
Learning from Inquests 
An inquest is an inquiry into the circumstances surrounding 
a death. The purpose of the inquest is to find out who the 
deceased person was and how, when and where they 
died and to provide the details needed for their death to be 
registered. It is not for the Coroner to determine, or appear 
to determine, any question of criminal or civil liability or to 
apportion guilt or attribute blame. It is a fact-finding hearing 
and not a trial.

Advice for staff who have been asked to attend an inquest  
can be found here

Between April 2018 and December 2018, there were a total of 68 
inquests, with the highest number in November 2018 (11 in total).  
The average length of time for an Inquest to be heard in 2018 was 138 
days, however the Trust has been asked to prepare 4 inquests in less 
than 33 days (one Inquest notification has been as short as 12 days). 
12 of the 68 inquests have taken over six months to be heard and 
of those, three have been listed over 12 months after the initial 
notification from HMC.
DBTH covers two coronial jurisdictions. These are: Her Majesty’s 
Senior Coroner, South Yorkshire (East District) and Her Majesty’s Senior 
Coroner, Nottinghamshire.
Inquests involving the Trust may sometimes be held in neighbouring 
jurisdictions such as Sheffield, Leeds and Wakefield by the respective 
Coroner for these areas.
81.9% of Inquests were held at Doncaster Coroner’s Court, 13.7%  
in Nottingham Coroner’s Court. There has been one Inquest heard  
at Sheffield. 
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Inquests      April – December 2018
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Thoracic and Respiratory 
medicine 11 Surgery (other) 2

Trauma and Orthopaedics 9 General Medicine 2

General Surgery 7 Obstetrics 2

Care of Older People 5 Other 1
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Narrative verdict 45.6%

Medicine 38 Accidental death 19.1%

Surgery and Cancer 21 Natural causes 17.7%

Women’s and Children’s 2

External to the Trust 2

To err is human. 
To cover up is unforgivable. 
To fail to learn is inexcusable. 
Sir Liam Donaldson, Chief Medical Officer, England.

Serious Incidents and Inquest
It is completely normal for there to be an investigation 
following an incident; this is to ensure that all aspects of the 
incident are understood, and is not aimed to apportion blame 
to individuals. 
Being open and honest with patients when things go wrong 
with their care which have caused or could lead to significant 
harm in the future is your legal duty. There are other 
important reasons why openness and honesty is encouraged 
following a patient safety incident: disclosing incidents to 
patients and families is important in helping you to deliver 
person-centred care, and essential for a relationship of trust 
between yourself and the patient
There has been a rise in the number of Inquests that have 
been investigated as Serious Incident (SI). 11 cases were 
investigated as an SI this financial year; all of these cases were 
investigated before the Inquest was heard. This improvement 
shows that we had already reported and recognised the 
potential for learning from the incident. 

Supporting clinicians when something goes wrong
Second victim' is the term used to refer to healthcare workers who are 
impacted by patient safety incidents. Whilst patients and families will 
always be the first priority following safety incidents, the wellbeing of staff 
involved is often overlooked but can leave staff lacking confidence, unable 
to perform their job, requiring time off, or leaving their profession.
There is existing evidence on the importance and effectiveness of support 
programmes for such staff and their potential to counter the negative 
impact outlined above to result in more positive impact for staff and 
patients alike.
The second victim website has been developed with key stakeholders 
such as the Improvement Academy and the Royal College of Physicians as 
well as second victims themselves. 
It include a selection of short videos in which staff share their either their 
personal experience post incident, including what helped or hindered this 
and tips for others, or how they supported a team member or colleagues 
in this situation.
The website was launched at the end of 2018/early 2019, user evaluation 
and feedback has and will continue to inform its ongoing development. 
http://secondvictim.co.uk

https://www.dbth.nhs.uk/document/corprisk22-2/
http://secondvictim.co.uk


Coroners have a statutory duty to issue a Prevention 
of Future Death (PFD) report to any person or 
organisation where, in the opinion of the coroner, 
action should be taken to prevent future deaths.
The report is sent to whoever the coroner believes has the power 
to take such action and the recipient then has 56 days to respond. A 
copy of the PFD report is sent to the deceased's family as well as the 
CQC.
The best way to allay a coroner's concerns about future risks is to 
ensure that any potential failings in systems/care connected with a 
death are properly investigated and more importantly that actions 
taken can be properly evidenced.

Serious Incidents and action plans for learning are presented at 
Patient Safety Review Group (PSRG). This is to help share learning 
across the Trust, but also to provide governance around outstanding 
action plans. 
There have been 5 PFDRs over the last 2 years up to December 2018. 
These cases are being shared with you to help you understand why it 
is important that all staff keep themselves up to date with changes in 
documentation, policy or quality improvement. 

Prevention of Future Death (PFDR)

    Case 1   
Patient was admitted to Doncaster Royal Infirmary with a suspicion 
of infection but no clear focus. Prolonged assessment and 
investigations delayed the provision of antibiotic therapy. Had 
antibiotic therapy been commenced at the time of his admission it 
is likely he would have survived.
HMC Concerns:
• Poor ineffective communication between medical and nursing 

staff groups as well as with external agencies.
• Poor and inaccurate completion of physiological observation 

charts.
• Timing of antibiotic administration
• Failure by staff to recognise a lack of improvement in the 

patient’s condition.
Action Taken:
• Introduced a robust process of escalation to the clinical site 

management team of sick patients on the ward.
• Introduction of Safety Huddles
• Policy review and the introduction of a bereavement pack.
• Review of equipment availability and staff training needs.

     Case 2 
Patient admitted with a history of chest pains to side of chest, 
radiating to shoulder and lower back and a 4-6 week history of 
breathlessness. Discharged two days later following which the 
patient developed a rash over his abdomen. Patient was seen in 
ED and discharged. Patient was later found dead at home seven 
days later. The patient died of a PE.
Coroners Concerns:
• Failure to accurately complete VTE risk assessment.
• Delay in providing Thromboprophylaxis.
Action Taken:
• Re-launch of the “Stop the Clot” campaign Trust wide.
• Awareness raised with staff through existing forums of the  

need to complete VTE risk assessments and of the need for 
appropriate prescribing of prophylaxis

• Support for junior staff through the review of VTE risk 
assessments and prescribing of prophylaxis during post-take 
ward rounds by consultant staff.

     Case 3
Patient found unresponsive by his partner and was admitted to 
hospital. The patient presented with a 7 day history of vomiting 
and 1 day of abdominal pain. A CT scan showed splenic bleed. He 
also had a previous history of illicit drug use.
Medical cause of death 1a) Splenic rupture, combined morphine 
and methadone toxicity.
Coroners Concerns:
• Poor documentation  - medical notes and observation charts
• Lack of a defined procedure for prescribing of drugs during an 

emergency situation.

     Case 3 continued
Action Taken:
• Introduction of scribes during emergency situations
• Review of staff competencies for IV administration
• Circulation of IV drug administration policy to staff.

     Case 4
Elderly patient suffered a fall at home and then suffered a further 
fall on the ward.
Coroners Concerns:
• Poor compliance with enhanced care plan paperwork
• Lack of action by senior management to address the issue of 

escalation.
Action Taken:
• Trust has a strategic approach and focus on preventing falls, 

with the development of policies, assessment tools and 
compliance to NICE guidance in respect of falls prevention.

• Corporate action plan in place for falls prevention and 
management

• Audit of completed documentation
• Tier 2 falls prevention and management education including 

falls documentation is provided to all frontline Trust staff within 
the Person Centred Care study day.

• Introduction of ward falls accreditation.
• Introduction of the enhanced care prescription assessment 

and escalation process.

      Case 5
Patient was admitted to Bassetlaw Hospital following a fall outside 
his home. X-ray showed fracture left neck of femur. The following 
day the patient was transferred to DRI where he underwent 
surgery to repair a fracture. Patient died 5 days after admission.
Coroners Concerns:
• The EWS policy was not adhered to and the scores were 

miscalculated.
• Poor record keeping by medical staff.
Action taken:
• Reminder to all staff of Trust policy relating to EWS and 

escalation of the deteriorating patient
• Introduction of department based simulation training with 

respect to the deteriorating patient
• Incorporation of EWS, Sepsis, Acute Kidney Injury and Fluid 

balance into current training programme relating to the 
deteriorating patient

• Reiteration of the need for contemporaneous record keeping 
and the introduction of a monthly documentation audit.

Some is not a number. 
Soon is not a time.

Donald Berwick



What else are we doing? 
Introduction of a Medical Examiner. 
Over the next year – medical examiners will be employed 
in the NHS system with a separate professional line of 
accountability, allowing for access to information in 
the sensitive and urgent timescales surrounding death 
registration – but with independence necessary for the 
credibility of the scrutiny process. 

Medical examiners will be the last piece of the jigsaw of 
ensuring patient safety when someone dies; their role is 
not to investigate but to detect and pass on.
This will ensure that incidents requiring learning from 
them are reported appropriately and families kept 
informed of the process.

Is my patient  
at risk of   
Acute Kidney Injury?!

Kidneys are important to our wellbeing, 
looking after our bodies through the production  
of urine to get rid of excess water and toxins. 

What is Acute Kidney Injury? 
Acute is a term used to describe something that has occurred over  
hours or days (as opposed to chronic which means months or years). 

Kidney Injury describes evidence of damage to the kidneys, usually with a 
change in kidney function tests and passing only small amounts of urine.

Acute kidney injury is a sudden and recent reduction in a person’s kidney  
function. It is not caused as a result of a physical blow to the body.

How to prevent Acute 
Kidney Injury

• Identify high risk groups 
• Be aware of common insults on 
 kidneys
• Use Fluid balance charts  to know  
 your patients intake and output

• WPR44741 for fliud balance

• WPR42322 for IV fluids 
 and fluid balance
• Hydrate, Hydrate
 Hydrate

W
PR44741
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AFFIX LABEL HERE IF AVAILABLE

NHS Number: ..................................................................................................................................................
District Number: .........................................................................................................................................
Surname: .................................................................................................................................................................
Forename(s): .....................................................................................................................................................
Address: ....................................................................................................................................................................
.....................................................................................................................................................................................................

D.o.B.: ...............................................................................................................................................................................
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Date: .......................................................................  Ward: ............................................................................................................................  

Consultant: .......................................................................................................................................................................................................

Weight (actual/estimated): ........................................  kg. Minimum urine output per hour (0.5mls/kg/hour) ........................................

Please state reason for � uid balance monitoring and record the reason in the patient medical notes:

Reason: ...............................................................................................................................................................................................................  Signature: .............................................................................................................................................................................
Post-acute admission/transfer for 48hrs Post-Operative/procedure/HDU/ITU Please state reason for stopping 
 Intravenous Infusion / Enteral feeding Clinical Condition eg AKI, Sepsis       the chart in medical notes

FLUID BALANCE CHART

Time

In
ta

ke

Oral Intravenous Other routes
Total in

O
ut

pu
t

Urine Vomit Faecal Drain 1 Other Total 
outml Nature of � uid ml Nature of � uid ml Nature of � uid ml ml ml ml ml

07.00
08.00
09.00
10.00
11.00
12.00
13.00
14.00
15.00
16.00
17.00
18.00
19.00
20.00
21.00
22.00
23.00
00.00
01.00
02.00
03.00
04.00
05.00
06.00

Fluid balance (+/-)               ml                                                                                        Total input              ml Total output              ml

Nurse’s signature:(Morn): .................................................................  (After): ................................................................. (Night): .................................................................      Print name: (Morn): .................................................................  (After): ................................................................. (Night): .................................................................

ADULT INTRAVENOUS FLUID PLAN

W
PR42322
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AFFIX LABEL HERE IF AVAILABLE

NHS Number: ..................................................................................................................................................

District Number: .........................................................................................................................................

Surname: .................................................................................................................................................................
Forename(s): .....................................................................................................................................................

Address: ....................................................................................................................................................................
.....................................................................................................................................................................................................

D.o.B.: ...............................................................................................................................................................................

1. (R) Is resuscitation needed    250-500mls bolus Hartmann’s or 0.9% NaCl  Repeat x 3

2. (M) Maintenance needed        PATIENT WEIGHT      0.18% NaCl/4% glucose with 20mmol KCL

        = .................................. Kg x 30 =  Volume: ............................... mls

3. (L) Replace Losses litre for litre with 0.9% NaCl: Estimated     Volume: ............................... mls  

          Add KCl if low serum K or if losses contain K

4. Subtract any additional fluids electrolytes from other source:  Volume: ............................... mls   K: ...............................  mmol

5. Is a review needed before tomorrow:     No    Yes  (Enter review time ............................................. )

Date: .............................................................................   Ward: ............................................................................. 

Review by: ..................................................................................................................................................................

Last bloods:      Date: .....................................................................

    Na: ............................  K: .............................  Urea: .............................  Creat: ...................................  

Reason fluids not given:  1. Patient not on ward    2. No IV access    3. Patient refused     4. Not given at nurse’s discretion  ................................................................................................................................................................    5. Not given at doctor’s request 

Reason
for fluids Infusion Fluid Volume

Additives
Rate

mls/hr
Prescriber name initials + 

bleep

Time 
started Batch  

number

Initials
Volume 

given
Reason not 

givenApproved name Dose Given 
by

Check 
by

Time 
ended
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NEWS2
IPOC VTE can be fatal 

but it is PREVENTABLE
Make sure: 

everyone at risk is assessed
- all inpatients and surgical daycases
the VTE assessment form is used

Guidance for Healthcare Professionals
  Read the Trust protocol PATT/44
  Make sure you assess your patient's risk for VTE
  Make sure you document the risk assessment 

and prophylaxis advised as prescribed
  All patients get VTE propylaxis unless 

contraindicated
  High risk categories: Surgery, pregnancy, previous 

PE/DVT, inherited or acquired thrombophilia, active 
cancer or treatment for cancer.

Document

Decide
low or high risk

patients notes and 
risk assessment

Dispense
Appropriate  
prophylaxis

Risk assessment is vital and saves lives

Use ‘This is Me’
Say ‘Hello My Name is…’
Ask ‘What Matters  
  to You?’

Hydration and Nutrition
Oral hygiene
Social dining 
China cups

Enhanced Care Plan
Supervision and  
Engagement assessment
5 For Falls

Healthy Sleep  
Environment
Consider sleep diary

#EndPJparalysis  
#EDFIT2SIT
Prevent Deconditioning  
24 Hour Rehab

Remove  
Unnecessary Devices
Catheters
Cannulas

Medication Review
Pain Control
Identify and Manage  
Postural Hypotension

Dementia friendly  
environment
Orientation strategies
Engagement activities

#last1000days
Value patients time

Good Wound Care
Minimise tissue pressure 
and friction 

Eyes, Ears, Teeth
Look after glasses,  
dentures and  
hearing aids

Achieving Reliable 
Care (ARC)
#Red2Green

John’s Campaign
Welcome and  
involve carers
Open Visiting

Advanced Care  
Planning
Me and My Plan

Bladder and Bowels
Avoid constipation
Identify Retention
Regular toileting

Early Multi-disciplinary 
team involvement 
Therapies
IDT
Pharmacy

Person centred interventions  
to reduce patient harms  
and improve patient experience

Doncaster and Bassetlaw 
Teaching Hospitals

NHS Foundation Trust 

DELIRIUM is a  
MEDICAL EMERGENCY!

Delirium can be prevented and treated:

PREVENT IT
• Be aware of the risk factors. 
• Minimise bed moves.
• Be vigilant for early signs.
• Involve family in care.

SUSPECT IT
Look out for NEW or WORSE:
• Confusion
• Drowsiness
• Behaviour

Talk to the family (SQiD).
Complete 4AT.
Don’t assume this presentation 
is normal for the patient.

STOP IT
• Treat the causes.
• Explain and reassure 
patient and families.

Single Question in  
Delirium (SQiD) 
“Do you think [patient] 
has been more  
confused lately?” 

 T   Toilet
 I  Infection
 M Medication
 E  Electrolytes

 A  Anxiety/Depression
 N  Nutrition/Hydration
 D  Disorientation

 S  Sleep
 P  Pain
 A  Alcohol/ Drugs
 C  Constipation
 E  Environment

• Follow Delirium Guidelines.
• Re-orientate frequently.
• Use calming speech. Involve family/friends.
• Walk to toilet frequently.
• Be kind, calm and mindful of emotional needs.

• Change bed/ward.
• Argue/confront.
• Catheterise – unless essential.
• Restrain – do allow to walk with supervision.
• Sedate unless part of treatment plan.

Do…

Don’t…

Remember TIME AND SPACE 

Visit us www.dbth.nhs.ukFollow us @DBH_NHSFT

How	do	we	improve?	
• Only	treat	if	there	are	≥	2	symptoms	or	if	

there	are	signs	of	infec;on	and	no	other	
source	evident	

• Send	an	MSU	ideally	before	an;bio;cs	
• Consider	oral	an;bio;cs	if	your	pa;ent	is	

not	sep;c	
• Treat	with	narrow	spectrum	an;bio;cs	

based	on	sensi;vi;es	where	possible	
• Use	shortest	dura;on	of	an;bio;c	course	
• Ensure	regular	review	of	the	diagnosis	

and	stop	an;bio;cs	if	no	longer	indicated

Does	it	maEer?	
•Increased	risk	of	resistant	
bugs	

•Poten;al	for	adverse	effects	
of	an;bio;cs	

•Missing	the	‘real’	diagnosis	
Other	source	of	infec;on,	
demen;a,	frailty,	post-ictal,	
disorienta;on,	malignancy	

•Poor	resource	management

Recent	audit	
suggests	that	
only	54%	of	
pa6ents	treated	
for	a	UTI	actually	
meet	na6onal	
guideline	criteria

Are	we	doing	it	right?

Diagnosing	and	Trea;ng	
UTI	in	older	people

If	your	pa;ent	is	not	acutely	sep;c,	
consider	non-treatment	and	

monitoring:

• Recheck	bloods	•	Monitor	temperature	
• Review	if	persis6ng	/	change	in	symptoms	
• Collateral	history,	is	the	confusion	new?

Evidence	of	pyrexia,	
hypothermia,	abnormal	

WCC	or	CRP	

AND	

No	alterna=ve	cause	for	
these

If signs of sepsis are present, see 
Sepsis IPOC (WPR44230)

✓	Dysuria	
✓	Urinary	urgency	
✓	Urinary	frequency	
✓Urinary	incon=nence	(new)	
✓Rigors	
✓Fever	or	hypothermia	
✓Flank	or	suprapubic	pain	
✓Haematuria	
✓New	or	worsening	confusion**

or

Diagnose	UTI	if	there	are…	
≥	2	of	the	following	symptoms:

**New	and	worsening	confusion	can	suggest	infec?on,	but	this	is	non-specific.	
Look	for	other	causes	such	as	cons?pa?on,	reten?on,	dehydra?on,	medica?on	
or	different	environment.

Please remember:
• Confusion
• Incontinence
• Odour
• Positive dipstick*

are poorly 
indicative 
of UTI

Up to 60% of 
older people 
have 
asymptomatic 
bacteriuria and 
do not need 
antibiotics

Antibiotics can cause harm in older people
Number needed to harm = 3

*Urine dipsticks are unreliable in diagnosing UTI in older people

Help	us	to	reduce	an?bio?c	
prescribing	and	misdiagnosis	
of	UTI	in	older	people

Shh
Sleep helps healing
Help us keep noise on our 
wards to a minimum between 
the hours of 11pm and 6am.

Doncaster and Bassetlaw 
Teaching Hospitals

NHS Foundation Trust 

Making 
Mealtimes Matter

 All available staff to focus on food and drink.

 Relatives and carers can help where appropriate.

 Avoid all non-essential activity and interruptions,  
unless providing urgent care.

Ward Mealtimes 

Breakfast ..........................................................................

Dinner: ..............................................................................

Tea: ......................................................................................

Use red tray/red tray to identify patients 
who need help and/or who need their 
intakes monitoring.

If patients require help, only to serve 
meals when a nurse is ready to assist.

Ensure patients have:
• Napkin
• Appropriate drink
• Correct cutlery
• Condiments
• Eating aids.

Provide assistance if needed, eg.  
opening packets and cutting up food.

Check patients are happy with choice  
of meal that everyone has a drink.

Complete food and fluid balance charts.

Ask patients “How was your meal?”

Update Special Diet folder in preparation 
for the next meal.

Ring bell 10 to 15 mins before 
mealtimes.

All clinical staff finish off tasks.

Know which patients need assistance 
with feeding and allocate nurse/
healthcare assistant.

Ensure patients have opportunity to 
visit the toilet.

Sit patients up/in chair or take to the 
dining room.

Clear patients tables and wipe clean.

Offer hand wipes to patients as 
necessary.

Vent the trolley for 5 mins.

Staff to wash hands and wear PPE.

Before mealtimes... During mealtimes... After mealtimes...

You may be aware of work we have shared  
in previous editions of Sharing How We Care 
to improve the care given to our patients.

Patients and families who have been affected by harm tell us they don’t want the same thing to happen 
to another patient. This can sometimes mean adapting to changes in how we provide care, attending 
new training and getting used to new documentation to provide a safe record of the care delivered. 

Here are some examples of guidance and documents that we have worked on to keep our patients safer:

SEPSIS
IPOC

https://www.dbth.nhs.uk/wp-content/uploads/2018/09/Acute-Kidney-Injury-Poster-FINAL.pdf
https://www.dbth.nhs.uk/wp-content/uploads/2018/10/IPOC-1569-WPR44322-Sept-18.pdf
https://www.dbth.nhs.uk/wp-content/uploads/2019/02/DBTH-Blood-Clot-Poster.pdf
https://www.dbth.nhs.uk/wp-content/uploads/2019/02/jigsaw.pdf
https://www.dbth.nhs.uk/wp-content/uploads/2018/10/Esther-Beth-and-Emily-A3-poster-AMM-page-3.pdf
https://www.dbth.nhs.uk/wp-content/uploads/2018/12/UTI-in-Older-People-Poster-2.pdf
https://www.dbth.nhs.uk/wp-content/uploads/2018/12/UTI-in-Older-People-Poster-1-2.pdf
https://www.dbth.nhs.uk/shh-campaign/
https://www.dbth.nhs.uk/wp-content/uploads/2019/01/Making-mealtimes-matter-poster.pdf
https://www.dbth.nhs.uk/wp-content/uploads/2018/10/IPOC-1608-WPR44233-Sept-18.pdf


Recording incidents protects patients from harm and saves lives
When things go wrong in care, it is vital incidents are recorded to ensure learning can take place. By learning, we mean people 
working out what has gone wrong and why it has gone wrong, so that we can reduce the risk of similar incidents occurring again.

We are aiming for a reduction in our serious and moderate harms to patients but a maintained rate of reporting incidents with 
no harm or a near miss.  Generally, hospitals with good reporting rates are much safer for patients as this evidences a good safety 
culture.  High reporters aim to learn from incident reporting to make patient care safer.

In September 2018 – we saw a reduction in the 
number of incidents reported which was a worrying 
trend. Please be assured that every incident 
reported makes our patients safer.

This SPC chart shows our Trust reporting rates which 
are looked at each month and shared to the National 
Reporting and Learning System (NRLS).

Contributors Thanks this month go to: Tim Noble, Cindy Storer, Michelle Corbett and Bonny Stevenson.
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Compliments of the month Posted on NHS Choices

Medical Imaging
I attended the X-Ray department at 09:20 for a chest x-ray ordered by my GP. I was greeted in a friendly way 
by the receptionist. I was directed to a clean and well-furnished waiting area, from where I was called within 
a few minutes. The radiographer greeted me and directed me to a changing booth, telling me I could keep my 

tee-shirt on. He then asked me if I’d had a chest X-ray before. The whole process was smooth, efficient and 
reassuring, and I was out by 09:35. What a brilliant service.

Gynaecology
I had a TAH in 21st August 2018 after years of problems. My consultant was great from start to finish. He 
listened to me and really helped with my fears. He did a fantastic job and I am recovering well. The hospital 
was clean and the care I received was great. I am grateful to everyone who played a part in my care. So many 

people working really hard day in day out doing their very best. All too easy to criticise yet how often do we 
take the time to recognise when things go well. Thank you everyone.

Ophthalmology
My daughter has been under this department for three years. I can’t say anything bad about them. They have 
treated my daughter and saved her sight. You are treated respectfully by each member of staff. The consultant 
was superb and nothing was too much trouble. I am truly grateful to him. Keep up the good work, we in 

Doncaster are truly blessed to have such great staff to take care of us. THANK YOU.

Your Health & Wellbeing 
At DBTH, Staff involved in the 
investigation process will have the 
opportunity to access professional 

advice from their relevant professional body or 
union, staff counselling services and occupational 
health services. You will also be provided with 
information about the stages of the investigation 
and how you will be expected to contribute to the 
process. 
There are a variety of services available to support you at 
DBTH. Click on the Health and Wellbeing flower logo above to 
see what help and support is available. 
If you are a learner or trainee at DBTH then support can be 
gained from your LEM, mentor or educational supervisor.

Since May 2018, there has been an increase in 
the number of cases heard where Rule 23 (where 
witness statements are read into evidence) has 
been applied. This has meant that fewer members 
of staff have been required to attend court to 
give their evidence in person thus reducing the 
negative effect on the continuity of clinical activity.

This can also be a reflection of the quality of statements 
provided to the Coroner. 

Advice and support in writing a statement for the 
Coroner can be found here

Rule 23

https://www.dbth.nhs.uk/document/corprisk22-statement/
https://www.dbth.nhs.uk/document/corprisk22-statement/
https://extranet.dbth.nhs.uk/health-and-wellbeing/

