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Brief Description As part of the National Quality Framework ‘ Learning from Deaths’, Trusts are 
required to publish data on the number of Mortality reviews conducted into 
patient deaths within the Trust. Data will be made available on the external 
website after Trust Board. 

• There was one CESDI 3 – ‘probably avoidable death’ in June 2017. The 
patient’s family and the Coroner were notified. The incident was also 
reported as Serious Incident and all external stakeholders notified. 

• Patients with Learning Disabilities are reported separately. Not all 
patient deaths in Quarter 1 are shown as reported because the LeDER 
programme did not go live in Shropshire until June 2017. 
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This Month This Month This Month

138 55 0

This Quarter (QTD) This Quarter (QTD) This Quarter (QTD)

419 172 0

This Year (YTD) This Year (YTD) This Year (YTD)

828 431 1

Total Deaths Reviewed by Methodology Score

This Month 53 This Month 4 This Month 07

This Quarter (QTD) 197 This Quarter (QTD) 11 This Quarter (QTD) 1

This Year (YTD) 430 This Year (YTD) 32 This Year (YTD) 5

This Month This Month This Month

3 3 0

This Quarter (QTD) This Quarter (QTD) This Quarter (QTD)

8 8 0

This Year (YTD) This Year (YTD) This Year (YTD)

13 11 0

Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable (does not include patients 

with identified learning disabilities)

137 51 0

Last Quarter Last Quarter

Total Number of Deaths in Scope  
Total number of deaths considered to 

have been potentially avoidable (CESDI 3)

Last Month Last Month

Last Quarter

Last Month

Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable for patients with identified 

learning disabilities

Total Deaths Reviewed

No sub optimal care Some sub optimal care which did not 

affect the patient's outcome

Some sub optimal care which might have 

affected the patient's outcome

CESDI 0 CESDI 1 CESDI 2

409 259 1

Last Year Last Year Last Year

Last Quarter

Total Number of Deaths in scope  

Total Deaths Reviewed by Trust or 

Reported Through the LeDeR 

Methodology 

Total Number of deaths considered to 

have  been potentially avoidable            

Last Month Last Month Last Month

Summary of total number of deaths and total number of cases reviewed under the Trust Casenote Review Methodology

Summary of total number of deaths of patients with a Learning Disability and, the total number reviewed under the LeDeR and Trust methodology

5 3 0

Last Year Last Year Last Year

3 3 0

Last Quarter Last Quarter
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