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1 EXECUTIVE SUMMARY 
1.1 Many people under the care of Isle of Wight NHS Trust experience excellent care even 

though death is still an inevitable outcome of their condition.  Unfortunately some patients 

experience poor quality care provision which may contribute to their death or may contribute 

to a poor end of life experience for them or their relatives.  When mistakes happen or care is 

poor we must do more to understand the causes.  The purpose of reviewing deaths to which 

poor care might have contributed, is to learn from such events and prevent reoccurrence. 

Reviews and investigations are only useful for learning purposes if their findings are shared 

and acted upon. 

1.2 The National Guidance on Learning from Deaths, March 2017, underpins this policy and 

emphasises the importance of strong processes, compassionate involvement of family and 

carers and the importance of learning from deaths. 

1.3 There is the expectation that from April 2017 Trusts will be required to publish on a 

quarterly basis specified information on deaths through a Public Board meeting.  Changes to 

the Quality Accounts regulations will require that the data be summarised in Quality 

Accounts from June 2018. 

2 INTRODUCTION 
In 2016 The Care Quality Commission (CQC) published its review Learning, Candour and 

Accountability: A review of the way NHS trusts review and investigate the deaths of patients 

in England.  The CQC found that none of the Trusts they contacted were able to 

demonstrate best practice across every aspect of identifying, reviewing and investigation 

deaths and ensuring that learning is implemented.  The Secretary of State for Health 

accepted the report’s recommendations and in a Parliamentary statement made a range of 

commitments to improve how Trusts learn from reviewing the care provided to patient who 

die.  This includes regular publications of specified information on deaths, including those 

that are assessed as more likely than not to have been due to problems in care and 

evidence of learning and action that is happening as a consequence of that information in 

Quality Accounts from June 2018.  Mortality Governance should be a key priority for Trust 

boards. 

3 DEFINITIONS 
Case Record Review - The application of a case record/note review to determine whether 

there were any problems in the care provided to the patient who died in order to learn from 

what happened, for example the Structured Judgement Review (SJR) as described by the 

Royal College of Physicians.  Case record review should be 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 that anything has gone wrong.  It can 

also be undertaken where concerns exist, such as when bereaved families or staff, raise 

concerns about care 

Death due to a problem in care - A death that has been clinically assessed using 

recognised methodology of case record/note review and determined, more likely than not, to 

have resulted from problems in healthcare and therefore to have been potentially avoidable. 
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Investigation - The act or process of investigating; a systematic analysis of what happened, 

how it happened and why. This draws on evidence, including physical evidence, witness 

accounts, policies, procedures, guidance, good practice and observation - in order to identify 

the problems in care or service delivery that preceded an incident to understand how and 

why it occurred. The process aims to identify what may need to change in service provision 

in order to reduce the risk of future occurrence of similar events. 

Learning Disabilities Mortality Review (LeDeR) – A process to standardise the review of 

care of people with learning difficulties who die. This new process is described in The 

National Guidance on Learning from Deaths, March 2017, the Trust is represented at the 

development group, which is being led by the Care Commissioning Group.  The local 

guidance will be added as an addendum to this policy when available. 

Serious Incident (SI)– 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, including 

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. 

Duty of Candour - The Duty of Candour is statutory CQC Regulation 20, which came into 

force 27th November 2014, The regulation requires the Trust to ensure that we are open 

and honest with patients / relatives when things go wrong, and that there is support 

available for staff. In line with Duty of Candour we must: 

• Make sure we have an open and honest culture at all levels within our organisation. 

• Give an apology, when an incident has occurred; or we think that an incident has 

occurred.  

• Tell patients and / or relatives in a timely manner when serious incidents have 

occurred  

• Provide reasonable support to the 'relevant person' after the incident  

• Provide in writing a truthful account of the incident, as known at the time, and an 

explanation about the inquiries and investigations we will carry out and when the 

person will receive the outcome.  

• Provide an apology in writing 

• Ensure that a record is made of all action taken in response to following these 

regulations. 

4 SCOPE 
This policy applies to all staff whether they are employed by the Trust permanently, 

temporarily, through an agency or bank arrangement or are contractors delivering services 

on the Trust’s behalf.  It applies to all healthcare settings in the Organisation. 
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5 PURPOSE 
The main purpose of this policy is to demonstrate best practice across every aspect of 

identifying, reviewing and investigating deaths and ensuring that learning is implemented. 

This will be achieved by: 

• Having a robust process where, in the event of death, all cases are screened and 

selected in a systematic way for case review; including identifying those where 

investigation under a Serious Incident framework as necessary.   

• Supporting families and carers during the period of review and investigation. 

• Sharing and acting upon the learning outcomes from reviews and investigations.  

6 ROLES AND RESPONSIBILITIES 
6.1 Non-Executive Board is responsible for: 

• Ensuring the quality and safety of healthcare services delivered by the Trust. 

• Understanding the process and national requirements and to ensure the processes in 

place are robust and can withstand external scrutiny by providing challenge and 

support. 

• Championing and supporting learning and quality improvements. 

• Ensuring that information published is a fair and accurate reflection of the provider’s 

achievements and challenges. 

6.2 Executive Medical Director is responsible for: 

• Ensuring robust system are in place for recognising, reporting, reviewing or 

investigating deaths and learning from avoidable deaths that are contributed to by 

lapses in care across the Trust. 

• Developing a framework of assurance for the Trust Board. 

• Reviewing external mortality data sources and co-ordinate investigation into any 

issues unexplained by routine review processes. 

• Co-ordinating the monthly Mortality Review Group. 

• Presenting the quarterly National Data Set for learning from deaths to the Board. 

• Ensuring such activities are adequately resourced. 

• Leading the Trust Mortality Review Group. 

• Linking with Mortality leads within our strategic partnerships to develop a consistent 

approach to learning from deaths of patients across our health economy. 

 

6.3 The Trust Mortality Review Group is responsible for: 

• Ensuring there is a mortality screening and review process clearly described for the 

different Divisions and Care Groups. 

• Reviewing the outputs from screening and case review on a monthly basis. 

• Reviewing the outputs from the Divisional and Care Group mortality review groups. 

• Collating the lessons learned from the different clinical areas and disseminating 

across the whole trust through the Divisional and Care Group quality meetings. 
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• Provide assurance to the Quality Committee in relation to the mortality monitoring 

process across the Trust. 

• Regularly review and update The Mortality and Learning from Deaths Policy. 

6.4 Divisional Directors, Care Group Directors, Associate Director of Operations and 

Associate Directors of Nursing are responsible for: 

• Supporting the mortality review process as it applies in their Care Group 

• Supporting the speciality specific mortality meetings and holding a list of the meeting 

records that take place within their Care Group. 

• Establishing a reporting process from the mortality meetings to their Quality, Patient 

Safety and Risk Meetings.  These will then be escalated to the Trust Mortality Review 

Group. 

• Leading the dissemination of learning points and actions from deaths across the 

Trust to their Care Group and implementing and monitoring any actions required. 

6.5 Clinical Speciality Leads are responsible for: 

• Ensuring that there is a regular mortality meeting (it may take place as part of a wider 

mortality and morbidity meeting) attended by the multi-disciplinary team involved in 

the care of those patients. 

• Ensuring summary meeting notes are produced that clearly identify the learning 

issues identified which will be submitted to the Care Group quality meetings. 

• Escalating any areas of concern identified during the meetings. 

• To disseminate lessons learned from the wider Trust to their services, as passed 

back through their Care Group quality meetings. 

• Working with their Care Group management team to identify relevant administrative 

support. 

6.6 Medical Staff are responsible for: 

• Reading and understanding the policy and ensuring the processes are followed 

correctly where they are involved in it. 

• Actively participating in the mortality review process within their services. 

• Participating fully in the implementation of learning lessons and any actions or 

changes to practice as a result of the learning from deaths process. 

6.7 Nurses, Allied Health Professionals and other clinical staff are responsible for: 

• Reading and understanding the policy and ensuring the processes are followed 

correctly where they are involved in it. 

• Attending mortality meetings within their speciality area as required. 

• Participating fully in the implementation of learning lessons and any actions or 

changes to practice as a result of the learning from deaths process. 

7 POLICY DETAIL /COURSE OF ACTION 
7.1 Responding to deaths  
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Mortality monitoring and review can occur as an individual case approach such as case 

reviews and at an amalgamated data level such as the publishing of reports from external 

sources such as Standardised Hospital Mortality Index (SHMI) and Dr Foster. 

7.1.1 Levels of Scrutiny for individual deaths 

There are several levels of scrutiny that we apply to the care provided to someone who dies: 

1) death certification, 2) case record review, and 3) investigation (internal and external). 

These processes are not mutually exclusive and some deaths may have all the levels of 

scrutiny applied. 

• Death certification – in the existing system of death certification in England, deaths 

by natural causes are certified by the attending doctor. Doctors are encouraged to 

report any death to the coroner that they cannot readily certify as being due to natural 

causes. 

• Case Record Review – some deaths will be subject to further review according to 

criteria (see under Case Selection), looking at the care provided to the deceased as 

recorded in their case records in order to identify any learning.   

• Internal Investigation – Some deaths warrant an investigation and this process will be 

guided by our serious incident framework. The trigger for an investigation can occur 

at multiple points after death occurs including after a case record review. 

• External Investigation – some deaths will be investigated by other agents, notably the 

coroner who has a duty to investigate any death where there are grounds to suspect 

the death may have been avoidable 

7.1.2 Case selection 

Our selection of deaths for case review includes: 

• All deaths where bereaved families and carers, or staff, have raised a significant 

concern about the quality of care provision. 

• All inpatient, out-patient and community deaths of a person with learning disabilities. 

• All inpatient, out-patient and community deaths of people who have been in contact 

with our Mental Health Services in past 12 months. 

• All inpatient, out-patient and community deaths of children. 

• All maternal (up to one year post partum) and neonatal deaths. 

• All deaths after an elective procedure. 

• All deaths in the Emergency Department 

• All deaths where a more in-depth review is justified after applying an initial screening 

process (applies to adult acute inpatient and adult community deaths – see 

appendices A&C ) 

7.1.3 Process by which cases are identified for further case review and action 

The principles of demonstrating best practice across every aspect of identifying, reviewing 

and investigation deaths and ensuring that learning is implemented applies to all clinical 

areas; the processes applied in different services within the Divisions and Care Groups 

reflects the diverse nature of our services within the integrated Trust: 

7.1.3.1 Acute inpatient wards (Acute Services Division, Medicine and SWCH Care Groups) –  
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All deaths are screened using a tool (Appendix A) that identifies the critical list for case 

selection as mentioned above. The screening tool includes further questions which ask for 

an assessment of the quality of inpatient care including end of life care during the last 

admission before death.  The outcome of the screening is one of 4 categories: 

1. No concerns, no action required 

2. Minor concerns, action taken as necessary 

3. Some concerns or uncertainty that require a case review 

4. Significant concerns that can trigger an investigation under Serious Incident 

Framework. 

A number of cases will then undergo Systematic Judgement Review (Appendix B) and the 

outputs of those reviews will be discussed at the Trust Mortality Meeting to confirm if there is 

any likelihood that death at that time was avoidable and if so, to what degree. 

7.1.3.2 Community Nursing (Community Division) 

All community deaths will be screened at a locality level and assessment made as to 

whether a case review or investigation is required Appendix C. 

7.1.3.3 Mental Health and Learning Disability services (MH and LD Division) 

Any death of a patient detained under the Mental Health Act 1983 (MHA) is reported to the 

CQC. Under the Coroners and Justice Act 2009 the Coroner must conduct an inquest into a 

death of a person held under the MHA.  Full case review takes place in all these cases. 

All deaths of other people who have been in contact with our Mental Health Services in past 

12 months are reviewed as described in Appendix D. 

7.1.3.4 Maternity and neonatal Services (Acute Division, SWCH Care Group) 

Maternal deaths are defined as death post-partum within 1 year. Neonatal deaths are 

defined as death after 28 days post delivery.  All deaths are reviewed as described in 

Appendix E. 

7.1.3.5 Paediatric Services (Acute Division, SWCH Care Group) 

All deaths of children under age of 18 are notified and reviewed according to pathway 

described in Appendix F. 

7.1.3.6 Ambulance Services (Ambulance Division) 

All deaths of patients that occur while they are under care of Ambulance services  

Appendix G:  

• Deaths that occur from between the point of initial contact to the ambulance service 

and before they are handed over to the next care provider, typically the Emergency 

Department.  

• Deaths that occur after advanced life support has been performed at the scene 

without conveyance to another care provider, typically the hospital.  
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7.2 Scrutiny of amalgamated mortality data 

Amalgamated mortality data will be reviewed regularly at the Trust Mortality Review Group 

and any unexpected or worrying trends will be reviewed using a standardised approach, 

Appendix H. 

7.2.1 The Summary Hospital-level Mortality Indicator (SHMI) is produced on a quarterly 
basis and gives an indication for each non-specialist acute hospital trust in England whether 
the observed number of deaths within 30 days of discharge from hospital was higher than 
expected, lower than expected or as expected when compared to the national baseline.  It is 
produced and published quarterly as a National Statistic by NHS  

7.2.2 The Hospital Standardised Mortality Ratio (HSMR) is the ratio of the actual number of 
acute in-hospital deaths to the expected number of in-hospital deaths, for common 
conditions. 

7.2.3 Taken together, the HSMR and SHMI can provide powerful insight into hospital 
mortality.  

• The SHMI attributes a death to the last spell within an acute non-specialist trust, 
whereas the HSMR attributes death across a continuous inpatient spell (superspell) 

• The key differences in methodology between the two indicators are: 

• The SHMI includes all deaths, while the HSMR includes a basket of 56 diagnoses 
(around 85% of deaths) 

o Because the SHMI includes deaths up to 30 days after discharge and 
requires linkage that incurs a time lag the HSMR is available for more recent 
data 

o The SHMI includes post-discharge deaths, while the HSMR focuses on in-
hospital deaths.  

o The HSMR is adjusted for more factors than the SHMI, most significantly 
palliative care but also including co-morbidity sub groups, social deprivation, 
past history of admissions, month of admission and source of admission.  

7.2.4 Dr Foster Intelligence is a provider of healthcare information in the United Kingdom, 
monitoring the performance of the National Health Service and providing information to the 
public; they produce reports that can be available for us to see and use to investigate data 
anomalies or trends.  They produce CUSUM (Cumulative summary) reports that will alert 
Trusts monthly of any mortality trends linked to specific conditions. 

7.3 Engagement with bereaved families and carers 

The Trust will engage with families and carers using the following principles: 

• The principles of Duty of Candour are integrated into how we engage with families 

and carers. 

• Bereaved families and carers are equal partners following a bereavement. 

• Bereaved families and carers will receive clear, honest, compassionate and sensitive 

responses in a sympathetic environment. 

• Bereaved families will receive a  high standard of bereavement care which respects 

confidentiality, values, culture and beliefs, including being offered appropriate 

support. 
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• Bereaved families will be informed of their right to raise concerns about the quality of 

care provide to their loved one. 

• Bereaved families’ and carers’ views will help to inform decisions about whether a 

review or investigation is needed. 

• Bereaved families and carers will receive timely, responsive contact and support in 

all aspects of an investigation process, with a clear point of contact and liaison. 

• Bereaved families and carers will be partners in an investigation to the extent, and at 

whichever stages, that they wish to be involved. 

• Bereaved families and carers who have experienced the investigation process will be 

supported to work in partnership with the Trust in delivering training for staff in 

supporting family and carer involvement where they feel able to. 

7.4  Learning from Deaths 

7.4.1 All our case review findings from individual case reports or reviews of amalgamated 

mortality data will feed into the Trust clinical governance structure. 

7.4.2 The findings will be considered alongside other information and data including 

complaints, clinical audit information, overall mortality data, patient safety incident reports 

and data outcomes. 

7.4.3 The process for disseminating learning from reviews and investigations: 

• The individual services will collate lessons learned and disseminate within the 

relevant services. 

• In addition the CBUs will collate the lessons learned from their different service’ case 

reviews and disseminate, along with lessons from other governance processes, 

within their CBU. 

• In addition the information fed to the Trust Mortality Group from the CBUs will allow 

all lessons learnt to be brought together and disseminated Trust-wide as appropriate 

either directly from the group or via the Trust Quality Meeting. 

• In addition we will share our learning with other services across the wider health 

economy where appropriate. 

8 CONSULTATION 
This policy has been developed in conjunction with the Executive Medical Director and the 

Mortality Review Group and has been consulted on with medical staff and other 

stakeholders, as well as being available for all Trust staff on the intranet. 

This policy will be implemented by the Clinical Directors in conjunction with the Executive 

Medical Director and the Quality Governance Directorate, with relevant support and 

training provided. 

9 TRAINING 
A training needs analysis will be undertaken and  appropriate training will be provided for 

those undertaking a mortality and morbidity review and the completion of relevant 

documentation. 
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10 MONITORING COMPLIANCE AND EFFECTIVENESS 
10.1 The Executive Medical Director will oversee the monitoring of this policy. 

10.2 Key Performance Indicators will be as described in the NHS learning from deaths 

dashboard: 

• Total number of deaths in scope with as a minimum will include all adult inpatient 

deaths. Deaths in community, maternity services, MH and LD and Paediatrics will be 

clearly identifiable. 

• Total number of deaths reviewed using a screening tool (applicable to adult inpatient 

deaths, Adult community deaths and adult deaths while under care of Ambulance 

services).  

• Total number of deaths and percentage of deaths within that service/reporting group 

that had either an SJR or other type of case review conducted. 

• Total number of deaths considered to have more than 50% chance of having been 

avoidable. 

In addition: 

• Number of Speciality Mortality meetings and Trust Mortality Meetings per year. 

• The themes and issues identified from review and investigations including examples 

of good practice. 

• Evidence that the themes and issues identified have been used to inform and support 

quality improvement activity and that implementation occurs. 

 

10.3 Speciality Mortality Meeting minutes or notes will be reviewed at Care Group Quality 

Meetings and then forwarded to Trust Mortality Meeting.   

10.4 A quarterly Mortality report will be made to the Board by the Executive Medical Director. 

11 LINKS TO OTHER ORGANISATIONAL DOCUMENTS 

12  REFERENCES 

13 APPENDICES 
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Appendix A 

Mortality Screening Template 

This template will be used to review all adult deaths in order to identify those cases where there is concern regarding 

quality of care and where a Systematic Judgement Review (SJR) is required. 

CBU: Speciality: Place of death: 

Pt ID: DOB: Pt age: 

Date of admission: Date of death: Date of review: 
Was this admission a readmission with in 30 

days?                                      Y/N 
Consultant at time of death: Reviewer: 

Automatic referral for SJR: 

Category Explanation Tick if applies 

Learning Disability Confirmed diagnosis of learning disability, often there is 
a flag on eCL 

 

Significant mental health diagnosis Confirmed diagnosis of: moderate to severe dementia, 
severe depression or anxiety, attempted suicide as part 
of the admission, schizophrenia. Any other MH 
diagnoses can be considered at reviewers discretion.  

 

Elective procedure Any person admitted for an elective procedure  

Complaint Where a formal complaint has been submitted or where 
the documentation indicates significant dissatisfaction 
during stay. 

 

SIRI All notes where a SIRI has been raised.  This might not 
be evident from notes, separate screening required. 

 

ED deaths All deaths in ED  

Other; at reviewers discretion Please give reason: 
 

 

If any of the above apply, tick relevant box and do not continue completing this form.  The 

notes will now be submitted to SJR.  If no categories ticked, please continue to complete 

form. 

Part 1: General overview of care: 

Diagnosis made within first 24 hours (use consultant post take WR) 
 
 

Summary of main clinical issues during inpatient stay: 
 
 
Were the notes complete enough for you to make an assessment of the patients journey and 
the care they received 

YES NO 

Was death likely or anticipated at admission or due to a condition that was fully diagnosed 
during their admission? Circle ‘NO’ for all sudden/unexpected deaths. 

YES NO 

In your opinion was the person reviewed regularly enough? (must include post admission 
consultant review by 14 hours), put ‘NO’ if this was not achieved. 

YES NO 

In your opinion were all episodes of care adequately escalated? YES NO 
Is there anything to suggest iatrogenic illness or injury during the inpatient stay? YES NO 
Did the person die after a documented non-clinical delay to DC, where they subsequently 
deteriorated and the opportunity to discharge was lost? 

YES NO 

After initial review of notes, do you feel the care was of an acceptable standard?     YES NO 
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Part 2: Specific Areas of care: 

Was there a DNACPR document completed? (make a note later on page if not countersigned by 

consultant) (N/A if sudden/unexpected death) 
YES NO N/A 

Were there escalation plans documented? (N/A if sudden/unexpected death) YES NO N/A 

Is there evidence that person /family kept informed of situation? YES NO N/A 

Was it recognised that person was in last hours/days of life -clear evidence of use 
of words like death/dying? Even if recognised at risk of death, put ‘no’ if it is not clearly 

documented that team recognised person was actually dying. N/A if sudden/unexpected death 

YES NO N/A 

Was Priorities of Care document used? if it was not identified that person was dying or 

sudden or unexpected death or they died with 24 hours of it being recognised that death was 
imminent circle N/A. ‘No’ if recognised person dying and still not used after 24 hours from that point. 
For ITU patients, POCP should be completed if pt transferred off ITU to ward in last hours/days of 
life, otherwise ‘NA’ for ITU deaths where extubation has occurred with expectation of death . 

YES NO N/A 

 

If you have answered any of the ‘red’ boxes above – please give relevant  information and specific 
dates to help any future  SJR reviewers target the areas of concern. 

Part 3: Death Certification 

Cause of Death – as on death certificate: 

Discussed with coroner YES NO ? 

 
Cause of death on death certificate, if completed: 

1a 

1b 

1c 

2 

 

death certificate not completed – awaiting post mortem    

Part 4: Mortality Outcomes 

Tick outcome; consider your overall impression of care and whether red boxes were circled to make 
your decision. 

1 No care concerns – no action taken  

2 Concerns regarding care but not contributing to death– immediate quick action to be taken 
from mortality review meeting, see below.   

 

3 Further review required to establish if changes in care could have altered outcome– local 
SJR. Final outcome will be 1,2 or 4 after review. 

 

4  Significant concerns after initial screening review – notes and SJR to be sent for review at 
UHS  

 

If outcome 4 is ticked, consider if DATIX or Safeguarding referral need to be made at this stage. 

 

 

 

 

 

 

Further information for outcome 2.  Actions taken as result of concerns regarding care.  This outcome can 

include the need for a DATIX submission without necessarily triggering SI or SJR: 
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Appendix B 

Inpatient Medicine: pathway to trigger Case Review 

 

 

WHO
TRANSFER OF 

MEDICAL NOTES

MORTALITY 

REVIEW PROCESS

ward clerk 

or staff 

nurses

Death occurs on 

ward, Bereavement 

office notified

Bereavent 

office

Bereavement 

office 

Mortality review 

form started by 

bereavement officer 

(name, death cert 

entry)

Ward 

clerk

Back to ward for 

DC summary to be 

completed

1. No care 

concerns – no 

action taken

 

2. Minor concerns, 

not-relevant to 

outcome but with 

quality implications 

– immediate quick 

action taken from 

mortality review 

meeting, l ist below.

Coding

Coding 

department

*notes requiring 

SJR recalled to 

Mortality 

Review Group 

members for 

completion of 

SJR

Systematic 

Judgement Review 

by one of a group of 

senior clinicians 

from Mortality 

Review Group

 

3. Further review 

required to establish 

if changes in care 

could have altered 

outcome– local SJR. 

Final outcome will  

be 1,2 or 4 after 

review.

4. Significant 

concerns after 

initial screening 

review – may 

trigger 

investigation.  

Notes to be sent 

for review at UHS 

Filing

Med 

Director's 

PA/admin

istrator

all mortality 

review outcomes

 forms completed in 

bereavement office by 

member of mortality review 

group

Completed mort 

forms and SJR 

collated by MD 

PA/administrator 

and outcome actions 

taken.  All data 

presented at Trust 

Mortality Meeting 

monthly

ADULT MORTALITY REVIEW PROCESS 

OUTCOMES
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Appendix C 

Notification of Deaths of people known to Community Nursing Team 

 

 

 

 

 

 

Alert to Locality Teams that person has died. 

 

Sources include: GP, direct contact from homes and 

family, there is a monthly list produced and circulated 

of notification of deaths. 

Band 7 will lead triage process of all deaths in each of 

the three Localities  

(form is under development). 

Outcome of triage process will confirm if case review 

needed. 

Case review takes place.  Results fed back to Locality 

Nursing Manager 

 

Lessons learned discussed and disseminated at 

Locality Level, including wider locality team where 

appropriate. 

 

Themes and lessons learned forwarded to CBU Quality 

Meeting and from there to Trust Mortality Group 
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Appendix D 

Notification of Deceased Patient under the Care of or who had contact with 
IOW MH & LD Services within the last 12 months 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

Member of staff informed patient deceased  

Member of staff informs Team Leader/Operational 

Manager/Matron/Head of Nursing & Quality or 

Clinical Quality Lead  

If Patient is subject to the Mental 

Health Act follow guidance on left of 

this flowchart and also - 

Put Case note entry on Paris and close case down 

Incident Form (DATIX) to be completed- 

TYPE OF INCIDENT - CLINICAL  

CATEGORY – UNEXPECTED DEATH 

SUB-CATEGORY – NATURAL/UN-NATURAL 

CAUSES 

ACTUAL IMPACT - MODERATE 

RISK GRID – MODERATE 

Confirm with GP and inform any other professionals 

involved 

Table Top Review takes place  
Decision made whether to call a SIRI or not 

DATIX Matrix to be updated if necessary 

INFORM - Mental Health Act 

Manager  

REPORT to - Clinical 

Director/Head of Operations 

MHA Manager to inform CQC 

and Ministry of Justice  

COMPLETE 72 HR TEMPLATE (GENERAL) 

(On intranet via SIRI’S on right hand side of 

Homepage) 

GUIDANCE ON BACK OF THIS FLOWCHAT 

Email report to - Team Leader/Operational 

Manager/Matron/Head of Nursing & Quality or Clinical 

Quality Lead  

 

Family/Carers to be contacted (where appropriate) 

and support offered  

Remember your Report will be shared 

with the Coroner if requested 

Use only staff’s job titles, the phrase 

“the patient/service user” or initials 
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Appendix E 

Notification of Maternal and Neo-natal deaths 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

REVIEW PROCESS SIRI REPORTS  

All maternal and neo-natal deaths are SIRI reportable 72 hour table top review will take place 

with relevant staff members. External IO will be commissioned, parents and family included in 

investigation process 

Immediate notification to Risk 

Management Midwife and thereafter the 

Deputy Head of Midwifery and Head of 

Maternity. 

 

MBRRACE / Each baby counts 

Following receipt of SIRI report, incidence and report uploaded to above national data bases. 

Report shared with family  

Maternal or neo-natal death 

Due to the rare incidences of maternal or neonatal death a specific feedback meeting is 

held for the whole unit where the event is presented and to extract lessons learnt.  All 

datix incidents are reviewed on a weekly basis with monthly MDT obstetric M&M 

meetings are held.  Lessons learnt  from these meetings are then circulated to all staff 

members.  

 

 



 

Page 19 of 28 
Title: Mortality Review (Learning from Deaths) Policy 
Version No: 3.0 

Appendix F 

Notification of a Paediatric Death 
 

 

 

 

 

  

Child Death Overview Panel (CDOP) 

Chaired by Public Health.  

Includes police, Education, Children’s Services, Health 

Designated Doctor for CDOP (CCG) 

UNEXPECTED DEATH 

Multi-agency Rapid 

Response Process (RRP) 

Designated doctor for RRP (CCG) and/or 

on call Consultant Paediatrician from 

Trust would be alerted. 

Local RRP are reviewed by Wessex RR 

forum (quarterly) 

Local Safeguarding Children Boards (LSCB) 

Multi-agency, including representation from Health 

Collates and publishes learning points from CDOP, LIG, RRP 

Specific learning or action points for organisations are formally communicated. 

 

Death of a Child 

DEATH OCCURING IN CIRCUMSTANCES 

WHERE A CHILD HAS BEEN ABUSED OR 

NEGLECTED 

Serious Case Review (SCR) 

Learning Inquiry Group (LIG) 

Locally conducted multi-agency review 

In addition, the Coroners process for unexpected deaths provides an additional layer of scrutiny and 

can make recommendations to the Trust regarding actions to be taken. 

EXPECTED 

DEATH 
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MORTALITY SCREEN – AMBULANCE                  Appendix G 
(LEARNING FROM DEATHS POLICY) 

 

Category Explanation Tick if applies 

Learning Disability Confirmed diagnosis of learning 
disability 

 

Significant mental health (MH) 
diagnosis 

Confirmed diagnosis of 
moderate to severe dementia, 

learning disabilities, severe 
depression or anxiety. Any of 

MH diagnoses can be 
considered at reviewers 

discretion 

 

Significant surgical procedure Any person admitted for a 
significant surgical procedure 

within the last two weeks 

 

Complaint Where a formal complaint has 
been submitted or where the 

documentation indicates 
significant dissatisfaction during 

ambulance attendance 

 

SIRI All notes where a SIRI has been 
raised. This might not be 

evident from notes, separate 
screening required 

 

Other; at viewers discretion Please give reason  
If any of the above apply, tick relevant box and do not continue completing this form. The notes 

will not be submitted to SJR. If no categories ticked, please continue to complete form.  

 

Were the notes on ePCR complete enough for you to make an 
assessment of the patients journey and the care they received 

YES NO  

Was death likely or anticipated or due to a condition that was fully 
diagnosed. Circle ‘NO’ for all sudden/unexpected deaths 

YES NO  

Is there anything to suggest iatrogenic illness or injury? YES NO  

Did the person die after a documented non clinical delay  YES NO  

After initial review of notes, do you feel care was of an acceptance 
standard? 

YES NO  

Was there as DNACPR completed and available for ambulance staff to 
see? 

YES NO N/A 

If you have answered any of the ‘red’ boxes above please give relevant information to help any future 

SJR reviewers target the areas of concern. 
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Tick outcome; consider overall impression of care and whether red boxes were circled to make your 

decision. 

1 No care concerns – no action taken  

2 Concerns regarding care but not contributing to death – 
immediate quick action to be taken as a result of screening, 
see below. 

 

3 Further review required to establish if changes in care could 
have altered outcome – local SJR. Final outcomes will be 1, 2 
or 4 after review. 

 

4 Significant concerns, after initial screening review, about care 
that may have contributed to death– submit incident report 
on DATIX. Please consider if Safeguarding referral need to be 
made at this stage. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Further information for outcome 2. Actions taken as a result of concerns regarding care. This 

outcome can include the need to submit an incident report: 

111/999 call received & ambulance dispatched. 

Patient confirmed as alive 

Crew complete EITHER: 

• ALS followed by ROLE 

• ALS followed by conveyance to ED 

• Immediate ROLE 

 

Crew to complete ‘Cardiac arrest data capture’ form and provide to CSO 

 

CSO to complete daily audit of cardiac arrests 
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Appendix H 
Mortality Outlier Rapid Review

 
Issue Identified: 

Review undertaken by: 

Date: 

Method: 

Results Overview: 

 

Breakdown:   

1. Coding Error  

2. Coding correct, but coincidental to case of death  

3. Coding correct, was not primary cause of death but part of demise  

4. Coding was correct cause of death  

Extended case review requested – number of cases  

 

 

 

Insert Spreadsheet 
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Further Issues for review: 

 

 

 

 

 

Report forwarded to: 

1  

2  

3  

4  
 

1.  

2.  

3.  

4.  

Overview of each case: 
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Appendix I 
Financial and Resourcing Impact Assessment on Policy Implementation 

 
NB this form must be completed where the introduction of this policy will have either a positive or 
negative impact on resources.  Therefore this form should not be completed where the resources are 
already deployed and the introduction of this policy will have no further resourcing impact. 
 

Document title Mortality and Morbidity Policy  

 

Totals WTE Recurring  
£ 

Non Recurring 
£ 

Manpower Costs   0 0 0 

Training Staff  0 0 0 

Equipment & Provision of resources  0 0 0 

 
Summary of Impact:  
Risk Management Issues:   
Benefits / Savings to the organisation:   
Equality Impact Assessment 

▪ Has this been appropriately carried out?    YES  

▪ Are there any reported equality issues?    NO 
 
If “YES” please specify:  
Use additional sheets if necessary. 
 
Please include all associated costs where an impact on implementing this policy has been 
considered.  A checklist is included for guidance but is not comprehensive so please ensure you have 
thought through the impact on staffing, training and equipment carefully and that ALL aspects are 
covered. 
 

Manpower WTE Recurring £ Non-Recurring £ 

 
Operational running costs 

   

     

Totals:     

 

Staff Training Impact Recurring £ Non-Recurring £ 

    

Totals:     

 

Equipment and Provision of Resources Recurring £ * Non-Recurring £ * 

Accommodation / facilities needed   

Building alterations (extensions/new)   

IT Hardware / software / licences    

Medical equipment   

Stationery / publicity   

Travel costs   

Utilities e.g. telephones    

Process change   

Rolling replacement of equipment   
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Equipment maintenance   

Marketing – booklets/posters/handouts, etc   

   

Totals:     

 

• Capital implications £5,000 with life expectancy of more than one year. 
 

Funding /costs checked & agreed by finance:                      

Signature & date of financial accountant:        

Funding / costs have been agreed and are in place:  

Signature of appropriate Executive or Associate Director:  
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Appendix J 

 
Equality Impact Assessment (EIA) Screening Tool 

 

1. To be completed and attached to all procedural/policy documents created within individual 
services. 
 

2. Does the document have, or have the potential to deliver differential outcomes or affect in an 
adverse way any of the groups listed below?  
 
If no confirm underneath in relevant section the data and/or research which provides evidence 
e.g. JSNA, Workforce Profile, Quality Improvement Framework, Commissioning Intentions, etc. 
 
If yes please detail underneath in relevant section and provide priority rating and determine if full 
EIA is required. 

 

Gender 

 Positive Impact Negative Impact Reasons 

Men No No  

Women No No  

Race 

Asian or Asian 
British People 

No No  

Black or Black 
British People 

No No  

Chinese 
people  

No No  

People of 
Mixed Race 

No No  

White people 
(including Irish 
people) 

No No  

 

People with 
Physical 
Disabilities, 
Learning 
Disabilities or 
Mental Health 

No No  

Document Title: Mortality and Morbidity Policy  

Purpose of document 
A consistency of approach to the review of patient mortality within the 
Isle of Wight NHS Trust 

Target Audience Medical Staff  

Person or Committee undertaken 
the Equality Impact Assessment 

Mortality Review Group  
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Issues 

Sexual 
Orientat
ion 

Transgender No No  

Lesbian, Gay 
men and 
bisexual 

No No  

Age 

Children  
0-18 

No No  

Older People 
(60+) 

No No  

Younger 
People (18 to 
24 yrs) 

No No  

Faith Group No No  

Pregnancy & Maternity No No  

Equal Opportunities 
and/or improved 
relations 

No No  

Notes: 
Faith groups cover a wide range of groupings, the most common of which are Buddhist, Christian, 
Hindus, Jews, Muslims and Sikhs. Consider faith categories individually and collectively when 
considering positive and negative impacts. 
 
The categories used in the race section refer to those used in the 2001 Census. Consideration should 
be given to the specific communities within the broad categories such as Bangladeshi people and the 
needs of other communities that do not appear as separate categories in the Census, for example, 
Polish.  
 
3. Level of Impact  
 

If you have indicated that there is a negative impact, is that impact:    

  YES NO 

Legal (it is not discriminatory under anti-discriminatory law)   

Intended   

 
If the negative impact is possibly discriminatory and not intended and/or of high impact then please 
complete a thorough assessment after completing the rest of this form. 
 

3.1 Could you minimise or remove any negative impact that is of low significance?   Explain how 
below: 

 
 

3.2 Could you improve the strategy, function or policy positive impact? Explain how below: 

 
 

3.3 If there is no evidence that this strategy, function or policy promotes equality of opportunity or 
improves relations – could it be adapted so it does?  How? If not why not? 

 
 

Scheduled for Full Impact Assessment Date: 

Name of persons/group completing the full 
assessment. 
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Date Initial Screening completed  

 

 

 


