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1.  Introduction 

Learning from the care provided to patients who die is a key part of clinical 
governance and quality improvement work (CQC 2016). In February 2017 the 
CQC set out new requirements for the investigation of deaths to run alongside 
the local existing processes.  

The National Quality Board in March 2017 provided further guidance and 
recommendations for learning from deaths entitled ‘National Guidance For 
Learning From Deaths - A Framework for NHS Trusts and NHS Foundation 
Trusts on Identifying, Reporting, Investigating and Learning from Deaths in 
Care’.  

The Trust has investigated deaths since 2012 through the use of a structured 
2 stage independent peer review program, this policy updates and refines the 
existing procedures to ensure compliance with the above national guidance 
and improve the quality and objectivity of Mortality Review. 

A peer review of each death in the Trust is required to ensure we have 
provided the highest quality of patient care or that lessons are learned and 
disseminated across the organization if we have not. 

2.  Objective 

The purpose of this policy is to describe the process by which the Trust learns 
from deaths and how the Board will be informed of this learning. This will 
enable us to identify areas for improvement in patient care and experience. It 
will also allow us to take action to reduce the mortality rate at the Trust and to 
ensure the highest possible quality of care is delivered.  

The policy will ensure that there is a consistent and coordinated approach to 
undertaking mortality reviews, and reporting on findings, with implementation 
of identified actions. It will also clarify how the process for mortality review 
dovetails with other investigation and governance processes within the Trust.  

Completion of timely and objective mortality reviews will also enable the Trust 
to identify recurring and emerging issues and to be able to respond quickly to 
any questions raised by external organizations, e.g. CCG, CQC, in relation to 
mortality trends 
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3.0 Scope of Policy  

This policy should be viewed by all employees (including permanent and 
temporary, employed via agency or bank, students on placement and 
contractors in the organisation) who have been involved in the care of a 
deceased patient, including but not exclusive to junior and senior medical 
staff, directorate and divisional managers, matrons, ward managers, members 
of staff in the bereavement office and members of staff in the Patient Safety 
Team. 

4. Policy  

4.1 Review of Individual Patients Deaths 

Learning from individual deaths will be performed using an initial screening 
review proforma followed, as required in certain categories of cases, by a 
more detailed retrospective evidence based secondary Structured Judgement 
Case note Review (SJCR) undertaken by the Mortality Quality Assurance 
Group.  

Some deaths will automatically trigger a secondary SJCR independent of the 
initial review.  

4.1.1 Initial screening review  

Timescales for the stages of the review process are indicated in Appendix 4 

Reviews will be undertaken for all deaths occurring in the hospital.  The 
process will be initiated, electronically, in the Bereavement Office when 
demographic and overview information will be pulled through from iPM – (Part 
A of the review tool). Following discussion with a senior clinician, Part B of the 
tool will be completed, again electronically, by the certifying doctor.    

The Patient Safety Team will liaise with the Coroner’s Office to capture details 
of deaths not certificated on site and complete section B of the database. 

The initial screening review will then be undertaken within Care Groups. All 
deaths in hospital will be reviewed by using a screening mortality review 
proforma based on the 2016 RCP SJCR methodology (appendix 1).  

Procedures for undertaking initial screening reviews reflecting each care 
groups mortality rate and consultant workforce will be administered by Care 
Group Governance or Mortality Leads.  
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These procedures must adhere to the following principles: 

➢ Each review should be undertaken by a consultant 
➢ Consultants should not review their “own” cases, whether or not 

they were personally involved in the patient’s care 
➢ Significant findings of reviews should be presented and minuted at 

Care Group Governance and Mortality meetings 
➢ The review should be formative but challenging for the purposes of 

continuous improvement. 
➢ Lessons learned should be clearly documented and escalated 
➢ Each must review must use the standardised SJCR proforma  

The aim of this screening review is to establish whether the care delivered 
was timely and according to current best practice.  

The reviewer will be required to provide an overall score for the quality of the 
care provided on a scale of 1 to 5 as below (Royal College of Physicians 
2016):  https://www.rcplondon.ac.uk/projects/outputs/national-mortality-case-
record-review-nmcrr-programme-resources 

1 Very poor care  
2 Poor care  
3 Adequate care  
4 Good care  
5 Excellent care  

The reviewer also will be asked whether any harm occurred from omissions or 
actions in care delivered which impacted on the patient’s death for example a 
patient fall or medication error with harm.  

If a patient received poor or very poor care, or if harm is observed from the 
review this should be reported, if not done already, on the Datix incident 
reporting system.  
The patient safety team will check this has occurred when deaths with poor 
care and/or harm are collated for secondary review. 

Likewise where harm has occurred the Datix report will prompt the incident 
handler to consider whether a Duty of Candor is invoked. 

The Safety Team will compile monthly summary reports of peer review activity 
in terms of % of deaths undergoing initial review in each Care Group for 
submission to Divisional Governance and performance review meetings 
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4.1.2 Follow-up / escalation following initial screening review 

The process following the initial screening review is managed according to the 
overall quality of care score as outlined in the flowchart in Appendix 4  

Cases where the care is assessed as adequate, good or excellent and there 
was no harm related to the patient’s death will result in no additional 
investigation unless raised through the mandatory review triggers, random 
selection for review for quality assurance purposes, a request from an 
external agency or when a secondary review is triggered by the complaints 
process.  

Cases where harm was noted relating to care and/or where the overall care 
was assessed as poor or very poor will be subject to a secondary SJCR. This 
will be coordinated by the Patient Safety Manager who will compile and 
circulate weekly lists of cases for review by the Mortality Quality Assurance 
Group. 

4.1.3 Mortality Quality Assurance Group and secondary SJCR 

This group has been formed to undertake the secondary SJCR process and 
to provide the Board with assurance regarding the effectiveness of the 
Mortality Peer Review process. Terms of reference for this group are 
contained in Appendix 3. 

The group will review all deaths and undertake secondary SJCR in the 
following groups: 

• Cases where harm was noted relating to care or the overall care 
was assessed as poor or very poor  

• Elective admissions that have resulted in death 
• Hospital associated VTE deaths occurring within 90 days of 

discharge  
• Serious Incidents that have resulted in death 
• Deaths which are subject to a Coroner’s Inquest 
• Deaths where the patient has been identified as having a learning 

disability (in conjunction with the LeDeR process) 
• Deaths where the patient has a serious mental illness 
• Deaths in a particular speciality, treatment or diagnosis group that 

have alerted on the monthly SHMI Mortality Alert Group report 
• Deaths where families have raised a significant concern about the 

quality of care provision  
• Deaths in under 18s 

In addition the group will review a sample of deaths that have been peer 
reviewed and deemed not preventable and will ascertain whether the 
group agree with initial findings. 
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The parent team involved in the patients care will be invited to participate 
in the secondary review process; however the responsibility for attributing 
an avoidability score will remain independent of the treating team and sit 
with the core members of the Mortality Quality Assurance Group.  

The secondary SJCR will be led by a clinician trained in the methodology 
using the Royal College of Physicians programme. 

The Mortality Quality Assurance Group will undertake the secondary 
SJCR in line with published RCP methodology and will make a decision 
as to which of the following RCP categories the patient's death best fits:  

Score 1 Definitely avoidable     
Score 2 Strong evidence of avoidability    
Score 3 Probably avoidable (more than 50:50)     
Score 4 Probably avoidable but not very likely     
Score 5 Slight evidence of avoidability      
Score 6 Definitely not avoidable  

The structured output of this MDT secondary SJCR will include this 
classification and will also include (Appendix 2): 

- Clinical areas of concern 
- Key lessons to be learnt 
- Suggested action plan (Care Group, Divisional and Trust as indicated) 

Should the secondary SJCR identify issues or incidents which reach the 
threshold for a SI or where Duty of Candour is relevant it will be the 
responsibility of the Patient Safety Manager to initiate these processes 
and ensure a DATIX incident notification is completed  

4.2 Serious Incident Investigation 

If on reviewing any death as part of the peer review process, Quality 
Assurance process or on reviewing DATIX submissions should it become 
apparent that the consequences of the death are so significant to patients, 
families, carers or staff or the potential for learning is so great that a 
heightened level of response is required the death will be declared as a 
serious incident and escalated and investigated as per the trust incident 
reporting policy and serious incident policy.  
Please see the Serious Incident policy for more information. 

4.3 Mortality Alert Group 

The Mortality Alert Group will oversee the system and process for the 
reporting of procedural, diagnostic, mortality and the new patient safety 
related alerts 
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To make informed decisions in response to alerts as to whether the 
following should be undertaken: 

• Observation of alert 
• Conduct a case note review 
• Undertake a Coding Audit 
• Undertake Full Clinical Audit 

Each alert will be discussed openly and will be supported by robust corporate 
information and followed by a clear plan of action for the clinical speciality to 
undertake. 

The group will manage, monitor and audit (where applicable) alerts from other 
external agencies e.g. CQC, NHSi. 

Utilising the reports provided HED (in full), the group will also proactively 
review diagnosis that are alerting at a lower confidence level of 90.  

In addition to this, general performance relating to HSMR (Hospital 
Standardised Mortality Ratio), SHMI (Summary Hospital-level Mortality 
Indicator), and crude mortality will be monitored. 

4.4 Reporting 

Appendix 5 illustrates the reporting structure for Learning from Deaths 

4.4.1 Datix reporting  

If the Initial Screening review gives an overall care score of 1-2 and/or 
identifies harm caused by a problem with care it will be reported on Datix. 
Likewise any death identified as being more likely to be avoidable than not 
(i.e., RCP avoidability score equal to or less than 3) by the secondary SJCR 
will be reported on Datix. 

In addition, any mortality case review where an incident resulting in harm has 
been identified will be reported on Datix. All other cases will be reviewed and 
actioned by the Care Group through the governance lead and existing Care 
Group Mortality and Morbidly meetings.  

4.4.2 Individual SJCR 

SJCR reports from each case undergoing secondary SJCR review will be fed 
back to the relevant Care Group by the governance and/or mortality lead. 
Relevant learning points and actions will presented and minuted at Care 
Group Governance and Mortality meetings 
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Where more widely applicable, lessons learnt will be communicated to the 
wider trust via the Patient Safety Bulletin and via divisional governance 
meetings cascading lessons and actions to the care groups. 

4.4.3 Monthly Reporting 

Care group and specialty level data regarding the proportion of deaths 
undergoing primary screening reviews will be reported at Divisional 
Governance and Deterioration and Mortality group. 

A monthly Trust overview will be presented at Deterioration and Mortality and 
Patient Safety in the format of the National Quality Board Learning from 
Deaths Dashboard (https://www.england.nhs.uk/wp-content/.../nqb-learning-
from-deaths-dashboard.xlsx) 

This monthly report will also contain a summary of lessons learnt and an 
action log with regards to actions arising  

4.4.4 Learning from Death Reports  

The Patient Safety Team, with the Clinical Lead, will produce a quarterly 
report of trust-wide mortality review findings which will be presented to the 
Quality Governance Committee and the Board (appendix 6) before being 
published on the trust website and summarized in the Annual Quality Account. 

These reports will include 

• The total number of deaths  
• The number of initial mortality reviews performed  
• How many deaths were judged to have overall poor or very poor care  
• The number of deaths undergoing secondary SJCR review 
• The number of ‘Probably Avoidable’ deaths – RCP SJCR Score </=3  
• Themes and trends arising from the reviewed cases  
• A summary of the key findings of cases with an RCP SJCR score of 3 

or less 
• Any learning points, recommendations and actions from the above 

cases 
• Assurance that action plans and the Duty of Candour process have 

been completed for the above cases 

The report is to be presented to the Deterioration and Mortality Group 
Meetings, Divisional Governance Meetings, and the findings escalated to the 
Quality Governance Committee and board.  

A quarterly Trust overview will be published in the Trusts website in the format 
of the National Quality Board Learning from Deaths Dashboard (https://
www.england.nhs.uk/wp-content/.../nqb-learning-from-deaths-
dashboard.xlsx), along with a summary of lessons leant and actions 
undertaken with regards to avoidable deaths 
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4.4.5 Cluster Reviews Triggered by Mortality Alerts 

Findings of “cluster reviews” triggered by mortality alerts will be presented to 
the Mortality Alert Group and Deterioration and Mortality Group, and shared 
with the relevant Care Group who will be responsible for delivering an 
appropriate action plan. The Mortality Alert Group will continue to monitor 
mortality within that specialty/condition to ensure improvement is seen. 

4.5 Family and Carer Involvement 

The Trust will engage meaningfully and compassionately with bereaved 
families and carers in relation to all stages of responding to a death.  

Bereaved families and carers will be informed about the Trust process for 
Learning from death in the Bereavement information booklet (Appendix 7 to 
be incorporated into booklet).  

If a secondary SJCR is indicated, the bereaved family and/or carers will be 
informed and invited to be involved with the review and offered a summary of 
the report (appendix 7). The Patient Safety Team will act as the single point of 
contact and liaison for this process. 

Families and Carers must be dealt with respect, sensitivity and compassion 
and should be treated as partners in an investigation, if they so wish, as they 
can offer a unique and equally valid source of information.  

All deaths reported as serious incidents will be communicated to the bereaved 
family or carer as part of the duty of candour requirements and they will have 
the opportunity to have their concerns investigated.  

Bereaved family and carers who choose to make formal complaints will have 
their concerns investigated and this will include a mortality review. This should 
be included in the Management of Complaints, Concerns, Comments and 
Compliments Policy (Ref 751) available on the intranet. 

4.6 Supporting Staff 

The trust recognises that being involved in the care of a patient who dies can 
be stressful and upsetting for the staff involved. The Learning from Deaths 
Process is a formative learning process and will focus on providing a 
supportive environment and process within which staff can openly discuss, 
reflect on and learn from cases where patients have died;  Acknowledging that 
most problems in care will derive from systems and processes, not individual 
negligence or reckless behaviour. 
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The Mortality Quality Assurance Group will operate an ‘open door’ policy with 
regards to the involvement of staff involved in the care of a patient who has 
died, with all such staff being welcome to participate in the process as 
outlined above. 

Confidential support for staff affected by the death of patients is available via 
the staff counselling service and where required the Deputy Medical Director 
and Divisional Chief Nurse will arrange support for staff development through 
the existing mentor scheme. 

5.  Roles and Responsibilities 

The Deterioration and Mortality Group will have oversight of the review 
process, supported by the Patient Safety Team. 

5.1   Board of Directors 

The Board should ensure that the organisation: 

Has an existing Board-level leader acting as Patient Safety Director to take 
responsibility for the learning from deaths agenda 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 record 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;  
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Shares relevant learning across the organisation and with other services 
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 
families and carers in relation to all stages of responding to a death;  

Acknowledge that an independent investigation (commissioned and delivered 
entirely separately from the organisation(s) involved in caring for the patient) 
may in some circumstances be warranted, for example, in cases where it will 
be difficult for an organisation to conduct an objective investigation due to its 
size or the capacity and capability of the individuals involved; and,  

Works with Commissioners to review and improve their respective local 
approaches following the death of people receiving care from their services. 
Commissioners should use information from providers from across all deaths, 
including serious incidents, mortality reviews and other monitoring, to inform 
their commissioning of services. This should include looking at approaches by 
providers to involving bereaved families and carers and using information 
from the actions identified following reviews and investigations to inform 
quality improvement and contracts etc. 
 
5.2   Non-Executive Director: Mortality 

The Non-Executive Director with responsibility for Learning from Deaths 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 published information – that it fairly and accurately reflects the 
organization’s approach, achievement and challenges. 

5.3   Medical Director  

Has executive responsibility for the mortality review process and 
implementation of improvements, ensuring that learning from mortality 
reviews is integral to the Trust’s clinical governance and quality improvement 
work. 

Operational responsibility for the mortality review program, including 
reporting its findings and implementing improvements, is delegated to the 
Deputy Medical Director and Patient Safety Manager. 

5.4   Deputy Medical Director: Patient Safety  
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The post holder will provide medical oversight and knowledge in relation to 
all stages of the review process to ensure that there is appropriate and 
proportionate scrutiny of medical practices.  

They will also act as chair for the Mortality Quality Assurance Group and 
Deterioration and Mortality Group, providing a medical perspective on the 
strategic development of the mortality review process.  

They will ensure that the Medical Director is kept up to date with progress 
regarding the implementation of this policy and on any individual safety 
issues that require the Medical Director’s attention.  Where appropriate 
they will lead specific investigations that require medical leadership to 
ensure that they are conducted with sufficient rigor. 

5.5    Patient Safety Manager 
  
This role is responsible at an operational level for the implementation of this 
policy as described above. 

They will collate reports on behalf of the Mortality Quality Assurance Group 
Mortality Alert Group and deterioration and Mortality Group. They will ensure 
they outcomes are embedded in reports for the Trust Board and its sub 
committees.  

They will provide information and on-going support for the bereaved during 
the SJCR process and arrange meetings and written 
Communication. 

5.6  Directorate Clinical Governance/Mortality/Patient Safety Leads 

Should ensure there are timetabled Mortality and Morbidity review meetings 
within their Care Group, these are minuted and minutes submitted to their 
Care Group Clinical Governance Meeting. 

A process is in-place to allocate an appropriate peer to review each death 
within the mandated timeframe (i.e. within 30 working days of death) and 
details recorded on the mortality section of the Mortality Database 
accordingly. 

They will ensure all SJCRs are discussed in the directorate governance 
meeting and the action plan is agreed and implemented. 

They will also produce a quarterly report of the SJCRs which have occurred in 
their directorate and what action has ensued. 

Will ensure clinical teams are aware their patients case is to be reviewed with 
a secondary SJCR and ensure the clinical team is invited to participate in the 
review process 
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They will ensure this policy is communicated to all consultant and junior 
medical staff. 

5.7 Divisional General Managers 

Are responsible for ensuring mortality peer review is a standing item on Care 
Group performance review meetings and a regular item on divisional quality 
governance meeting agenda.  They are also responsible for escalating issues 
of concern to the Deterioration and Mortality Group.    

5.8 General Managers 

Are responsible for ensuring minutes of Directorate Mortality and Morbidity 
meetings are received by their directorate governance meeting. 

5.9 Bereavement Office 

Staff in the Bereavement Office will be responsible for initiating the review 
process by generating section A of the electronic record.   They will also liaise 
with the certifying doctor to ensure section B is completed. 

6.  Associated documentation and references 

This policy should be read in conjunction with:- 

• Do Not Attempt Resuscitation  (DNAR) policy 
• National Early Warning Score (NEWS) escalation for the 

deteriorating patient (including Surviving Sepsis protocol) 
• Duty of Candour policy 
• Serious Incident policy 
• The Learning Disability Mortality Review (LeDeR programme) policy 
• Management of Complaints, Concerns, Comments and 

Compliments Policy (Ref 751) 

7. Training and Resources 

Members of the Mortality Quality Assurance Group will receive training the 
use of the RCP SJCR methodology 

Junior doctors will receive training on this policy as part of the induction 
process, both Trust wide and locally. 

8. Monitoring and Audit 

Adherence to this policy will be monitored via the Deterioration and Mortality 
Group. 
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Overview reports of lessons learned will be distributed to appropriate 
directorate, divisional and Trust governance meetings on a quarterly basis. 

The trusts aim is review all deaths within a 30 working day period following a 
patient’s death – on occasion this may not be possible or practical (IE if 
awaiting a coroner’s inquest / results of a coroners post mortem ect) 
In light of this for assurance purposes the target will be for 90% of deaths to 
receive formal peer review within 3 months of death. 

The following RAG rating will apply to care group and Trust performance 

>90%   Green 
80-90%  Amber 
<80%   Red 

This is in line with the Mortality Peer Review KPIs reported in the Trust’s 
previous Quality Accounts. 

9. Equality and Diversity 

The Trust is committed to an environment that promotes equality and 
embraces diversity in its performance as an employer and service provider. It 
will adhere to legal and performance requirements and will mainstream 
equality and diversity principles through its policies, procedures and 
processes. This policy should be implemented with due regard to this 
commitment. 
  
To ensure that the implementation of this policy does not have an adverse 
impact in response to the requirements of the Equality Act 2010 this policy 
has been screened for relevance during the policy development process and 
a full Equality Impact Analysis conducted where necessary prior to 
consultation.  The Trust will take remedial action when necessary to address 
any unexpected or unwarranted disparities and monitor practice to ensure that 
this policy is fairly implemented.   
  
This policy and procedure can be made available in alternative formats on 
request including large print, Braille, moon, audio, and different languages.  To 
arrange this please refer to the Trust translation and interpretation policy in 
the first instance.  
  
The Trust will endeavour to make reasonable adjustments to accommodate 
any employee/patient with particular equality and diversity requirements in 
implementing this policy and procedure.  This may include accessibility of 
meeting/appointment venues, providing translation, arranging an interpreter to 
attend appointments/meetings, extending policy timeframes to enable 
translation to be undertaken, or assistance with formulating any written 
statements. 
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9.1.Recording and Monitoring of Equality and Diversity 

The Trust understands the business case for equality and diversity and will 
make sure that this is translated into practice. Accordingly, all policies and 
procedures will be monitored to ensure their effectiveness.  
  
Monitoring information will be collated, analysed and published on an annual 
basis as part of Equality Delivery System.  The monitoring will cover all 
strands of equality legislation and will meet statutory employment duties under 
the Equality Act 2010.  Where adverse impact is identified through the 
monitoring process the Trust will investigate and take corrective action to 
mitigate and prevent any negative impact. 
  
The information collected for monitoring and reporting purposes will be treated 
as confidential and it will not be used for any other purpose. 
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Appendix 1 Initial Screening Review 

Part A: Patient Information 
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Part B: Death Certification 
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Part C: Initial Screening Review (to be added to ICE) 

Mortality Review Primary Screen  

Did the patient have a learning disability?  
No – No indication of a learning disability 
Yes – Clear or possible indications of a learning disability.  

Did the patient have a serious mental health issue?  
No – No indication of a severe mental health issue 
Yes – clear or possible indications of a severe mental health issue.  

Is the patient under 18 years old?  
No - the patient is 18 years or older 
Yes – the patient is under 18 years old 

Please provide a brief overview of the case: 
(Text box) 

Please record your explicit opinion about the quality of care the patient 
received overall and whether it was in accordance with current good practice. 
If there is any other information that you think is important or relevant that you 
wish to comment on then please do so. 

Phase of care: Admission and initial management (approximately the 
first 24 hours) 

(Drop down menu) 
Please rate the care received by the patient during this phase. 1 = very poor 
care 2 = poor care 3 = adequate care 4 = good care 5 = excellent care or NA 
= Not applicable 

Comments – 

Phase of care: On-going care 

(Drop down menu) 
Please rate the care received by the patient during this phase. 1 = very poor 
care 2 = poor care 3 = adequate care 4 = good care 5 = excellent care or NA 
= Not applicable 

Comments – 
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Phase of care: Care during procedures 

(Drop down menu) 
Please rate the care received by the patient during this phase. 1 = very poor 
care 2 = poor care 3 = adequate care 4 = good care 5 = excellent care or NA 
= Not applicable 

Comments –  

Phase of care: Perioperative care 

(Drop down menu) 
Please rate the care received by the patient during this phase. 1 = very poor 
care 2 = poor care 3 = adequate care 4 = good care 5 = excellent care or NA 
= Not applicable 

Comments –  

Phase of care: End-of-life care 

(Drop down menu) 
Please rate the care received by the patient during this phase. 1 = very poor 
care 2 = poor care 3 = adequate care 4 = good care 5 = excellent care or NA 
= Not applicable 

Comments –  

Phase of care: Assessment of Overall Quality of Care 

(Drop down menu) 
Please rate the care received by the patient during this phase. 1 = very poor 
care 2 = poor care 3 = adequate care 4 = good care 5 = excellent care or NA 
= Not applicable 

Comments –  

Assessment of problems in healthcare 

Were there any problems with the care of the patient?  
No (please stop here)  
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Yes (please continue below) 
(Drop down menu) 

Did any problem with care lead to patient harm? 

No / Probably / Yes 
(Drop down menu) 

Please explain  
(text box) 

Which of the following categories does the problem causing harm fit 
best into: 
(Drop down menu) 

1. Problem in assessment, investigation or diagnosis (including assessment of 
pressure ulcer risk, venous thromboembolism (VTE) risk, history of falls)  
2. Problem with medication / IV fluids / electrolytes / oxygen (other than 
anaesthetic)  
3. Problem related to treatment and management plan (including prevention 
of pressure ulcers, falls, VTE)  
4. Problem with infection management  
5. Problem related to operation / invasive procedure (other than infection 
control)  
6. Problem in clinical monitoring (including failure to plan, to undertake, or to 
recognise and respond to changes)  
7. Problem in resuscitation following a cardiac or respiratory arrest (including 
cardiopulmonary resuscitation (CPR))  
8. Problem of any other type not fitting the categories above (including 
communication and organisational issues)  
9. Other 
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Appendix 2 Secondary SJCR Output 

Part D; Secondary SJCR Documentation 

Brief summary of circumstances surrounding this patient’s admission 
and death 
(Text box) 

Was this Death: 
Score 1 Definitely avoidable     
Score 2 Strong evidence of avoidability    
Score 3 Probably avoidable (more than 50:50)     
Score 4 Probably avoidable but not very likely     
Score 5 Slight evidence of avoidability      
Score 6 Definitely not avoidable 
(Drop down menu) 

What, if any, lessons can be learnt from this patients care and if 
applicable how was their death avoidable? 
(Text box) 

Please select Lessons Learned category 
(Drop down menu) 

Suggested action plan 
(Table) 
Suggested Action / Suggested Directorate/Division / Action Reports To 

Communications plan for lessons learned 
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Appendix 3: Mortality Quality Assurance Group Terms of Reference  

COMMITTEE TERMS OF REFERENCE

Committee Name: Mortality Quality Assurance Sub-Group 

Constitution: The Board hereby resolves to establish a Sub-Group of the 
Deterioration and Mortality Group to be known as the 
Mortality Quality Assurance Sub-Group

Purpose: The Sub-group will be responsible for providing assurance to 
the trust that the Mortality Peer review process remains 
effective and lessons learned are appropriately disseminated

Membership: Core members: 
♦ Deputy Medical Director (Chair)* 
♦ Patient Safety Manager* 
♦ Consultant Anaesthetist (Deputy Chair)* 
♦ Lead Nurse Palliative Care 
♦ Senior Pharmacist 
♦ Learning Disabilities Nurse 
♦ Senior nurse – Matron or above 
♦ Head of Clinical Effectiveness 
* At least one must be present at each meeting. 

Extended membership 
♦ Care Group Governance Leads 
♦ Care Group Mortality Leads 
♦ CCG representative – deputy chief nurse 

Clinical teams responsible for the care of patients discussed 
by the group will be invited to attend to participate in the 
secondary review process, however the responsibility for 
attributing an avoidability score will remain independent of 
the treating team and sit with the core members of the 
Mortality Quality Assurance Group

Attendance: The Mortality Quality Assurance Sub-Group will allow for 
Deputies to attend in the absence of the above members. 

Other personnel may be co-opted onto the Sub-Group to 
discuss specialist topics.

Quorum: A quorum shall be 33% of the core membership (2), including 
the chair or nominated deputy.  
Attendance is expected of all full members at 75% 
attendance.    

Frequency: Weekly 
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Duties: The remit of the Mortality Quality Assurance Sub-Group will 
be to oversee the mortality review process. The Sub-groups 
key responsibilities will be:  

♦ To provide assurance that the established mortality 
peer review system is adhered to throughout the 
organisation. 

♦ The group will review all deaths and undertake 
secondary SJCR in the following groups: 

o Cases where harm was noted relating to 
care or the overall care was assessed as 
poor or very poor  

o Elective admissions that have resulted in 
death 

o Serious Incidents that have resulted in 
death 

o Deaths which are subject to a Coroner’s 
Inquest 

o Deaths where the patient has been 
identified as having a learning disability (in 
conjunction with the LeDeR process) 

o Deaths where the patient has a serious 
mental illness 

o Deaths in a particular speciality, treatment 
or diagnosis group that have alerted on the 
monthly SHMI  Mortality Alert Group report 

o Deaths where families have raised a 
significant concern about the quality of 
care provision  

o Deaths in under 18s 
o An agreed % of all other deaths 

♦ The output of the Group’s SJCR process will be to  
o Assess the avoidability of the deaths 

reviewed 
o Report clinical areas of concern 
o Identify key lessons to be learnt 
o Suggest an initial action plan  

♦ To ensure the electronic capture of peer review data 
is current and fit for purpose  

♦ To ensure that Relatives and Carers of the deceased 
are fully involved and informed of the process 

♦ To perform a review of the mortality review process 
when necessary in order to meet internal and 
external objectives 

♦ To ensure key lessons learnt from the mortality 
review process are disseminated appropriately 
throughout the organisation at every level 

♦ To ensure the mortality review policy is regularly 
reviewed to take account of any changes to the above
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Reporting 
arrangements:

A summary of each case discussed at the Mortality Assurance 
Sub-Group (including lessons learnt) shall be formally 
recorded and submitted to the Deterioration and Mortality 
Group. 

Please see Learning from Deaths Policy for further details of 
reporting 

The Chairs log will be reported to appropriate committees – 
as per the Assurance and Escalation Policy. 

Date ratified: 
By the 
Deterioration and 
Mortality Group
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Appendix 4: Mortality Peer Review Process and Management of Issues/
Actions arising from Peer Review 
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Initial review generated a 
score of less than 3 or fell 
into one of the mandatory 
2nd review categories

2nd stage review to be 
undertaken by QA 
group

Initial review generated a 
score of 3 or more and 
didn’t fall into one of the 
mandatory 2nd review 
categories 

Review 
complete

Patient RIP

Bereavement officer initiates Part A of the 
MPR database electronically 

Junior Doctor discusses with senior clinician and 
completes Part B of the database

Patient Safety team produce a list for discussion 
and sent to mortality leads

Directorate mortality lead distributes the 
cases to each clinician to complete part C of 

the database (initial review)

Overview of MPRs and all outcomes 
monitored through Governance structure

Review 
complete

30 working 
days

1 week
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BLUE CLINICAL ISSUE – STANDARD LETTER 
Dear (Care Group Mortality Lead) 

Patient details 

The above patient’s care has reviewed been by the Mortality Quality Assurance 
Group as part of the Structured Casenote Mortality Review process.  

The outcome of structured review is attached. 

The following issue(s) with care were identified which the Mortality Quality 
Assurance Group feel can be addressed at a Care Group level : 

1. 

2. 

3. 

4. 

Please can you discuss the case and the relevant issues in your next governance/
Mortality meeting and develop an action plan to be recorded in your Care Group 
Governance action log and monitored through your Care Group governance 
meetings. 

Best regards 

Chair - Mortality Quality Assurance Group 

Attached 

Mortality Quality Assurance Group SJCR review output 

Trust action plan template 

CC 

Care Group CD, Speciality clinical lead , Speciality Governance lead, Divisional 
Governance lead, Divisional Chief of Service 
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AMBER CLINICAL ISSUE – STANDARD LETTER 

Dear (Care Group Mortality Lead) 

Patient details 

The above patient’s care has reviewed been by the Mortality Quality Assurance 
Group as part of the Structured Casenote Mortality Review process.  

The outcome of structured review is attached. 

The following issue(s) with care were identified which Mortality Quality Assurance 
Group feel need presenting and discussing at Divisional Governance, before being 
actioned within the Care Group: 

1. 

2. 

3. 

4. 

Please can you discuss the case and the relevant issues in your next governance/
Mortality meeting and develop an action plan to be presented at Divisional 
Governance before being entered on you Care Group Governance action log and 
monitored through your Care Group governance meetings. 

Best regards 

Chair - Mortality Quality Assurance Group 

Attached 

Mortality Quality Assurance Group SJCR review output 

Trust action plan template 

CC 

Care Group CD, Speciality clinical lead , Speciality Governance lead, Divisional 
Governance lead, Divisional Chief of Service 
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RED CLINICAL  ISSUE – STANDARD LETTER 

Dear (Care Group Mortality Lead) 

Patient details 

The above patient’s care has reviewed been by the Mortality Quality Assurance 
Group as part of the Structured Casenote Mortality Review process  

The outcome of structured review is attached. 

The following issues with care were identified: 

1. 

2. 

3. 

4. 

A Datix has been submitted outlining these concerns with ref: WEBxxxx 

The risk team will support the decision whether a FRCA is required. Please can you 
discuss the case and the relevant issues in your next governance/Mortality 
meeting. 

If no FRCA is required, please submit an action plan  within the next 28 days for 
review by the Mortality Quality Assurance group (please submit to Suzanne 
Fairclough) 

If an FRCA is required, follow the Trust governance processes and submit action 
plan to Mortality Quality Assurance group for assurance when approved 

Following review by the Mortality Quality Assurance Group action plans will be 
monitored in the Divisional Governance Meetings or the Patient Safety 
Subcommittee as determined appropriate by the Mortality Quality Assurance group. 

Best regards 

Chair - Mortality Quality Assurance Group 

Attached 

Mortality Quality Assurance Group SJCR review output / FRCA template /Trust 
action plan template 

CC 

Care Group CD, Speciality clinical lead , Speciality Governance lead, Divisional 
Governance lead, Divisional Chief of Service 
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Appendix 5 Mortality Reporting Arrangements 

!  
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Appendix 6 – Learning from Deaths Board Report  

!  

Quarterly Avoidable Deaths Case Summaries (Completed for each death with RCP 
score of 3 or less) 

Case Details

Admitting Care Group

Case Synopsis 

Lessons Learnt 

Duty of Candour 
Completed

Yes / No
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Action Plan (should address any lessons learnt)

Key 
Action

How 
this 
will be 
achiev
ed

What 
expect
ed 
outco
me will 
be

What 
eviden
ce will 
suppor
t this

Wh
o 
will 
lead 
this

Timescal
es this 
will be 
achieved 
within

Action 
monitore
d by 
(group / 
Committ
ee)

Rag 
Rating 
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Appendix 7 - Care Review – Bereavement Information  

All hospitals are required to review the care of people who have died in 
hospital. We do this to ensure we learn more about the circumstances and 
manner of the death. We want learn from any good practice or to identify and 
improve upon any examples of poor care. Please do let the Bereavement 
team know if you have any concerns about any aspects of care during the last 
hospital admission.  

All hospitals have a duty to be open and honest in the event of any incident 
where harm has been caused to a patient any moderate or severe harm will 
be reported to relatives under something called ‘duty of candour. This means 
that every healthcare professional must be open and honest when something 
that goes wrong. This involves saying sorry, exampling what has happened 
and ensuring that there is an appropriate remedy or support to put it right, if 
possible.   

A specialist doctor independent of those who cared for your relative/friend will 
examine the patient’s notes and judge whether anything could have been 
done better.  

Most of the time, the reviews show that the care was good and that there are 
no concerns. But sometimes, the review highlights that there are things that 
could have been better.  

If this happens , an independent review group, made up of senior doctors 
(consultants ) and other healthcare professionals  will perform a detailed 
review of the patient’s  notes and decide if care was adequate or not.  The 
review will give recommendations to help make sure that this doesn’t happen 
again. It’s really important that we learn from this so we can ensure our 
patients receive the best care possible.  

We will write to the next of kin if this review is going ahead. You can be 
involved in the review and see the summary of the report if you would like to. . 
We will let you know if there are any concerns raised and we will offer to 
discuss these concerns with you. You will be given a name and number to call 
if you want to discuss any of these concerns.   

There are some patient groups whose death has to be investigated in detail 
by an independent review. These groups include: people aged less than 18, 
pregnant women, those with learning difficulties, those whose family have 
serious concern about the care provided, and those who deteriorated 
unexpectedly or where a coroner’s inquest is held.  

We know that these reviews can be concerning at an already difficult time. We 
will do everything we can to prevent any further distress to you. We believe 
these reviews are important and they help us to improve our care for all 
patients.  
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Appendix 8: Form letter for Bereaved Families Regarding SJCR Reviews 

Dear XXX  

We would like to offer our deepest sympathy and condolences at the recent 
loss of your xxx  

We know that this is a very difficult time for you and we don’t wish to cause 
any further distress. However, we are writing to you because we want to let 
you know that we are reviewing the case of XXX 

All hospitals are required to review the notes (records) of patients who have 
died in hospital. This is so they can offer an opinion about whether the care 
provided was of the highest possible standard.  

The reviews look for examples of really good care or practice that we can 
share across our hospitals. These reviews may also highlight things that we 
could have done better – it’s really important that we learn from this so we can 
ensure our patients receive the best care possible.  

An independent group of senior doctors (consultants) and other healthcare 
professionals, who have not been involved in xxx’s care before, will examine 
the notes of xxxx and put together a report. This usually takes xxx time  

Most of the time the reviews find that care is good. But sometimes, reviews do 
highlight concerns. We will let you know if there are any concerns raised and 
we will offer to discuss these concerns with you. You will be given a name and 
number to call if you want to discuss any of these concerns.   

If there are any issues, the review will give recommendations, which will help 
to make sure that this doesn’t happen again. It’s really important that we learn 
from reviews so we can ensure our patients receive the best care possible.  

You can be involved in this review if you would like to and you can also have a 
copy of the summary of the final report. Please contact us on the number 
below (is there an email too – they might not want to speak to anyone) if you 
would like to be involved.  
                                                                                                                                                                                       
We are sorry if receiving this letter causes you any further distress but we 
want to make sure you are aware of the review and give you an opportunity to 
get involved if you would like to.   

We believe these reviews are important and they help us to improve our care 
for all patients.  
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.  
Should you wish to discuss this review your contact point for the Patient 
Safety Team who coordinate this work is 0151 XXXXXX. Support is available 
from the Bereavement Office at 0151 XXXXXX and also from the hospital 
PALS team on 0151 XXXXXX.  

Once again, we would like to offer our deepest sympathies to you at this time.  

Yours sincerely  

Dr Paul Fitzsimmons – Deputy Medical Director, Chair Mortality Quality 
Assurance Group 
Mr Arran Banks – Patient Safety Manager  
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Appendix 9 

Document History and Version Control for Development of Trust 
Policies, Protocols and Procedures 

Review Process Prior to Ratification: 

 

Version Date Comments Author

Draft 0.1 19/10/201
7

1st draft for comments P Fitzsimmons

1.0 7/11/2017 Final draft for addition of appendix P Fitzsimmons

2.0 1/3/2017 Minor amendments to reflect 
management of actions following 
peer review

P Fitzsimmons

Name of Group/Department/Specialist 
Committee

Date

Mortality QA Group 08/11/2017

Deterioration and Mortality Group 14/11/2017

Patient Safety Sub Committee 21/11/2017
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