
 

CQC review of deaths of NHS patients 
 
 
The Royal College of Surgeons of Edinburgh have welcomed the news that Secretary of State Jeremy 
Hunt has accepted the Care Quality Commission’s recommendations following their investigation 
into the tragic death of Connor Sparrowhawk in 2013 at Southern Health NHS Trust.  
  
President Michael Lavelle-Jones said; “It is vital that patients and their families are reassured that 
Trusts do everything they can to learn from every death and these changes are an important first 
step. By requiring Trusts to publish data and evidence of learning these new requirements will 
ensure an important level of transparency. Also, the newly created national framework will support 
Trusts to make improvements.” 
  
Following the death of Connor Sparrowhawk in 2013, Mr Hunt asked the CQC to look at what 
happened at Southern Health NHS Foundation Trust but also to assess more broadly what lessons 
there are for the NHS as a whole. Among other things, the report said: 
  

 Families and carers often have a poor experience of mortality investigations; are sometimes 
not treated with kindness, respect and sensitivity; can feel their involvement is tokenistic; 
and often question the independence of the reports. 

 The NHS does not prioritise learning from deaths and misses countless opportunities to learn 
and improve as a result. 

 There is no single framework which sets out how local NHS organisations should identify, 
analyse and learn from deaths of patients in their care or who have recently been in their 
care. 

 As a result there is inconsistency. Some NHS Trusts get some elements of mortality reporting 
right, but not one gets all elements right. 

  
In his statement Mr Hunt confirmed that he is accepting all of the recommendations made by the 
CQC which means that from March 31 2017 the Boards of all NHS Trusts and Foundation Trusts will 
be required to: 
  

 Collect a range of specified information on deaths that were potentially avoidable and 
serious incidents and consider what lessons need to be learned on a regular basis. 

 Publish this information quarterly alongside evidence of learning and action that is 
happening as a consequence of that information. 

 Feed this information back to NHS Improvement at a national level, so that the whole NHS 
can learn more rapidly from individual incidents as part of a standardised national 
framework. 

 Identify a board-level leader as patient safety director to take responsibility for this agenda 
and ensure it is prioritised and resourced within their organisation [this person is likely to be 
a medical director]. 



 Ensure that investigations of any deaths that may be the result of problems in care are more 
thorough and genuinely involve families and carers. 

 Give particular priority to identifying patients with a mental health problem or a learning 
disability to make sure their care responds to their particular needs; and that particular 
trouble is taken over any mortality investigations to ensure wrong assumptions are not 
made about the inevitability of death. 

  
In addition, Health Education England will be asked to review the training for all doctors and nurses 
with respect both to engaging with patients and families after a tragedy and maintaining their own 
mental health and resilience in extremely challenging situations. 
  
This means that from next year the UK will then become the first country in the world to publish 
data on avoidable deaths at a hospital by hospital level. However, it would seem that Mr Hunt is 
keen to avoid this data being used to penalise hospitals and seems to be quite realistic about what 
this new data will be able to achieve; “I want to make clear … that I will not be setting any target for 
reducing reported avoidable deaths. Nor do I believe it will be valid to compare numbers between 
hospitals because the data depends on clinical views which may change or vary.” He also added that 
he “expect[s] to see an increase in the number of reported avoidable deaths. This is likely to be 
hospitals get better at spotting and reporting them than because care is deteriorating.” 
 
The full statement can be found here. 
 

https://www.gov.uk/government/speeches/cqc-review-of-deaths-of-nhs-patients

