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Dear  
 
Freedom of Information Act 2000 – Request for Information 
 
Thank you for submitting a request for information which we received on 18th July 
2022 in relation to County Durham and Darlington NHS Foundation Trust (the Trust).  
Your request has been processed under the provisions of the Freedom of Information 
Act 2000 and I am now able to provide you with a response. 
 
Your request was in relation to deaths caused by care and I am providing the 
following information in response to your specific questions:  
 
With reference to the following reporting guidelines set out by NHS 
Improvement (see page 15, prescribed information 27.1 to 27.5, link here: 
https://www.england.nhs.uk/wp-
content/uploads/2020/08/Detailed_requirements_for_quality_report_-
update.pdf) 
 

1. Please tell me in the reporting period 2021/22 the number of deaths that 
occurred at your Trust for which a case record review or investigation has 
been carried out which the provider judges as a result of the review or 
investigation were more likely than not to have been due to problems in the 
care provided to the patient, with an explanation of the methods used to 
assess this. 

 
NOTE: By 'more likely than not' caused by care, I mean given a score of 3 
(probably avoidable), 2 (strong evidence of avoidability) or 1 (definitely 
avoidable) on the inpatient structured judgement reviews (SJR), as 
assessed using the Royal College of Physicians avoidability of death 
criteria. If you do not use this system, please ignore this note. 
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There were 4 deaths where a case record review or investigation was carried out 
based on a HOGAN score of 4 or more. The Trust use PRISM methodology 
rather than SJR. 

 
2. Please provide me with a brief overview of the FIRST FIVE incidents in 

2021/22 identified in question 1 (i.e. cases of deaths that were more likely 
than not caused by problems in care), withholding any identifying 
information that would run into a Section 40 exemption. 

3. Finally, can you please summarise what the Trust learnt and what actions 
have been taken as a result of the aforementioned cases/investigations. 

 
High Level Patient Overview High Level Learning Theme 

Patient A 
The patient was admitted with an infection; they 
suffered a fall during their admission but had no 
obvious injuries.  A CT scan was completed 
which showed indeterminate lesions.  The patient 
deteriorated a few days later and a further CT 
scan showed a large intracranial bleed. 

High level learning concerned the importance of 
following the Trust observation procedure for 
completing neurological observations and the 
importance of completing lying and standing (L&S) 
blood pressure checks.. 
 
In-situ education on both elements has been 
completed and L&S blood pressure checks have 
been included in the workflow for the electronic falls 
/ safety assessment to be built to our electronic 
patient record system.  

Patient B 
The patient was admitted following a period of 
immobility at home, and blood tests revealed 
alcoholic liver disease and cirrhosis. The patient 
became more unwell and developed low blood 
glucose levels and a high National Early Warning 
Score.  They were treated as having intra-
abdominal sepsis; the patient was referred to 
critical care but it was agreed that escalation of 
care would not be of any benefit and a ward 
based care escalation plan was put in place. 

The Trust is dedicated to improving recognition and 
response to Sepsis – a time critical condition. 
This is being implemented in a number of ways: 

 Dedicated Sepsis Study Days, including 
exercises with simulation. 

 A Patient Group Directive to enable RGN’s to 
deliver a one off dose of broad spectrum 
antibiotics when medical staff are busy. 

 Development of a Nurse Led Sepsis Pathway 
document (to support administration of 
antibiotics). 

Sepsis education is included in all “Deteriorating 
Patient” programmes which is delivered to all 
clinical teams every two years. 
 

Patient C 
The patient was admitted following a fall and 
sustaining a fracture of the T9 verterbrae for 
conservative management. The patient had 
multiple co morbidities. They developed Covid-19 
in hospital and developed respiratory failure.  
They were transferred back to the acute setting 
where non-invasive ventilation was attempted but 
was not tolerated; therefore high flow nasal 
oxygen was administered instead.  Following 
discussion the patient did not want further 
treatment and opted for a palliative approach.  

Every case where a hospital acquired Covid-19 
infection is indicated is investigated by the Trust’s 
Infection Prevention and Control Leads, to ensure 
that regional and national guidance is implemented 
within the Trust, and is being adhered to, and 
remedial actions, including rapid re-education and 
staff auditing and monitoring checks, are taken. 



 

 

 

Patient D 
 
Patient readmitted to hospital following 
complications related to their tracheostomy which 
had been managed within the community. Patient 
did not recover and later died.  

No specific learning for the Trust however learning 
taken forward and discussed with commissioners 
and community providers.   

 
 
In line with the Information Commissioner’s directive on the disclosure of information 
under the Freedom of Information Act 2000 your request will form part of our 
disclosure log on the Trust’s website. However please be assured that we anonymise 
all responses prior to adding them to the disclosure log.  
 
I hope that this response has provided you with the information you had requested. If 
you have any queries or wish to discuss the information supplied, please do not 
hesitate to contact me by telephone or in writing. If however, you are dissatisfied with 
the way in which your request has been handled and would like an internal review, 
you will need to contact me in writing at the above address or via cdda-
tr.cddftfoi@nhs.  
 
If you remain dissatisfied with our response following an internal review you have the 
right to appeal to The Information Commissioner at Wycliffe House, Water Lane, 
Wilmslow, Cheshire, SK9 5AF. More information is available on their website; 
www.ico.gov.uk. 
 
Yours sincerely 
 
 
Corporate Records and Freedom of Information Facilitator 
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