the report 
The following is the Q3 Learning from Deaths Report to the Board of Directors and considers all deaths at 
STHFT in scope. The report considers; 

 All deaths subject to a Medical Examiner Review a 

 All deaths subject to a Structured Judgement Review b 

 All deaths judged more likely than not to be due to a problem in our care 

 Key learning points from the overall review process 

 
Key Findings 
Table 1  

Sheffield Teaching Hospitals NHS Foundation Trust 1 Oct – 31 Dec 2017 
Total deaths at Sheffield Teaching Hospitals NHSFT 778 

Total deaths subject to a Medical Examiner review 634 

Total deaths subject to Structured Judgement Review    18  
(plus 5 from Q2) 

Deaths referred to the coroner 284 

All deaths judged more likely than not to be due to a problem in care 0 

 
 
Table 2 

Category of Death Number SJR’s 
undertaken 

SJR Outcome <3 

Maternal 0 0 0 

Neonatal 7c 7c 0 

Learning Disability  7d 6+5 0 

Serious Mental Illness 1 1 0 

Child (not neonatal) 0 0 0 

Other Medical Examiner Referrals 59d 4e  0f 

Total 74 18+5  0f 

 
Key  
a Medical Examiner Review – Undertaken in the immediate period following the death by the Medical 
Examiner’s Office (MEO), currently covering the Northern General Campus. 
 
b Structured Judgement Review – A validated and standardised retrospective case record review process. 
 

https://www.england.nhs.uk/wp-content/uploads/2017/03/nqb-national-guidance-learning-from-deaths.pdf
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c The 7 neonatal deaths were subject to a separate established mortality review process in the Jessop 
Wing which is in the process of being updated in line with Learning from Deaths Guidance and as 
described in our policy (available on the Internet). 
 
d The MEO categorises the deaths in an identical fashion to those categories described in the Learning 
from Deaths guidance. A total of 67/634 (10.6%) cases were referred by the MEO for potential SJR.  Of 
the 67 cases referred for potential SJR by the MEO, seven were deaths of patients with a learning 
disability and one was a death of a patient with serious mental illness. This represents 1.3% of deaths 
reviewed by the MEO (8/634). For seven, a SJR has been completed.  No concerns were registered by 
the ME following review of the remaining one case.  Furthermore the five outstanding deaths from Q2 of 
patients with learning disabilities have also now been completed. 
 
e The Trust’s agreed mortality review model was not fully implemented at the time of the Quarter 3 review 
and a pragmatic approach was taken to ensuring all deaths identified by the MEO as potentially requiring 
an SJR had been subject to an additional review process of some sort.  The approach was as follows; 

 Overall, 284 deaths were referred to HMC.  

 These included 29 of the 67 cases referred for potential SJR by the MEO but not 
subsequently  accepted for further investigation by HMC.  

 Of those that were not accepted by HMC, 13 had concerns expressed by ME Office that 
therefore required additional review. 

 Of the 13, there were five that had not had a Datix incident report associated with their final 
admission and therefore still  required an additional review.  

 For all five an SJR has been completed (this includes one patient with a learning disability 
and hence is not counted twice in Table 2). 

 
f Mortality reviews were therefore undertaken using SJR methodology on 11 cases in total and none of 
these scored less than three. This represents 1.7% of deaths reviewed by the MEO (11/634).   
 
 
 

Key Learning Points 

 
Although none of the SJR’s carried out scored less than three, the systematic and robust SJR 
methodology still provides valuable learning opportunities to the organisation.  
 
The Datix platform is providing an opportunity to identify themes linked with the overall quality of care.  As 
of the end of October 2018 the main emerging learning points from the deaths of patients under the care 
of STHFT are related to; 

- Documentation 
- Communication 
- Fluid management 
+ Appropriate / clear escalation 
+ MDT working 
+  Examples of very good care 

 
The themes are evolving as more SJR’s are being completed and it will be possible to define themes at 
specific stages of care e.g. Admission, Ongoing Care, End of Life Care as well as overall.  Future 
quarterly reports will report on work ongoing within the organisation that is linked with these themes. 
 


