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This Month This Month This Month

216 137 0

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

506 323 0

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

1347 844 2

Total Deaths Reviewed by Methodology Score

This Month 131 This Month 6 This Month 07

This Quarter (QTD) 303 This Quarter (QTD) 16 This Quarter (QTD) 4

This Year (YTD) 811 This Year (YTD) 60 This Year (YTD) 9

This Month This Month This Month

0 0 0

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

0 0 0

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

13 13 0

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

8 8 0

Last Year Last Year Last Year

0 0 0

Last Quarter Last Quarter 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

427 238 1

Last Year Last Year Last Year

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

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

with identified learning disabilities)

133 81 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
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