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Further to your Freedom of Information Act request, please find the Trust's
response(s) below:

Please be aware that the Royal Devon University Healthcare NHS Foundation Trust
(Royal Devon) has existed since 15t April 2022 following the integration of the Northern
Devon Healthcare NHS Trust (known as Northern Services) and the Royal Devon and
Exeter NHS Foundation Trust (known as Eastern Services).

As of 2017, data detailing the number of patients who have died due to problems in
care is required to be published by NHS trusts in England. This is set out in this
press release: https://www.gov.uk/government/news/nhs-becomes-first-healthcare-
system-in-the-world-to-publish-numbers-of-avoidable-deaths and in this reporting
guidance: https://www.england.nhs.uk/patient-safety/patient-safety-insight/learning-
from-deaths-in-the-nhs/.

Under the Freedom of Information Act please could you provide the total number of
deaths considered to have been due to problems in care in Royal Devon University
Healthcare NHS Foundation Trust for the periods:

1st April 2019 to 31st March 2020
1st April 2020 to 31t March 2021
1st April 2021 to 31st March 2022
1st April 2022 to 31t March 2023
1st April 2023 to 31st March 2024

abrwnE

To clarify, this is not a request asking for the total number of deaths but is specifically
concerning those which are deemed to be due to problems in care.

The Trust has already placed the information you have requested into the public
domain, and it is freely available. We address the national reporting requirements
through our Quality Accounts which are published annually on the Trust website.
Please see page 42 of link 2023/24 Quality Accounts below:

https:/Iwww.royaldevon.nhs.uk/media/kzsnhqgfs/royal-devon-quality-
account-2023-24-final.pdf

Quiality accounts for the years 2019/20 to 2023/24 can be found at the following link:

NHS Rovyal Devon | Annual Reports and Quality reports

The Trust has adopted the Royal College of Physicians’ National Mortality Case
Record Review Programme methodology known as the ‘Structured Judgement
Review'.
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The Royal College of Physicians has stated that “SJR methodology does not allow the
calculation of whether a death has a greater than 50% probability of being avoidable”

and, further, that “The NMCRR programme, supported by the RCP, does not endorse
the comparison of data from the SJR between trusts.”
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