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1. Introduction 
 
1.1 Concern about patient safety and scrutiny of mortality rates has intensified 
recently with high-profile investigations into NHS hospital failures combined with the 
Dr Foster report and patient safety rating for NHS Trusts. There is an increased drive 
for Trust Boards to be assured that deaths are reviewed and appropriate changes 
made to ensure patients are safe.  
 
1.2 Effective clinical audit and peer review processes incorporating analysis of 
mortality contribute to improved patient safety. The mortality review meetings, 
established to review deaths as part of professional learning, also have the potential 
to help provide assurance that patients are not dying as a consequence of unsafe 
clinical practices.  
 
1.3 Retrospective case note reviews help to identify examples where processes can 
be improved and gain an understanding of the care delivered to those whose death 
is expected and inevitable to ensure they receive optimal end of life care.  
 
1.4 A formalised process will also address the Care Quality Commission’s 
publication in December 2016 of a review into the way NHS Trusts review and 
investigate the deaths of patients, ‘Learning, Candour and Accountability’ which 
builds on the need to maximise learning from deaths and to comply with Regulation 
20 Duty of Candour.  
 
1.5 This standardised Trust-wide process integrating mortality reviews into the 
governance framework will provide greater levels of assurance to the Trust Board 
and help to ensure that the organisation is using mortality rates and indicators 
alongside others such as incidents and complaints to monitor the quality of care and 
share good practice and learning from mistakes.  
 
1.5 This document sets out how the Trust will learn from deaths that occur which 
were unexpected. This is in response to the National Guidance on Learning from 
Deaths (published March 2017).  
 
1.6 The policy makes clear the procedure for responding to and learning from patient 
deaths across the Trust including:  
 

• When and how the death of a patient should be reported  
• How deaths should be reviewed and investigated by the Trust  
• How the organisation should engage with bereaved families and carers  
• How the Trust learns from deaths to improve and inform clinical practice  

 
1.8 This document complements other Trust policies which are also concerned with 
the reporting, investigating and learning from incidents.  
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2. Scope 
 

2.1 This policy applies to all staff whether they are employed by the trust 
permanently, temporarily, through an agency or bank arrangement, are students on 
placement, are party to joint working arrangements or are contractors delivering 
services on the trust’s behalf.  Specific staff may be directly involved in the mortality 
review process.  

2.2 The mortality peer review process is applicable to:  
 

• All Trust deaths for those patients who have had contact with the Trust in the 
last 12 months and where the Trust is the main care provider.  

 
• Incidents subject to a Serious Incident review under the Trust policy ‘Learning 

from Incidents and Serious Incidents will be excluded.  
 

3. Purpose 

3.1 HPFT will implement the requirements outlined in the Learning from Deaths 
framework as part of the organisation’s existing procedures to learn and continually 
improve the quality of care provided to all patients.  

3.2 This policy sets out the procedures for identifying, recording, reviewing and 
investigating the deaths of people in the care of HPFT. 

3.3 It describes how HPFT will support people who have been bereaved by a death 
at the Trust, and also how those people should expect to be informed about and 
involved in any further action taken to review and/or investigate the death. It also 
describes how the trust supports staff who may be affected by the death of someone 
in the trust’s care.   

3.4 It sets out how the trust will seek to learn from the care provided to patients who 
die, as part of its work to continually improve the quality of care it provides to all its 
patients. 

3.5 This policy has been written to provide guidance for all staff involved in mortality 
reviews including clinicians, governance, and clinical audit and effectiveness staff.  
 
3.6 The outcomes that adherence to this policy will achieve include -;  
 

• That all deaths of people who have died and whose care are under the scope 
of this policy will be reviewed using at least one of the mechanisms identified.  

 
• That all deaths in scope of patients with a diagnosed Learning Disability have 

been referred to the LeDeR process.  
 

• That families of deceased patients will be involved as per Duty of Candour 
guidance once a Structured Judgement Review has identified that there are 
areas that require further exploration.  
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• The Trust’s Board of Directors will receive information on the number of 

deaths that have occurred, number reviewed and learning points identified 
and actions taken.  

 
• A summary of the findings of the mortality review process will be published in 

the Trust Quality Accounts from June 2018.  
 

• How staff affected by the deaths of patients will be supported by the Trust. 
 

• A Learning from deaths data dashboard will be available within the Trust from 
Q3 2017/18 and used to provide information to the Board and its sub 
committees. This dashboard includes:  
 

• the total number of inpatient deaths in an organisation’s care 
• the number of deaths the trust has subjected to case record review 

(desktop review of case notes using a structured method) (NB: 
information relating to deaths reviewed using different methodologies – 
eg inpatient adult deaths, child deaths, deaths of patient with learning 
disabilities – may be separated in the report to provide 
distinction/clarity where required) 

• the number of deaths investigated under the Serious Incident 
framework (and declared as Serious Incidents) 

• of those deaths subject to case record review or investigated, 
estimates of how many deaths were more likely than not to be due to 
problems in care  

• the themes and issues identified from review and investigation, 
including examples of good practice 

• how the findings from reviews and investigations have been used to 
inform and support quality improvement activity and any other actions 
taken, and progress in implementation. 

 
3.7 The aim of the mortality review process is to:  

• Identify and minimise ‘avoidable' deaths within the entire Trust 
• Improve the experience of patients’ families and carers through better 

opportunities for involvement in investigations and reviews ensuring Duty of 
Candour 

• Enable informed reporting with a transparent methodology 
• Promote organisational learning and improvement 

 
 

4. SHMI/HSMR Data 
 
The Trust does not collect Summary Hospital Level Mortality Indicator (SHMI) or 
Hospital Standardised Mortality Ratio (HSMR) data as Acute Trusts are required to 
do so. The Trust have implemented a process by which mortality within the Trust is 
managed and reviewed in a systematic way according to national guidance in line 
with other organisations who do not have these measures. 
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5. Roles and responsibilities 

5.1 This section describes the specific responsibilities of key individuals and of 
relevant committees under this policy. 

5.2 Roles and responsibilities for incident management, complaints handling and 
Serious Incident management, Care of the Dying and Duty of Candour are detailed 
other Trust policies available on Trustspace.  

5.3 The Chief Executive  
5.3 1 The Chief Executive is responsible for ensuring that the Trust has policies in 
place and complies with its legal and regulatory obligations. 
 
5.4 Board of Directors 
 
5.4 1 The Trust Board should ensure that HPFT   

• Has an existing board-level leader acting as patient safety director and an 
existing non-executive director to take oversight of progress;  

• Pays particular attention to the care of patients with a learning disability or 
mental health needs;  

• Has a systematic approach to identifying those deaths requiring review and 
selecting other patients whose care they will review;  

• Adopts a robust and effective methodology for case record reviews of all 
selected deaths (including engagement with the LeDeR programme) to 
identify any concerns or lapses in care likely to have contributed to, or 
caused, a death and possible areas for improvement, with the outcome 
documented;  

• Ensures case reviews and investigations are carried out to a high quality, 
acknowledging the primary role of system factors within or beyond the 
organisation rather than individual errors in the problems that generally occur;  

• Ensures that mortality reporting in relation to deaths, reviews, investigations 
and learning is regularly provided to the board in order that the executives 
remain aware and non-executives can provide appropriate challenge. The 
reporting should be discussed at the public section of the board level with 
data suitably anonymised;  

• Ensures that learning from reviews and investigations is acted on to 
sustainably change clinical and organisational practice and improve care, and 
reported in annual quality accounts;  

• Shares relevant learning across the organisation and with other services 
(external to the Trust) where the insight gained could be useful;  

• Ensures sufficient numbers of nominated staff have appropriate skills through 
specialist training and protected time as part of their contracted hours to 
review and investigate deaths;  

• Offers timely, compassionate and meaningful engagement with bereaved 
family and carers in relation to all stages of responding to a death  

• Is undertaking Duty of Candour effectively and in accordance with the needs 
of the families, carers and others.  

• Acknowledges that an independent investigation may in some circumstances 
be warranted;  
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• Works with commissioners to review and improve their respective local 
approaches following the death of people receiving care from their services.  

 
5.5 Non Executive Director  
 
5.5.1 The Trust is required by national guidance to have a nominated lead Non 
Executive Director who will: -  
 

• Understand the review process – ensure the processes for reviewing and 
learning from deaths are robust and can withstand external scrutiny.  

• Champion quality improvement – that leads to actions that improve patient 
safety.  

• Assure that published information – fairly and accurately reflects the 
organisation’s approach, achievement and challenges.  

 
5.5.2 Appendix 1  gives more details on these responsibilities. 
 
 
5.6 The Executive Director of Quality and Medical Leadership 
 
5.6 1 The Executive Director of Quality and Medical Leadership is the accountable 
director responsible for the development of this policy and to ensure that it complies 
with all relevant standards and criteria where applicable. They are also responsible 
for trust-wide implementation and compliance with the policy.  
 
5.6.2 The Executive Director of Quality and Medical Leadership will have overall 
responsibility for the learning from deaths agenda and main duties will include: -  

• Oversight of  the monthly Mortality Governance Group (previously known as 
Death review group).  

• Presenting reports to the Board and ensuring that national standards are met 
by the Trust.  

• Ensuring that learning from mortality reviews is integral to the Trusts clinical 
governance and quality improvement work. 

 
5.7 Quality and Risk Management Committee  
 
5.7.1 This group will receive information on a bi monthly basis on the number and 
types of deaths that have occurred, using the Trust’s agreed dashboard which will 
include information on: -  

• Number of deaths occurred.  
• Age.  
• Service Line.  
• Type of review conducted.  
• Avoidability scores.  
• Cases reviewed following concerns raised by family/carers 

 
5.7.2 The committee will consider the data provided and request further assurances 
on the processes used and learning identified, where this is needed. 
 

7 
 



 
5.8 Mortality Governance Lead 
 
5.8.1 The Mortality Governance Lead should:  

● Develop, manage and oversee the whole Trust mortality assurance 
processes ensuring robust governance is in place to allow the identification of 
any instances of failure, or required improvement, in clinical care to facilitate 
the delivery of safe care.  
● Generate learning for improvement in healthcare, supporting clinicians and 
staff to engage in robust processes of retrospective case record review to 
help identify if a death was more likely than not to have been contributed to by 
problems of care.  
● In line with available guidance and policy, determine which patients are 
considered to be under the Trust’s care and included for case record review if 
they die (and which patients are specifically excluded).  
● Report at board level on the Trust’s compliance with the national guidance 
on learning from deaths, the Trust’s performance and identify and facilitate the 
dissemination of learning for the Trust as part of the process.  
● In conjunction with clinical  colleagues engage in the initial screening of 
deaths, from within the agreed scope and support the Mortality Case Note 
Review process; ensuring they are robust, cover what they need to and 
provide a non-medical perspective.  
● Ensure all services and clinical teams are involved, consulted and kept well 
informed throughout the screening and review process.  
● With the support of the Safer Care team co-ordinate the LeDeR (Learning 
Disability Mortality Review) work that is being undertaken within the Trust.  
● With the support of the Safer Care team ensure that Trust process and 
policy, in relation to Learning From Deaths, is consistent and up to date with 
National and Regional Guidance.  
● Develop and maintain systems and processes to ensure that the Trust 
manages the potential risks associated with mortality within the organisation.  
● Support the Safer Care team with the review of death related investigations 
and undertake investigations, as required.  
● Generate, participate in and influence local advances and developments in 
the clinical field as well as in service improvements.  
● Work strategically and collaboratively across professional boundaries and 
organisations to maximise learning from deaths while improving the quality of 
care delivered. Identify themes and positive practices which can be utilised to 
support this process.  
● Facilitate the dissemination of learning identified within the Learning from 
Deaths reviewed, internally and where required externally.  
● Develop a Duty of Candour process for the National Framework which is 
aligned to that of the Trusts Being Open policy.  
● Support the services to engage with families and carers of patients that 
have died.  
● Work collaboratively with the police, safeguarding and prison services, 
ensuring our process aligns with their requirements.  
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● Support county wide developments via attendance at appropriate forums.  
● Provide appropriate training as identified within clinical services.  
● Escalate any immediate issues, patient safety risks in a timely manner.  

 
5.9 Mortality Governance  Group  
 
5.9.1 Terms of Reference attached as  (Appendix 2)  
 
5.9.2 The Mortality Governance Group will be chaired by the Mortality Governance 
Lead.  
  
5.9.3 The Mortality Governance Group will: -  

• Provide assurance to the Trust Board on patient mortality based on review of 
care received by those who die  

 
• Agree and approve the mortality review screening proforma and Structured 

Judgement Review methodology  
 

• Review Mortality, audit data and action plans  
 

• Identify areas of high risk and agreeing and monitoring improvement plans  
 

• Identify themes and trends and commission appropriate thematic reviews  
 

• Ensure that feedback and learning points are shared with the services so that 
learning outcomes and action points are included in audit programmes as 
appropriate.  

 
 
5.10 The SBU Managing Directors  
 
5.10.1 The SBU Managing Directors have responsibility for ensuring staff are aware 
of the procedures to be followed in the event of a death whether expected, unnatural, 
unexpected, unexplained or violent and that these procedures are followed.  
 
5.10.2 However the general principles to be followed are stated here:  
 

• Ensure effective immediate action following the death, which will include 
actions by members of the clinical team and duty staff. The responsibility 
thereafter for ensuring completion of procedures and dealing with issues 
arising from the Patient’s death rests with local managers and members of the 
Clinical Team.  

 
• Immediate action must be taken to collect, secure and safeguard all records 

(both electronic and paper).  
 

• Ensure prompt and sensitive notification to the deceased Patient’s friends and 
family, and those staff who were involved in his / her care and treatment. In 
general this is the responsibility of the Responsible Clinician (Consultant 
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Psychiatrist) in charge of the care of the deceased person or his / her deputy. 
In practice, senior nursing staff after discussion with medical staff may carry 
out this role.  

 
 
5.11 The Trust Safeguarding Team  
The Trust Safeguarding Lead on undertaking an internal management review (IMR) 
following the death /serious injury of a child. The Trust safeguarding leads represent 
the organisation on serious case reviews.  
 
5.12 The Trust Legal Advisor  
The Trust Legal advisor is to provide advice around the process for investigating 
deaths of a detained Patient. Advice should be sought from the Trust Legal Advisor 
as to how the Coroner is investigating a death in these circumstances. 
 
5.13 Service Line Leads  
 
5.13 1 Service Line Leads will:  

● Ensure data in relation to their services is accurate and reported promptly to 
support organisational and board duties as above.  
● Work in collaboration with the Safer Care Team to identify and share 
learning from deaths.  
● Ensure that all staff within their area understand and are aware of this 
policy.  
● Ensure that all deaths are reported and investigated according to this policy, 
working closely with Directors and Safer Care team 
● Ensure that staff training needs are identified and facilitated.  
● Allocate and support staff to complete investigations as requested by the 
Safer Care Team . Be responsible for supporting the Mortality Lead in the 
initial review of the patient.  
● Be required to support investigation processes and be part of the SI process 
as needed.  
● Be required to support the implementation of the framework and its 
governance processes within the organisation.  
● Represent the organisation as needed (internally and externally) in the 
sharing of lessons, case study discussions and county wide commissioner 
lead forums.  

 
5.14 All staff 
 
5.14 1 All staff are responsible for:  

● The implementation of this policy and should familiarise themselves with its 
requirements and those of associated policies and procedures.  
● Ensuring any Duty of Candour requirements are undertaken.  
● Attending any training identified to fulfil the requirements of this and 
associated policies and procedures.  
● Working collaboratively with their colleagues, patients, families and carers 
to promote an open culture of reporting and learning from deaths.  
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6. Definitions 

6.1 The National Guidance on Learning from Deaths includes a number of terms. 
These are defined below. 

6.1 2 Death certification  
The process of certifying, recording and registering death, the causes of death and 
any concerns about the care provided. This process includes identifying deaths for 
referral to the coroner. 

6.1 3 Case record review 
A structured desktop review of a case record/note, carried out by clinicians, to 
determine whether there were any problems in the care provided to a patient. Case 
record review is undertaken routinely to learn and improve in the absence of any 
particular concerns about care. This is because it can help find problems where 
there is no initial suggestion anything has gone wrong. It can also be done where 
concerns exist, such as when bereaved families or staff raise concerns about care. 

6.1.4 Mortality review 
A systematic exercise to review a series of individual case records using a structured 
or semi-structured methodology to identify any problems in care and to draw learning 
or conclusions to inform any further action that is needed to improve care within a 
setting or for a particular group of patients. 

6.1.5 Serious Incident 
Serious Incidents in healthcare are adverse events, where the consequences to 
patients, families and carers, staff or organisations are so significant, or the potential 
for learning is so great, that a heightened level of response is justified. Serious 
Incidents include acts or omissions in care that result in unexpected or avoidable 
death, unexpected or avoidable injury resulting in serious harm – including those 
where the injury required treatment to prevent death or serious harm – abuse, Never 
Events, incidents that prevent (or threaten to prevent) an organisation’s ability to 
continue to deliver an acceptable quality of healthcare services, and incidents that 
cause widespread public concern resulting in a loss of confidence in healthcare 
services.  

6.1.6 Investigation 
A systematic analysis of what happened, how it happened and why, usually following 
an adverse event when significant concerns exist about the care provided. 
Investigations draw on evidence, including physical evidence, witness accounts, 
organisational policies, procedures, guidance, good practice and observation, to 
identify problems in care or service delivery that preceded an incident and to 
understand how and why those problems occurred. The process aims to identify 
what may need to change in service provision or care delivery to reduce the risk of 
similar events in the future. Investigation can be triggered by, and follow, case record 
review, or may be initiated without a case record review happening first.  
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6.1.7 Death due to a problem in care 
A death that has been clinically assessed using a recognised method of case record 
review, where the reviewers feel that the death is more likely than not to have 
resulted from problems in care delivery/service provision. (Note, this is not a legal 
term and is not the same as ‘cause of death’). The term ‘avoidable mortality’ should 
not be used, as this has a specific meaning in public health that is distinct from 
‘death due to problems in care’.   

6.1.8 Quality improvement 
A systematic approach to achieving better patient outcomes and system 
performance by using defined change methodologies and strategies to alter provider 
behaviour, systems, processes and/or structures. 
 
6.1.9 LeDeR – Learning Disabilities Mortality Review Programme commissioned by 
Health Quality Improvement Partnership (HQIP) for NHS England. The aim of the 
programme is to drive improvement in the quality of health and social care service 
delivery for people with a learning disability in England through a local review of 
deaths of people with learning disabilities aged 4 years and over.  
 
6.1.10 Severe Mental Illness – is classified as a defined mental illness or disorder 
(e.g. schizophrenia, psychosis) that has led to contact and subsequent planned 
intervention by secondary mental health services. The illness will have impacted on 
the individual’s daily activity or functioning and will be a longer term condition, often 
with complex needs. There may be comorbidity present and the requirement of a 
multi-disciplinary team (physical and mental health) to support the person's 
wellbeing.  
 
6.1.11 Candour – is classified by the CQC (2016) as ‘to support sharing information 
with other, including families. This definition is fully detailed within the Trust’s Being 
Open Policy  
 
6.1 12 Learning – is defined within this context as ‘to improve and change the way 
care is provided (CQC, 2016).’  
 

7. Deaths category 

7.1  To enable staff to understand the requirements to learn from deaths the 
following categories will be used throughout the document.  

Unexpected unnatural death (UU) An unexpected death from unnatural 
causes e.g. suicide, homicide, abuse, neglect. 
 
Unexpected natural death (UN1) from a natural cause e.g. a sudden cardiac 
condition or stroke. 
 
Unexpected natural death – (UN2) from a natural cause but didn’t need to be 
e.g. alcohol dependence and where there were may have been care concerns. 
 
Expected unnatural death – (EU) expected but not from the cause expected 
or timescale. e.g. some people who misuse drugs, are dependant on alcohol or 
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with an existing disorder. 
 
Expected natural death – (EN1) expected to occur in an expected time frame. 
e.g. people with terminal illness or within palliative care services. 
 
Expected natural death – (EN2) –was not expected to happen in the 
timeframe. e.g. someone with cancer or liver cirrhosis who dies earlier than 
anticipated. 

8. The process for recording deaths in care  

8.1 Following the death of a patient from within a HPFT service; a Datix should be 
raised where the following criteria is met (see table 1). If the criteria has not been 
met, the patient record should be updated accordingly and internal reporting 
(including notification to the family or carers) should be undertaken in line with local 
protocol. 

Table 1 Criteria for reporting a death on Datix 

Deaths that must be reported on Datix   
CAMHS services  
Mother and Baby Services 

All child and infant deaths must be 
reported on Datix (refer to the 
Safeguarding policy)  
 

Mental Health (Adult and Older 
People)  

All deaths of patients with an open/active 
referral  
 
All deaths occurring as a result of 
suspected self-harm or suicide where the 
patient was discharged within the 
preceding 12 months  
 
All deaths occurring as a result of 
suspected self-harm or suicide following 
an assessment from the RAID Teams 
within the preceding 6 months (unless 
the patient had been referred into one of 
the other Trust services, in this case it 
would be 12 months post discharge from 
the referred team)  
 
Patients who die following transfer to an 
acute/general hospital from the Trust  
 
All patients that die within an inpatient 
unit (including those who are under a 
Section of the Mental Health Act)  
 
All deaths of patients who have been 
discharged home from a HPFT inpatient 
mental health unit in the preceding 30 
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days 
 
All deaths of patients who were known to 
have an open referral to adult 
safeguarding  
 
 

Learning Disability Services All deaths of patients within 12 months of 
last contact (regardless of whether an 
open referral or discharged) and 
including palliative care patients  
 
Note the LedeR programme must also be 
notified 
 

Prison services Death in Custody (DIC) process should 
be followed  
 

Note: For all services, if the death is reported to the coroner or if any concern 
is raised about the care provided by Hertfordshire Partnership University NHS 
Foundation Trust to staff prior to a patient’s death, by family or others this 
must always be reported regardless of how long the patient may have been 
discharged.  
 
 

9. Mortality review investigation process  

9.1 The draft process for the conduct of mortality reviews is outlined in the flow chart 
at appendix 5 . Key steps are described below: -  
 
9.2 Step 1 – Initial Screening  
 
9.2.1 A reported death is sent to the Mortality Governance lead via the Trust’s risk 
management system (Datix). 
  
9.2.2 If the patient did not have contact with services within a 12 month period the 
date of contact is recorded on the Trust’s risk management system and the incident 
is closed with no further action.  
 
9.2.3 If the patient did have contact with services within a 6 month period the 
Mortality Governance lead will use the Mortality Screening Tool (see appendix 3 ) to 
complete an initial review of the care provided to the patient. This will be done using 
the clinical notes and any other current information available at the time for example 
post mortem/inquest results.  
 
9.2.4 Each screening where possible will consider where inequalities may have 
occurred or discrimination that has led/ been a factor in the death.  
 
9.2.5 The following Care Score will be given:  
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1 - Very poor care  
2 - Poor care  
3 - Adequate care  
4 - Good care  
5 - Excellent care  

 

9.2.6 If Score 1 or 2 is indicated a Structure Judgement Review will be undertaken 
and Step 2 will be commenced. This will be recorded on the Trusts risk management 
system. 

9.2.7 If Score 3, 4 or 5 is indicated the incident will require no further action and this 
will be recorded on the Trusts risk management system.  
 
9.3 Step 2 – Structured Judgement Review Methodology (1st and 2nd Stage)  
 
9.3.1 What is Structured Judgment review (SJR) 
 

• Blends traditional clinical judgement based review with a standard format 
• Reviewers made safety and quality judgements over phases of care 
• Explicit written comments for each phase and score for each phase 
• Result - relatively short but rich set of information about each case in a 

format that   can be aggregated to provide knowledge about clinical 
services and systems of care 

 
9.3.2 What is the purpose of SJR 
The review system can be used for individual cases and for identified groups of 
cases. The information allows units or organisations to ask ‘why’ questions about 
things that happen, to enable learning and action where required. 
 
Results show good care as well as poor care (and good care is much more 
frequent). It is designed to complement current good practise, rather than replace it. 
 
Currently there is no agreed SJR methodology for mental health Trusts, however 
one is expected to be produced later this year.  
 
9.3 3 What is special about this review method 
It examines both interventions and holistic care. Reviewers give written explicit 
judgements on safety and quality of phases of care [the structure]. Reviewers give 
overall care and phase of care scores to accompany judgements. It is an internal 
review process usually based on one reviewer’s judgement, with a second stage 
review where there is cause for concern at first review. 
 
9.3 4 The Structured Judgement Review (see appendix 4) will be used on all 
incidents that have received an initial screening care score of 1 or 2. The review will 
focus on the following phases of care: 
 

• Risk Assessment 
• Allocation/Initial Review 
• Ongoing care – Handover, Care Planning and Interventions 
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• Care during admissions (if applicable) 
• Follow up management/discharge or end of life care 
• Assessment of care overall 

 
 
9.3.5 This will be facilitated within a 10 day period by the Mortality Governance Lead 
and should involve a consultant psychiatrist and other senior clinician/s.  
 
9.3.6To ensure objectivity, review of case records and other sources of evidence 
should, wherever possible be conducted by clinicians other than those directly 
involved in the care of the deceased. If the specific clinical expertise required only 
resides with those who were involved in the care of the deceased, the review 
process should still involve clinicians who were not involved in order to provide peer 
challenge.  

 
9.3.7 If Care Score 1 or 2 is still indicated following completion of the 1st stage then 
the 2nd Stage of the Structured Judgement Review should be undertaken. This will 
involve making a decision on if the death was avoidable or not using the following 
scale: -  
 

1. Definitely Avoidable  
2. Strong Evidence of Avoidability  
3. Probably Avoidable  
4. Possibly Avoidable but not very likely (Less than 50/50)  
5. Slight Evidence of Avoidability  
6. Definitely Not Avoidable  

 
9.3.8 If Score 1, 2 or 3 is indicated this should be escalated immediately to the 
Director of Quality and Medical Leadership, the appropriate Managing Director and a 
STEIS report should be considered if appropriate.  
 
9.3.9 At this stage immediacy of actions should be considered to prevent any 
potential of further harm. The Trust risk assessment procedure  should be utilised to 
guide this decision and further actions.  
 
9.3.10 This should be recorded on the Trusts risk management system. Step 3 
should then be undertaken.  
 
9.3.11 If Score 4, 5 or 6 is indicated an action plan for improvement and further 
learning should be considered if appropriate and the incident closed. This should be 
recorded on the Trusts risk management system ensuring a full rationale for the 
decision not to review any further.  
 
9.3.12 Copies of completed Structured Judgement reviews will be shared with the 
Responsible Clinician. They will be encouraged to share more widely with the MDT 
and use as part of their annual appraisal.  
 
9.4 Step 3 - Root Cause Analysis Review  
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A full Root Cause Analysis (RCA) Review should be commenced according to Trust 
policy and procedure. The Trust policy on Being Open which includes Duty of 
Candour should be fully implemented. This should be recorded on the Trusts risk 
management 

 

 

 
10. Selection of deaths for case record  review 

 
 
10.1 This section relates to case record review as set out above and not to patient 
safety incidents or incidents covered by the Trust Serious Incident Policy.  
 
10.2 The CQC report states that every Trust must review the following cases: (stated 
in “Care Quality Commission – Learning from Deaths”) 
 

• All deaths where family, carers or staff have raised a significant concern about 
the quality of care provision.  

 
• All deaths of patients who are identified to have a learning disability and/or 

severe mental illness.  
 

• Deaths where learning will inform the Trusts existing or planned improvement 
work 

• A further sample of other deaths that do not fit the identified categories, so 
that the Trust can take an overview of where learning and improvement is 
needed most overall. This will be determined by the Mortality Governance 
Group.  

• In addition the Trust will review deaths where they have had requests from 
other organisations to review the care provided to people who are its current 
or past patients but who were not under its direct care at time of death. 

• The Trust will collaborate with others to carry out reviews and investigations 
when a person has received care from several health and care providers.  
 

11. Family engagement 
 
11.1 The Trust will engage meaningfully and compassionately with bereaved families 
and carers in relation to all stages of responding to a death and operate according to 
the following key principles below:  
 

• bereaved families and carers should be treated as equal partners following 
a bereavement.  

 
• bereaved families and carers must always receive a clear, honest, 

compassionate and sensitive response in a sympathetic environment.  
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• bereaved families and carers should receive a high standard of 
bereavement care which respects confidentiality, values, culture and 
beliefs, including being offered appropriate support. This includes 
providing, offering or directing people to specialist suicide bereavement 
support.  

 
• bereaved families and carers should be informed of their right to raise 

concerns about the quality of care provided to their loved one.  
 

• bereaved families’ and carers’ views should help to inform decisions about 
whether a review or investigation is needed.  

 
• bereaved families and carers should receive timely, responsive contact 

and support in all aspects of an investigation process, with a single point of 
contact and liaison.  

 
• bereaved families and carers should be partners in an investigation to the 

extent, and at whichever stages, that they wish to be involved, as they 
offer a unique and equally valid source of information and evidence that 
can better inform investigations.  

 
• bereaved families and carers who have experienced the investigation 

process should be supported to work in partnership with the Trust in 
delivering training for staff in supporting family and carer involvement 
where they want to.  

 
12. Learning and Quality Improvement  
 
12.1 The Trust will ensure that lessons learnt from mortality reviews and analysis of 
mortality data will result in change in organisational culture and practice by 
: 

• Identifying Themes and Trends at the Mortality Governance Group and 
alerting clinical services when appropriate.  

• Learning points identified within the Quality Assurance Paper are actioned 
within an agreed timescale  

• Thematic Reviews are commissioned on a regular basis by the Mortality 
Governance  Group and associated action plans implemented.  

• Action plans from Mortality Related RCA Reviews are fully implemented.  
 

• Ensuring learning is cascaded to frontline clinical staff and SBUs on a regular 
basis  

 
12.2 Copies of completed Structured Judgement reviews will be shared with the 
Responsible Clinician. They will be encouraged to share more widely with the MDT 
and use as part of their annual appraisal. 
 
 
13. Consultation  
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13.1 The following staff / groups were consulted with the development of this policy 
document: 
 

• Strategic Business units 
• Executive Lead for policy 
• Executive Director of Quality and Safety 
• SBU Managing Directors 
• SBU Clinical Directors 
• Safer Care Team 
• Associate Medical Director 
• Council of Governors  
• Carers Council  

 
 
14.  Training and support 
 
14.1 No specific training is required for the implementation of this policy. However 
the Trust will ensure that staff involved in mortality reviews will have appropriate 
skills through specialist training and protected time under their contracted hours to 
review and investigate deaths to a high standard.  
 
 
15. Monitoring Compliance  
 
MONITORING 
COMPLIANCE 
Standard/proce
ss/issue  

Method of 
monitoring/ 
audit  

By  Committee/Gro
up  

Frequency  

Surveillance of 
Mortality data  

Report 
(dashboard) 
detailing 
current 
mortality data 
according to 
NHS England 
guidance  

Medical 
Director  

Trust Board / 
QRMC / 
Mortality 
Governance  
Group   

Quarterly   

Screening Tool 
Quality  

Completed 
Screening Tool  

Mortality 
Governance 
lead   

Mortality 
Governance  
Group 

Monthly 

Quality 
&Timely 
Completion of 
Structured 
Judgement and 
RCA Reviews  

Completed 
report  

Mortality 
Governance 
lead   

Mortality 
Governance  
Group  

Monthly  
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Appendix 1  

Questions for a Board Assurance Framework focussing on reducing unexpected 
deaths and improving investigation  
Do we identify and report deaths correctly?  Do we investigate unexpected deaths 

properly and without delay?  
How many deaths are there amongst our 
patients?  
How many of our inpatients die?  
Where and how do our patients die?  
How do we identify unexpected deaths 
correctly?  
How do we report unexpected deaths as 
incidents?  

How so we know we are making the right 
decisions at the right time in the process  
How do we know we are investigating the 
right cases?  
What is the quality of our investigations?  
How do we know our quality review 
processes adequate?  
How do we know if we have any delays in 
completing investigations?  
How do we know if we working with other 
agencies well?  
How do we know we are informing other 
agencies when we are concerned about a 
case in their care?  

Do we meet our obligations to others?  Do we learn from deaths?  
How do we know how many of our patients 
in detention die?  
Have we reported and investigated all 
deaths in detention and how do we know 
this is accurate?  
Have we reported appropriate deaths to 
NRLS in line with Trust policy and best 
practice and how do we know this is 
accurate?  
How many deaths require our involvement 
with the coroner and are we meeting 
accepted standards?  
How many deaths require an inquest?  
How do we know we are providing the right 
information to the inquest?  
How many SIRIs are being signed off? How 
many are outstanding? How do we know?  
Have we met our obligations to inquests 
and are we reporting our deaths in 
accordance with guidance?  
Are we meeting our safeguarding 
obligations? How do we know?  

What are the causes of deaths?  
What do our investigations tell us about our 
services?  
What themes are arising and are we refining 
our services as a result?  
What learning is there?  
How is it monitored?  

Are we being transparent and open in our reporting and investigating?  
Are we involving families in the right way? How do we know?  
Why are families not involved in our investigations? How can we improve involvement?  
What is best practice for family involvement and do we meet it?  
Has the coroner commented on our services or our investigations? How do we know we’ve 
responded properly?  
Is it clear when we report unexpected deaths in our Annual Report what we mean?  
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Appendix 2  
Mortality Governance Group 

Terms of Reference 
 

References to “the Group” shall mean the Mortality Governance  Group 
 
 
1.0      Purpose of Group 
1.1 The purpose of the Group is to act as the strategic mortality overview group 

with Quality and Risk Management Committee (QRMC) and Trust Board 
oversight so as to provide strong oversight of patient deaths enabled by 
reliable data.   

  
 
2.0      Clinical Focus and Engagement 
2.1 The Trust considers clinical engagement and involvement in Board decisions 

to be an essential element of its governance arrangements and as such the 
Trust’s integrated governance approach aims to mainstream clinical 
governance into all planning, decision-making and monitoring activity 
undertaken by the Board.  

 
 
3.0      Authority 
3.1 The Group is authorised by the QRMC to conduct its activities in accordance 

with its Terms of Reference. 
 
3.2 The Group is authorised by the QRMC to seek any information it requires 

from any employee of the Trust in order to perform its duties. 
 
 
4.0     Membership 
4.1 The membership of the Group is:  

• Medical Lead 
• Deputy Director Safer Care and Standards 
• Clinical lead from each Directorate 
• Legal services Lead 
• Head of Safer Care and Standards 
• Trust Lead for Risk and Compliance 
• Medical lead from LD services 
• Carer rep 
• CCG rep 
• Service User rep 

 
In attendance members of the Safer CareTeam. 

 
4.2 Only members of the Group have the right to attend Group meetings.  

However, other individuals and officers of the Trust may be invited to attend 
for all or part of any meeting as deemed appropriate. 
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4.3 Membership of the Group will be reviewed and agreed annually with the 
QRMC. 

 
4.4 Chairmanship of this Group will be the Deputy Director Safer Care and 

Standards.  In the event of the Chair not being available, the Head of Safer 
Care and Standards will deputise.  In the absence of both, the remaining 
members present shall elect one of themselves to chair the meeting.  

 
4.5 Other staff of the Trust will be invited to attend for all or part of the meeting. 
 
 
5.0      Secretary 
5.1 this will be provided by the Safer Care Team  
 
 
6.0      Quorum 
6.1 A duly convened meeting of the Group at which a quorum is present shall be 

competent to exercise all or any of the authorities, powers and discretions 
vested in or exercisable by the Group. 

 
 
7.0      Frequency of Meetings 
7.1 The Group shall normally meet monthly and at such other times as the 

Chairman of the Group shall require at the exigency of the business.  
 

7.2 Members will be expected to attend at least three-quarters (75%) of all 
meetings.   

 
 
8.0      Agenda/Notice of Meetings 
8.1 Unless otherwise agreed, notice of each meeting confirming the venue, time 

and date together with an agenda of items to be discussed, shall be 
forwarded to each member of the Group, and any other person required to 
attend, no later than five working days before the date of the meeting.  
Supporting papers shall be sent to Group members and to other attendees as 
appropriate, at the same time. 

 
 
9.0      Minutes of Meetings 
9.1 The Secretary shall minute the proceedings and resolutions of all Group 

Meetings, including the names of those present and in attendance. 
 
9.2 Minutes of Group meetings shall be circulated promptly to all members of the 

Group and, once agreed, to the Secretary of the QRMC. The Group’s minutes 
will be open to scrutiny by the Trust’s auditors. 

 
 
10.0     Duties 
10.1 The Group shall: 
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a. Receive and review Trust wide data on deaths 
 

b. Ensure that the systems and processes in place to manage Mortality and 
Morbidity are robust and have clear governance processes. 

 
c. Consider strategies to improve care and reduce avoidable mortality 

 
d. Analyse data on deaths within the Trust, identifying any specialities, sub-   

specialties, diagnostic codes or times of the week for which the data 
suggest elevated mortality levels 

 
e. Ensure appropriate and effective learning from Mortality reviews is 

disseminated   to all applicable clinical areas 
 
 
11.0    Reporting Responsibilities 
11.1 The Group shall make recommendations via a highlight report to the QRMC 

as deemed appropriate on any area within its remit where action or 
improvement is needed. 

 
11.2 The Group shall produce for the Trust Board an annual report on the work it 

has undertaken during the course of the year. 
 
 
12.0    Annual Review 
12.1 The Group shall, at least once a year, review its own performance, 

constitution and terms of reference to ensure it is operating at maximum 
effectiveness and recommend any changes it considers necessary to the 
Trust Board for approval. 

 
 
13.0    Risk Responsibility 
13.1 The risk areas the Group has special responsibility for, will be those that fall 

within the remit of this Group.  
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Appendix 3  

HPFT draft Mortality Review Screening Tool 
To be completed for all deaths within the Trust with the exception of potential suicide cases. All Learning 

disability deaths will be subject to LeDeR programme regardless of phase of care score. 

Name of Patient     Date of Birth   Age 

Home Address Post Code   GP (list name & post code) 

Web Number    PARIS Number 

Date of Death    Place of death 

Diagnosis     Legal Status  Consultant   

Cause of death (taking all information into account including PM) 

1a       1b 

1c       11 

Primary Carer at time of death 

NHS Trust (please specify)  GP  Residential Home 

Nursing Home Family   Unknown 

Other (please specify) 

 

1. Trigger Questions (please indicate by using X) 

Question Yes No N/A N/K  Comments 
Was the death preventable?      
Was incident reported on both Datix and 
PARIS? 

     

Is there evidence of a Care 
Plan/Statement of Care in place? 

     

Is there evidence of a current risk 
assessment in place? 

     

Was there a delay in 
diagnosis/assessment? 

     

Was there a delay in initiating 
treatment? 

     

Was the deterioration in the patient 
recognised and responded to in a timely 
manner?  Use of EWS? 

     

Were there sufficient medical/nursing 
intervention reviews at agreed time 
intervals? 

     

Was there incorrect or misinterpretation 
of information? 

     

25 
 



Did the care management deviate from 
the policy / good practice guidance? 

     

Was there a complication due to 
treatment ? 

     

Was there a medication error?      
If history of falls – was a FRAT 
undertaken? 

     

Was there evidence of adequate 
Clozapine monitoring? 

     

Was there a lack of or misuse of 
equipment? 

     

Was there a delay in accessing 
appropriate resources / assistance to 
treat the patient? 

     

Was documentation completed to 
acceptable trust standard? 

     

Where the family fully involved in the 
patients care? 

     

Have the family at this stage raised any 
concerns? 

     

Is there evidence of liaison with primary 
care colleagues? 

     

If difficulties swallowing - was a SALT 
referral made? 

     

All safeguarding issues were identified 
and acted upon? 

     

Was an annual health check carried out?      
If RED to any of the above please complete section 2 below if further learning is required. 
 

2. Learning points and actions 

Concern/Problem Solution Person  
Responsible 

Date 
Due 

Completed 
date 

 
 

    

 
 

    

 
 

    

 

3. Phase of Care Score (please circle) 
 
Based on a review of the trigger questions above the overall score for the level of care is: 
 

1.  Very Poor Care – 1st Stage Structured Judgement Review is required within 10 days 

2.  Poor Care - 1st Stage Structured Judgement Review is required within  10 days 
3.  Adequate Care – No further action required. 
4.  Good Care – No further action required. 
5.  Excellent Care – No further action required. 
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1st Judgement Review  to be 
undertaken by:  

Organisation if not MCT:  

Date required by:  
2nd Judgement Review 
required: 

Yes / No 

Date required by:  
Avoidability Death Scale: 1      2     3     4     5    6  
  
Thematic Review Category: 
 

Clozapine     Physical Health     End of Life care Learning Disability 

Death Category: please tick  
 Expected Natural (EN1) – deaths that were expected to occur in an 

expected timeframe e.g. terminal illness. Unlikely to be preventable – no 
further investigation needed. 

 Expected  Natural (EN2) – deaths that were expected but not expected to 
happen within timeframe e.g. cancer or liver cirrhosis but dies earlier than 
anticipated - may be preventable – some would benefit from investigation. 

 Expected Unnatural EU – deaths that are expected but not from the cause 
expected or timescale e.g. misuse of drugs, alcohol dependant, eating 
disorder – likely to be preventable should consider further investigation. 

 Unexpected Natural (UN1) – death from a natural cause e.g. sudden 
cardiac condition, stroke – may have been preventable – may need further 
investigation. 

 Unexpected Natural  (UN2) – death from natural cause but didn’t need to 
be e.g. Alcohol, and drug dependency, care concerns – likely to be 
preventable – consider further investigation. 

 Unexpected Unnatural (UU) – suicide, homicide, abuse/neglect – 
preventable - needs investigating. 

 

 

Please justify in point form the reasons why no further investigation is required:  

For example 

• Expected death 
• Care Score 3 
• No learning points identified 

 

 

Review completed by:                                         Date: 
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Appendix 4  Mortality Review- Structured case note review data collection. 
Reference Datix number:  Team involved at time of death 
Author – Name & Job Title 
                                               Biographical Details 
Age:  Gender: Years of Life Lost- see note on next page 
Recorded 
Cause 
of death  

 
 

Material status  

Employment  Social Deprivation Indicator (First part of postcode) 

Housing   

Life Style  Weight Smoker 
Physical activity Drug and Alcohol use 

Diagnosis- 
Mental 
Health/Learning 
Disability 

Please provide details of full diagnosis 

Co- Morbidities  
Date of Admission:                           Day:                 Time:              Length of stay:  

Duty of Candour 
This applies if a notifiable patient safety incident is discovered when undertaking mortality reviews, this could 
have happened some time ago, or one that relates to care delivered by another provider. The provider who 
discovers the incident should work out with others who are responsible for notifying the relevant person of the 
incident.  

 

Pen Portrait-  
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Definition of Number of life years lost – This is calculated by subtracting the age at death from the 
gender life expectancy which is 79 for males and 84 for females. For example a female who died at 54, 
the number of life years lost is 30  

 

Methodology- Structured Case note review. A review of notes from… . was undertaken, reviewing the 
care and treatments provided within HPFT for the last # years structure case note judgement undertakes 
a review of the phases of care.  

• Risk Assessment 
• Allocation/ Initial Review 
• Ongoing care- Handover, Care Planning and Interventions 
• Care during admissions (if applicable) 
• Follow up management/discharge or end of life care 
• Assessment of care overall  

This methodology proposes the reviewer scores the different phase of care:  

1. Very poor care  
2. Poor care- may have caused moderate or minor harms or led to patient /family distress 
3. Adequate care  
4. Good care  
5. Excellent care  

The methodology proposes making structure judgement comments on each phase of care and as part of 
the overall assessment of care.  

 

Avoid ability of death Score:  

1. Definitely avoidable 
2. Strong evidence of avoid ability 
3. Probably avoidable, more than 50 - 50  
4. Possible avoidable, less than 50 – 50  
5. Slight evidence of avoid ability 
6. Definitely unavoidable 
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Phase of Care- Risk Assessment 

 

We are interested in comments about the quality of care the patient received overall and whether it was in 
accordance with current good practise (for example, your professional standards). If there is any other 
information that you think is important or relevant that you wish to comment on then please do so.  

Please comment on the care received by the patient during this phase of care, including anything 
particular you gave identified. Use short explicit comments to describe your judgement on care. 

Please rate the care received by the patient during this phase.  

Very Poor 1 2 3 4 5 Excellent  

Please circle only one score 
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Phase of care- Allocation/initial Review 

We are interested in comments about the quality of care the patient received overall and whether it was in 
accordance with current good practise (for example, your professional standards). If there is any other 
information that you think is important or relevant that you wish to comment on then please do so.  

Please comment on the care received by the patient during this phase of care, including anything particular 
you have identified. Use short explicit comments to describe your judgement on care.  

 

Please rate the care received by the patient during this phase.  

Very Poor 1 2 3 4 5 Excellent  

Please circle only one score  
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Phase of care- Ongoing Care 

We are interested in comments about the quality of care the patient received overall and whether it was in 
accordance with current good practise (for example, your professional standards). If there is any other 
information that you think is important or relevant that you wish to comment on then please do so.  

Please comment on the care received by the patient during this phase of care, including anything particular 
you have identified. Use short explicit comments to describe your judgement on care.  

 

Please rate the care received by the patient during this phase.  

Very Poor 1 2 3 4 5 Excellent  

Please circle only one score  

Phase of Care- Care during admissions (if Applicable) 
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We are interested in comments about the quality of care the patient received overall and whether it was in 
accordance with current good practise (for example, your professional standards). If there is any other 
information that you think is important or relevant that you wish to comment on then please do so.  

Please comment on the care received by the patient during this phase of care, including anything particular 
you have identified. Use short explicit comments to describe your judgement on care.  

 

Please rate the care received by the patient during this phase.  

Very Poor 1 2 3 4 5 Excellent  

Please circle only one score  
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Phase of care- Follow up Management/ Discharge/ End of life care 

We are interested in comments about the quality of care the patient received overall and whether it was in 
accordance with current good practise (for example, your professional standards). If there is any other 
information that you think is important or relevant that you wish to comment on then please do so.  

Please comment on the care received by the patient during this phase of care, including anything particular 
you have identified. Use short explicit comments to describe your judgement on care.  

 

Please rate the care received by the patient during this phase.  

Very Poor 1 2 3 4 5 Excellent  

Please circle only one score  
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Phase of care- Assessment of care Overall 

We are interested in comments about the quality of care the patient received overall and whether it was in 
accordance with current good practise (for example, your professional standards). If there is any other 
information that you think is important or relevant that you wish to comment on then please do so.  

Please comment on the care received by the patient during this phase of care, including anything particular 
you have identified. Use short explicit comments to describe your judgement on care.  

 

Please rate the care received by the patient during this phase.  

Very Poor 1 2 3 4 5 Excellent  

Please circle only one score  
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Avoidablility of death judgement score  

We are interested in your view on the avoidability of death in this case. Please choose from the 
following scale 

Score 1 – Definitely avoidable 
Score 2 – strong evidence of avoidability  
Score 3 – probably avoidable, more than 50-50 
Score 4- possibly avoidable, less than 50-50 
Score 5- slight evidence of avoidability  
Score 6- definitely unavoidable  
Please rate the avoidability  

1 2 3 4 5 6  

Please circle only one score 

Please explain the reasons for your judgement of the level of avoidability of death in this 
case, including anything in particular that you have identified.  
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What has been learned from this review?  
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 Outcome of Mortality Review 

Issue Action Accountable 
Person 

Date for 
Completion 

Good Practice    

Areas for 
Learning  

   

Conventional 
audit is 
required 

   

Immediate 
change  

   

Further 
investigation  

   

Sharing the 
Learning 
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Action Plan 

Recommendation: Action: Accountable Person: Timescales: 
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Appendix 5 DRAFT Mortality Review Investigation Process 

Death Reported 
via DATIX

Each Incident reviewed on a daily 
basis by Mortality Reviewer using 

screening tool (see attached)

Phase of Care Score 1
Very Poor Care

Phase of Care Score 2
Poor Care

Phase of Care Score 3
Adequate Care

Phase of Care Score 4
Good Care

Phase of Care Score 5
Excellent Care

No Further Action Required
Structured Judgement Review 1st Stage
(see attached). Completed by Mortality 

Reviewer in 10 days

Phase of Care Score still 
indicated as 1 or 2?

Structured Judgement 
Review 2nd Stage. 

Completed by 
Consultant in 10 days

Yes

Phase of Care Score still 
indicated as 3, 4 or 5?No

Yes

No

1. Definitely Avoidable 2. Strong Evidence of 
Avoidability

3. Probably Avoidable 
(More than 50/50)

4. Possibly Avoidable 
But Not Very Likely
(Less than 50/50)

5. Slight Evidence of 
Avoidability

6. Definitely Not 
Avoidable

No Further Action RequiredFull RCA ReviewLocal Division 
Validation Group

Inform Family
Duty of Candour 
Process Started

Mortality Committee
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