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Purpose of Report The purpose of this report is to provide the Board with a 
summary of the requirements of the National Guidance on 
Learning from Deaths and includes the proposed Mortality 
review Policy for approval. 

Recommendation  The Board is recommended to: 

• Note the requirements of the National Guidance on Learning 
from Deaths and the proposed revised Mortality Review Policy 
(draft – see Appendix 1). 
• Support the on-going work that is currently taking place, in 
particular developing an approach to case notes review, 
reviewing and strengthening support to bereaved families and 
improvements to the reporting and presentation of mortality 
data. 
• Approve the proposed reporting cycle. 

Consultation 
Undertaken to Date 

National Guidance on Learning from Deaths and a gap analysis 
between current policy and the requirements has been 
reviewed by the Mortality Review Oversight Committee. 

Date(s) at which 
previously discussed by 
Trust Board / Committee 

Not previously discussed. 

Next Steps The draft policy (Appendix 1) will now following the Trust’s 
formal approvals process that includes consultation with key 
stakeholders.  A final version will be shared with the Board for 
information once this has concluded. 
 

The Board will receive ongoing assurance through the Mortality 
Review Oversight Committee. 

  

Executive Summary 

In March 2017 the National Quality Board (NQB) published National Guidance on Learning 
from Deaths. This guidance includes specific guidance for the responsibility of Trust Boards.  
This report sets out to advise the Board of Directors on their responsibilities together with the 
Trust’s position against the key requirements of this guidance. This report also includes the 
revised Mortality Review policy, updated in line with the requirements set out by the National 
Quality Board. 
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Financial Risks Non identified 

Key Risks  Risk ID 6213 – Principal Risk (Clinical Governance) 

Risk ID 6245 (incident and SI administration and management) 

Risk ID 5536 Failure to comply with Duty of Candour 

Disclosure Statement Learning from Death guidance and gap analysis by Head of 
Clinical Governance has been presented to Mortality Review 
Oversight Committee 

Equality and Diversity 
Statement 

An Equality Impact Assessment has been completed for the 
Mortality review policy. 
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National Guidance on Learning from Deaths 
 

1 Introduction / Background 

The Trust currently has a programme of mortality review and the Trust Board receives a 
monthly report on mortality through the integrated performance report. In March 2017 the 
National Quality Board (NQB) published National Guidance on Learning from Deaths. This 
guidance was launched at a national conference on 21st March 2017.  This guidance 
includes specific guidance for the responsibility of Trust Boards.  This report sets out to 
advise the Board of Directors on their responsibilities together with the Trust’s position 
against the key requirements of this guidance. In summary, the Board’s responsibilities are: 

 Ensuring their trust has robust systems for recognising, reporting and reviewing or 
investigating deaths where appropriate; 

 Ensuring their trust learns from problems in healthcare identified by reviews or 
investigations as part of a wider process that links different sources of information to 
provide a comprehensive picture of their care. 

 
 In this context ‘learning’ means taking effective, sustainable action (via appropriately 

resourced quality improvement work) to address key issues associated with problems in 
care. 

 Providing visible and effective leadership to support their staff to improve what they do. 

 Ensuring the needs and views of patients and the public are central to how the trust 
operates. 

The requirements of the new guidance are consistent with the work the Trust has already 
commenced in view of the previously high mortality rates experienced at RCHT. The 
requirements also support the Trust’s approach to implementing a human factors approach 
to serious incident investigations and analysis and classification of findings. 

2 National Quality Board Guidance – Mortality Governance  

2.1 Board Leadership  

 
The guidance states that Trusts should ensure their governance arrangements and 
processes include, facilitate and give due focus to the review, investigation and reporting of 
deaths, including those deaths that are determined more likely than not to have resulted 
from problems in care. Trusts should also ensure that they share and act upon any learning 
derived from these processes. Specific expectations of Board leadership are clearly defined:  
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 Identify an existing board-level leader acting as patient safety director – this is Dr 
Malcolm Stewart, Executive Medical Director;  

 Identify an existing non-executive director to take oversight of progress – this is Jim 
McKenna, Chairman and Chair of the Quality Assurance Committee.   

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

 Ensure there is a systematic approach to identifying those deaths requiring review;  

 Adopt a robust and effective methodology for case record reviews of all selected deaths  

 Ensure case record reviews and investigations are carried out to a high standard;  

 Ensure that mortality reporting in relation to deaths, reviews, investigations and learning 
is regularly provided to the public session of the Board  

  Ensure 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  

 Share relevant learning across the organisation and with other services  

 Ensure 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;  

 Offer 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 may in some circumstances be 
warranted  

 Work with commissioners to review and improve their respective local approaches 
following the death of people receiving care from their services.  

3 Responding to Deaths  

Trusts are required to publish an updated policy by September 2017 defining how they will 
respond to, and learn from, deaths of patients who die under its management and care. The 
Trust has reviewed and revised its Mortality Review Policy (Appendix 1) in response to this 
guidance. The updated policy includes:  

 The Trust’s processes for responding to all deaths, including children.  

 How we will identify what deaths meet the definition of a serious incident and will be 
reported and investigated in accordance with national policy.  

 How deaths that do not meet the definition of a serious incident but should have a case 
notes review undertaken will be identified.  

 Ensuring deaths where bereaved families and carers, or staff, have raised a significant 
concern about the quality of care provision are reviewed . 
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 There is also a requirement for the Trust to define the methodology for case notes 
reviews.  

 
RCHT has an existing process in place. Any patient death, where a serious incident has 
been declared, is investigated through the serious incident process. All remaining deaths are 
screened using a short screening form and those in which a concern has been identified are 
subject to an in-depth review. However, this has proved difficult in the highest volume 
speciality, care of the Elderly (COE). The revised Mortality Review Policy will stipulate that: 

 Serious incident–related deaths continue to be investigated through the root cause 
analysis process. All deaths in the categories identified in the National Guidance on 
Learning from Deaths are reviewed using the recommended “Structured Judgement 
Review” (SJR)  All other in-hospital deaths are “screened” using a short screening tool, 
except COE, where 10% of the deaths will be screened. Any death where a concern has 
been identified will be subject to an in-depth review using the SJR.  This is a new tool 
being introduced and the mortality lead will be establishing a training programme for key 
individuals in this methodology. There will also be a requirement for these individuals to 
be provided with sufficient protected time to carry out these investigations.  

 It is a requirement that where possible, the Trust identifies cases where death is 
determined more likely than not to have resulted from problems in healthcare, reports 
these and ensures that the learning will be shared.  The Trust will gather this information 
by two means – firstly through the deaths reviewed by the SJR methodology and 
secondly, through those deaths reviewed by the serious incident RCA approach. For the 
latter, a report will be provided by the executive serious incident panel (ESIP) to the 
mortality review and oversight committee (MROC).  

4 Data Collection and Reporting 

 
From April 2017 Boards are required to collect and publish data on deaths quarterly; this 
includes the Trust’s approach by the end of Quarter 2 and data and learning points from 
Quarter 3 to public Board meetings. The Trust has been reporting to the Board throughout 
2016/17, which has included mortality data monthly. A quarterly report will be provided from 
Quarter 3, using the recommended dashboard.   

It is intended that the Board of Directors will receive quarterly reports on learning from 
deaths, including data, from December 2017. The Trust will be required to include 
information on mortality surveillance in the 2017/18 Quality Report 

5 National Quality Board Guidance – Bereaved Families and Carers  

 
The Trust is required to have a clear policy for engagement with bereaved families and 
carers, including giving them the opportunity to raise questions or share concerns in relation 
to the quality of care received by their loved one. Providers should make it a priority to work 
more closely with bereaved families and carers and ensure that a consistent level of timely, 
meaningful and compassionate support and engagement is delivered and assured at every 
stage, from notification of the death to an investigation report and its lessons learned and 
actions taken.  
 
The revised Mortality Review Policy includes information on supporting families and carers; it 
also refers to the Trust’s Being Open and Duty of Candour Policy where this is described in 
more detail. The latter is being reviewed as part of the improvements to the Trust’s approach 
to serious incident reporting and investigation.  This review will ensure that the policy aligns 
to the revised Mortality Review Policy and associated national guidance. 
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The revised Mortality Review Policy will include all of the key principles within the national 
guidance regarding bereaved families and carers, which are:  
 
• Bereaved families and carers should be treated as equal partners following a 

bereavement;  
 

• Bereaved families and carers must always receive a clear, honest, compassionate and 
sensitive response in a sympathetic environment;  

 
• Bereaved families and carers should receive a high standard of bereavement care which 

respects confidentiality, values, culture and beliefs, including being offered appropriate 
support. This includes providing, offering or directing people to specialist suicide 
bereavement support;  

 
• Bereaved families and carers should be informed of their right to raise concerns about 

the quality of care provided to their loved one;  
 

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

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

aspects of an investigation process, with a single point of contact and liaison;  
 

• Bereaved families and carers should be partners in an investigation to the extent, and at 
whichever stages, that they wish to be involved, as they offer a unique and equally valid 
source of information and evidence that can better inform investigations;  

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

supported to work in partnership with Trusts in delivering training for staff in supporting 
family and carer involvement where they want to.  

 
The Trust does support bereaved families following deaths and through the serious incident  
investigation process where they want to be involved, however, how we do this will be 
reviewed to ensure how we support and involve families and carers meets national best 
practice. The draft policy (Appendix 1) will now following the Trust’s formal approvals 
process that includes consultation with key stakeholders.  A final version will be shared with 
the Board for information once this has concluded. 

6  Recommendations  

The Board of Directors is asked to:  

 Note the requirements of the National Guidance on Learning from Deaths and the 
proposed revised Mortality Review Policy (draft – see Appendix 1); 

 Support the on-going work that is currently taking place, in particular developing an 
approach to case notes review, reviewing and strengthening support to bereaved 
families and improvements to the reporting and presentation of mortality data; 

  Approve the proposed reporting cycle. 

 
Dr Frances Keane, Deputy Medical Director  
Dr Paul Johnston, Mortality Lead   
Elizabeth Seale, Associate Director Quality Governance and Performance  
September 2017  
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Considerations before completing this document 
 

Undertaking a meaningful deliberation of how this policy/strategy/plan affects people 
(patients, staff and public) is important in the context of ensuring we work towards 
providing good treatment and outcomes for all, and treating people according to their 
individual needs. In order to do this, particular consideration needs to be given to 
understanding and responding to the needs of people based on their characteristics 
such as sex, race, disability and age, Consideration should also be given to groups of 
people who may experience health inequalities e.g. the homeless, to try to reduce those 
poorer health outcomes. To do this adequately, requires careful consideration of the 
Equality Impact of this document before you start. 
 

 Does this affect people? If no, the EIA is not needed. Record “This is not a 
person-related document” on the EIA form 

 
 If yes, how will you consult with affected people to get their views? (Think about 

staff groups, local community groups, networks, etc.) 
 
 Could particular protected groups be more affected than others? If so, how will you 

mitigate this? (you won’t know this if you haven’t consulted) 
 
 Why is this a good idea? Is there research to support it? 

 What information is available relating to the local population, patient information 
(e.g. attendance, DNAs) and staff (workforce data) which will support this 
document? 

 

Particular attention should be given to:  

Protected characteristics 

Age 
Gender (including transgender) 
Sexual orientation 
Religion or Belief 
Ethnicity 
Disability  
Pregnancy/maternity 
Marriage/Civil Partnership (workforce only) 

Groups who experience health 
inequalities 

People who may be homeless 
People who live in poverty 
People who are long-term unemployed 
People in stigmatised occupations (such as 
women and men involved in prostitution) 
People who misuse drugs 
People with limited family or social networks 
People who are geographically isolated 

 

This will aid your completion of the Equality Impact Assessment which must be completed 
alongside the document. Training supporting the effective completion of EIAs is available 
via ESR or for help and advice please read the Equality Impact Assessment Policy 
available here or contact the Human Rights, Equality and Inclusion Lead 
debby.lewis@nhs.net 

 
 
 



 

Mortality Review Process policy 
V8 6/9/2017 

Page 3 of 24 

Summary 
 
1. All deaths are to be subjected to screening tool mortality review with the 

exception of deaths under the specialty of care of the elderly in which 10% of 
cases will be reviewed. 
 

2. Any concerns relating to deaths identified on screening to be subjected to a 
comprehensive case record review utilising structured judgement review (SJR) 
methodology once training programme completed. 

 
3. All deaths in the following groups to be identified and subjected to 

comprehensive case review (using SJR methodology where appropriate): 
 

- all deaths where bereaved families and carers, or staff, have raised a 
significant concern about the quality of care provision; 

- all in-patient, out-patient and community patient deaths of those with 
learning disabilities and with severe mental illness 

- all infant or child deaths 
- all still births or maternal deaths 
- all deaths in a service specialty, particular diagnosis or treatment group 

where an ‘alert ’ has been raised with the RCHT through whatever means 
(for example via a Summary Hospital-level Mortality Indicator or other 
elevated mortality alert, concerns raised by audit work, concerns raised by 
the CQC or another regulator); 

- all deaths in areas where people are not expected to die, for example in 
relevant elective procedures; 

- deaths where learning will inform the Trust’s existing or planned 
improvement work.   

- All deaths notified to the coroner without waiting for the outcome of the 
coroner’s decision. 

- All deaths where there is any linked inquest and issue of a “Regulation 28 
Report on Action to Prevent Future Deaths” 

 
4. Completed comprehensive case reviews to be collated and graded by Mortality 

Review Oversight Committee (MROC). Cases will be graded as to whether or 
not death is determined more likely than not to have resulted from problems in 
healthcare and therefore to have been potentially avoidable 
 

5. Deaths reviewed through the serious incident processes (root cause analysis)  
in the trust, will be assessed at the executive serious incident panel and a 
recommendation made to MROC as to whether it was more likely than not that 
to have resulted from problems in healthcare and therefore to have been 
potentially avoidable. The SI reports and the recommendations will be 
reviewed at MROC  

 
6. MROC to produce quarterly report to Trust Board using “National Guidance on 

Learning from Deaths” dashboard  
 
7. Learning from identified concerns and comprehensive reviews to be fed back 

to divisional and specialty governance leads with tracked action plans 
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1. Introduction 
1.1. Concern about patient safety and scrutiny of mortality rates has intensified with 
investigations into NHS hospital failures that have taken place over the last few 
years. In December 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”.  
 
1.2. The CQC found that none of the Trusts they contacted were able to 
demonstrate best practice across every aspect of identifying, reviewing and 
investigating deaths and ensuring that learning is implemented. In response, NHS 
England has published “National Guidance on Learning from Deaths: a framework for 
NHS Trusts and NHS Foundation Trusts on identifying, reporting, investigating and 
learning from deaths in care”. This framework sets out the requirements for Trusts to 
respond to deaths which occur, not only deaths investigated through the Serious 
Incident process. 

 
1.3. The Trust has had in place a fully embedded mortality review process for a 
number of years. This updated policy replaces “Policy on the Mortality review process 
V7.0 (March 2016) in order to incorporate the changes mandated by the publication 
of “National Guidance on Learning from Deaths”.   

 
1.4. This version supersedes any previous versions of this document.  

2. Purpose of this Policy/Procedure  
2.1. This policy ensures that Royal Cornwall Hospitals Trust (RCHT) will 
implement the requirements outlined in the Learning from Deaths framework as 
part of the organization’s existing procedures to learn and continually improve 
the quality of care provided to all patients.  
 
2.2. This policy sets out the procedures for identifying, recording, reviewing and 
investigating the deaths of people in the care of RCHT. It also recognises the 
on-going need to consider mortality rates and national mortality indicators, 
available at diagnosis and individual patient level, to ensure that deaths are 
reviewed and patients are safe. It describes how RCHT will support people who 
have been bereaved by a death at the trust, and also how those people should 
expect to be informed about and involved in any further action taken to review 
and/or investigate the death. It also describes how the trust supports staff who 
may be affected by the death of someone in the trust’s care.   

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

 
2.4. The aim of the Mortality Review Process is to identify any areas of practice 
both specific to the individual case and beyond that could potentially be 
improved, based upon peer group review. Cases where death is determined 
more likely than not to have resulted from problems in healthcare will be 
identified, investigated and learning shared. All learning will be shared on an 
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organization wide and system wide basis to provide a consistent approach to 
improvement. Areas of good practice will also be identified and shared. 
2.5. The Trust Board will provide visible and effective leadership to foster a 
culture of learning from deaths and to ensure that issues are identified, 
addressed and improvements are embedded. 
 
2.6. This policy should be read in conjunction with: 

- Incident and Serious Incident Policy  
- Risk Management Strategy and Policy 
- Bereavement Care at and After Death Policy 
- Being Open and Duty of Candour Policy and Procedure 
- End of Life Care Strategy 

 
2.7. Under the National Guidance on Learning from Deaths, published by the 
National Quality Board in March 2017, Trusts are required to: 
 

 Publish an updated policy by September 2017 on how their organization 
responds to and learns from deaths of patients who die under their 
management and care, including: 
 
- how their processes respond to the death of an individual with a learning 

disability, severe mental illness, an infant or child death, a stillbirth or a 
maternal death; 

- their evidence-based approach to undertaking case record reviews; 
- the categories and selection of deaths in scope for case record review 

(and how the organization will determine whether a full investigation is 
needed); 

- how the trust engages with bereaved families and carers, including how 
the trust supports them and involves them in investigations; 

- how staff affected by the deaths of patients will be supported by the trust; 
 

 Collect specific information every quarter on: 
 

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

(desktop review of case notes using a structured method) (the number of 
deaths investigated under the Serious Incident framework (and declared 
as Serious Incidents); 

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

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

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

 Publish this information on a quarterly basis from December 2017 by taking a 
paper to public board meetings. 

 
2.8. This policy sets out RCHT’s approach to meeting these requirements. 
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3. Scope 
3.1. This policy applies to all staff whether they are employed by the trust 
permanently, temporarily, through an agency or bank arrangement, are students 
on placement, are party to joint working arrangements, honorary contracts or are 
contractors delivering services on the trust’s behalf.   
  

4. Definitions / Glossary 
 

4.1. Mortality Review 
 
Mortality review is a process in which the circumstances surrounding the care of a 
patient who died during hospitalisation are systematically examined by death 
certification, case review or investigation. 
 
4.2. Death certification  
 
The process of certifying, recording and registering death, the causes of death and 
any concerns about the care provided. This process includes identifying deaths for 
referral to the coroner. 
 
4.3. Case record review 
 
A structured desktop review of a case record/note, carried out by clinicians, to 
determine whether there were any problems in the care provided to a patient. Case 
record review is undertaken routinely to learn and improve in the absence of any 
particular concerns about care. This is because it can help find problems where there 
is no initial suggestion anything has gone wrong. It can also be done where concerns 
exist, such as when bereaved families or staff raise concerns about care. All deaths 
will subjected to a screening tool mortality review with the exception of deaths under 
the specialty of care of the elderly in which 10% of cases will be reviewed. 

 
4.4. Mortality review 
 
A systematic exercise to review a series of individual case records using a structured 
or semi-structured methodology to identify any problems in care and to draw learning 
or conclusions to inform any further action that is needed to improve care within a 
setting or for a particular group of patients. Any concerns deaths identified on 
screening will subjected to comprehensive case record review utilising structured 
judgement review (SJR) methodology once training programme completed.  All 
deaths in the groups identified in 5.6 will be subjected to comprehensive case      
review (using SJR methodology where appropriated). 

 
4.5. Serious Incident 
 
Serious Incidents in healthcare are adverse events, where the consequences to 
patients, families and carers, staff or organizations are so significant, or the potential 
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for learning is so great, that a heightened level of response is justified. Serious 
Incidents include acts or omissions in care that result in unexpected or avoidable 
death, unexpected or avoidable injury resulting in serious harm – including those 
where the injury required treatment to prevent death or serious harm – abuse, Never 
Events, incidents that prevent (or threaten to prevent) an organization’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. See the Serious Incident framework for further information.    

 
4.6. Investigation 
 
A systematic analysis of what happened, how it happened and why, usually following 
an adverse event when significant concerns exist about the care provided. 
Investigations draw on evidence, including physical evidence, witness accounts, 
organizational policies, procedures, guidance, good practice and observation, to 
identify problems in care or service delivery that preceded an incident and to 
understand how and why those problems occurred. The process aims to identify what 
may need to change in service provision or care delivery to reduce the risk of similar 
events in the future. Investigation can be triggered by, and follow, case record review, 
or may be initiated without a case record review happening first.  

 
4.7. Death due to a problem in care 
 
A death that has been clinically assessed using a recognised method of case record 
review, where the reviewers feel that the death is more likely than not to have 
resulted from problems in care delivery/service provision. (Note, this is not a legal 
term and is not the same as ‘cause of death’). The term ‘avoidable mortality’ should 
not be used, as this has a specific meaning in public health that is distinct from ‘death 
due to problems in care’.   

 
4.8. Quality improvement 
 
A systematic approach to achieving better patient outcomes and system performance 
by using defined change methodologies and strategies to alter provider behaviour, 
systems, processes and/or structures. 
 
4.9. Patient safety incident 
 
A patient safety incident is any unintended or unexpected incident which could have 
led or did lead to harm for one or more patients receiving NHS care. 

5. Ownership and Responsibilities 
5.1.  This section describes the specific responsibilities of key individuals and of 
relevant committees under this policy. Roles and responsibilities for incident 
management, complaints handling and Serious Incident management, quality 
improvement are detailed in the relevant trust policies.  
 

5.2. Role of the Trust Board 
The Trust Board is accountable for: 
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 Ensuring compliance with both the National Guidance on  Learning from Deaths 
and the Serious Incident Framework; 
 

 Ensuring the quality and safety of healthcare services delivered by the Trust; 
 Boards must ensure robust systems are in place for recognizing, reporting, 

reviewing or investigating deaths and learning from avoidable deaths that are 
contributed to by lapses in care. 

 

5.3. Role of the Executive Directors  
The Executive Directors are responsible for: 
 

 Taking oversight of progress in implementing the Learning from Deaths agenda; 
 

 Constructively challenging the decisions of the board and help develop proposals 
on strategy 

 
 Satisfy themselves as to the integrity of financial, clinical and other information, and 

that clinical quality controls and systems of risk management, for example, are 
robust and defensible; 

 
 Ensuring that: 

- the processes their organization have in place are robust, focus on learning 
and can withstand external scrutiny, by providing challenge and support;  
 

- quality improvement becomes and remains the purpose of the exercise, by 
championing and supporting learning, leading to meaningful and effective 
actions that improve patient safety and experience, and supporting cultural 
change; and the information the provider publishes is a fair and accurate 
reflection of its achievements and challenges. 

 

5.4. Role of Non - Executive Directors 
The Non – Executive Directors are responsible for: 
 

 Understanding the process: ensuring the processes in place are robust and can 
withstand external scrutiny, by providing challenge and support; 
 

 Championing and supporting learning and quality improvement; 
 
 Assuring published information; ensure that information published is a fair and 

accurate reflection of the provider’s achievements and challenges. 
 

5.5. Role of The Medical Director  
  The Medical Director will: 

 
 Hold responsibility for the learning from deaths agenda 

 
 Assure the Board that the mortality review process is functioning correctly 
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 Ensure that arrangements are in place so that all clinical staff as appropriate are 
aware of their responsibilities to contribute to the process.  

 

 Ensure reviewers have protected time under their contracted hours to review and 
investigate deaths to a high standard. 

 

 Ensure that all doctors report any death to the Coroner that they cannot readily 
certify as being due to natural causes,  

 

5.6. Role of the Mortality Review Committee 
The Mortality Review Committee will: 
 

 Be chaired by the Deputy Medical Director, or in his/her absence, the Trust Mortality 
Lead 
 

 Be comprised of a multi-disciplinary and multi-professional membership 
 

 Ensure that comprehensive case reviews are performed on the following cases 
(adopting structured judgement review methodology when a core numbers of 
reviewers have had appropriate training): 

 
- all deaths where bereaved families and carers, or staff, have raised a significant 

concern about the quality of care provision; 
- all in-patient, out-patient and community patient deaths of those with learning 

disabilities and with severe mental illness 
- all infant or child deaths 
- all still births or maternal deaths 
- all deaths in a service specialty, particular diagnosis or treatment group where an 

‘alarm’ has been raised with the RCHT through whatever means (for example via a 
Summary Hospital-level Mortality Indicator or other elevated mortality alert, 
concerns raised by audit work, concerns raised by the CQC or another regulator); 

- all deaths in areas where people are not expected to die, for example in relevant 
elective procedures; 

- deaths where learning will inform the provider’s existing or planned improvement 
work.   

- a further sample of other deaths that do not fit the identified categories – proposal to 
review 10% of all deaths 

- all deaths notified to the coroner without waiting for the outcome of the coroner’s 
decision. 

- all deaths where there is any linked inquest and issue of a “Regulation 28 Report on 
Action to Prevent Future Deaths”  

 
 Arrange to undertake any additional investigation and improvement action required 

regardless of the coroner’s verdict if an inquest identifies problems in healthcare, 
Co-ordinate review /discussion of all completed comprehensive SJR reviews 
through MROC. 
 

 Grade cases as to whether or not death is determined more likely than not to have 
resulted from problems in healthcare and therefore to have been potentially 
avoidable. 
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 Provide a quarterly report to the Trust board using the “National Guidance on 
Learning from Deaths dashboard  

 
 Provide monthly exception reports to Clinical Governance Subcommittee 

 
 feedback learning outcomes from comprehensive reviews to specialties using the 

specialty governance processes (via the Specialty Governance Leads), ensuring 
that any actions identified in relation to mortality review are recorded, progressed 
and monitored appropriately 

 
 review deaths reviewed through the serious incident process and the 

recommendation from the executive serious incident panel (ESIP) regarding 
whether or not death is determined more likely than not to have resulted from 
problems in healthcare and therefore to have been potentially avoidable. 

 
 review reports from specialty morbidity and mortality meetings to capture learning 

from mortality review within specialties 
 

 raise any identified risk onto the Trust Risk Register where it will be reviewed as 
part of the risk management process 

 
 ensure that external mortality alerts are investigated and any associated concerns 

are resolved 
 

 capture and respond to external and internal mortality trends 
 

 ensure cross divisional learning from mortality review 
 

 support other organizations involved in the care of a patient who has died eg 
primary care to understand and act on areas where care could be improved 
 

 Prior to the implementation of the Medical Examiner system, allow for any doctors 
undertaking the certification of death to refer cases for case record review to the 
most relevant organization 

 

5.7. Role of the Trust Mortality Lead 
The Trust Mortality Lead will: 
 

 Develop a programme of training in the use of the SJR methodology for the review 
of deaths  

 

5.8. Role of the Divisional Management Teams 
The Divisional Management teams will: 
 

 ensure that specialties review all of their deaths using the screening mortality 
review tool with the exception of care of the elderly in which 10% of deaths will be 
reviewed. 
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 divisional management teams in obstetrics and paediatrics will ensure that 
comprehensive case reviews (using SJR where appropriate) are performed on all 
child deaths, still births and maternal deaths 

 
 ensure that bereaved families and carers should receive timely, responsive contact 

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

 
 ensure that bereaved families and carers should be partners in an investigation to 

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

 
 ensure that bereaved families and carers who have experienced the investigation 

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

 
 ensure that the deceased person’s General Practitioner is informed of the death 

and provided with details of the death as stated in the medical certificate at the 
same time as the family or carers; 

 
 ensure that specialties feedback the learning from specialty morbidity and mortality 

meetings to MROC to facilitate dissemination of learning; 
 

 ensure that the findings from mortality review are reported and discussed as part of 
the divisional clinical governance process, to demonstrate compliance with Care 
Quality Commission (CQC) Regulation 17 ‘Good Governance’ ; 

 
 this process will be supported by the Clinical Effectiveness Team within the Quality, 

Safety & Compliance Department (QS&C). 
 

5.9. Role of the Bereavement Team 
The Bereavement team will: 
 

 identify all deaths  
 

 ensure the cause of death is recorded in the case notes of all patients using the 
required template 

 
 ensure that whether a post mortem has been requested or not is recorded in the 

case notes of all patients  
 

 forward weekly updates of all deaths referred for post mortem to the Clinical 
Effectiveness Team (CET) 

 
 offer a bereavement service for families and carers of people who die (including 

offering or directing people to suicide bereavement support) that offers a caring and 
empathetic service at a time of great distress and sadness. This includes offering 
support, information and guidance.  
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 ensure that bereaved families and carers should be treated as equal partners 
following a bereavement. 

 
 ensure that bereaved families and carers always receive a clear, honest, 

compassionate and sensitive response in a sympathetic environment. 
 

 ensure that bereaved families and carers receive a high standard of bereavement 
care which respects confidentiality, values, culture and beliefs, including being 
offered appropriate support. This includes providing, offering or directing people to 
specialist suicide bereavement support; 

 
 ensure that bereaved families and carers are informed of their right to raise 

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

 ensure that bereaved families’ and carers’ views  help to inform decisions about 
whether a review or investigation is needed;  

 
5.10. Guidance on informing, supporting and involving families is also detailed in 
the Incident and Serious Incident policy and the Being Open policy. 
Guidance on care for patients at end of life is provided in the End of Life Care 
Strategy. 
 

5.11. Role of the Specialty Governance Leads 
The Specialty Governance Leads will: 

 
 Be responsible for the dissemination of case notes for screening tool review for all 

deaths within the specialty (with the exception of care of the elderly in which  10% 
of cases will be reviewed) 

 
 In the specialties of obstetrics and paediatrics be responsible for ensuring that 

comprehensive reviews are performed on all child deaths, still births and maternal 
deaths  

 
 Ensure that reviews are completed by nominated consultants.  Individuals reviewing 

cases for which they had sole clinical responsibility should be avoided; ideally, the 
case should be reviewed by a consultant not directly involved with the case   

 
 Forward completed screening tool reviews to the CET with identification and 

grading of concerns deaths 
 

 Ensure that regular specialty morbidity and mortality meetings are held, keeping a 
summary of the cases discussed, the findings and the agreed action plan.  

 
 Ensure that copies of the summary record and action plans are forwarded to the 

CET for review at the MROC. 
 

 Receive feedback and learning points from the MROC and ensure learning 
outcomes and action points are included in the specialty governance audit plans as 
appropriate 
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 Share outcomes within the specialty and at divisional governance meetings 
 

 Ensure that the specialty fully investigates mortality alerts as directed by the Trust 
Lead for Mortality Review or the Deputy Medical Director (Chair of MRC) and the 
MRC. 

 

5.12. Role of the Case Note Reviewers 
   Case Note Reviewers will: 
 
 Review cases for screening within 4 weeks of receipt of the case notes using the 

mortality screening tool 
 

 Grade the management of inpatient care as indicated on the screening  mortality 
review tool based on any concerns highlighted 

 
 Return the completed mortality review form to their Specialty Governance Lead and 

to the CET (as directed on the form) 
 

 Use the Trust incident reporting system (Datix) to report incidents identified during 
mortality review to enable review as part of the risk management process. 

 

5.13. Role of the Structured Judgement Reviewers 
Structured Judgement Reviewers will: 
 

 Receive approved training in SJR methodology 
 

 Ensure that  SJR is performed on all groups identified in “National Guidance on 
Learning from Deaths” plus a random sample of 10% deaths taken across all 
specialties 

 
 Send completed SJR’s to MROC for review and grading  

 

5.14. Role of the Learning Disabilities Team 
The Learning Disabilities team will: 
 

 Identify any deaths in patients flagged with learning difficulties and forward details to 
the clinical effectiveness team to facilitate comprehensive case note review 

 

5.15.  The Clinical Effectiveness Team  
 

 Receive a weekly list of in-hospital deaths from Information Services 
 

 Receive a weekly list of post mortems from Pathology to link with other mortality 
data, and request post mortem reports for in-hospital deaths on behalf of the 
specialty at death to aid completion of the mortality review form 
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 Receive monthly lists of serious incidents, complaints and inquests and link with 
other mortality data  

  
 Retain copies of all completed mortality review forms and maintain a log of the forms 

received and the review result category 
 

 Provide updates to specialties, divisions and MROC on participation rates for 
mortality review and support in the identification of any gaps 
 

 Ensure that any death which has been identified as a concern (based on the grading 
system on the mortality screening tool) is recorded centrally and that a SJR is 
arranged and reported through to MROC  

 
 Provide support to clinicians with any questions regarding the process 

 
 Provide monthly mortality trend data from Healthcare Evaluation Data (HED) to the 

MROC   
 

 Map monthly patient level data provided by HED mortality indicators  against the 
hospital mortality data and (with the support of the Quality Improvement Manager) 
ensure that possible concerns are forwarded to the MROC  
 

 Support the Trust Lead for Mortality Review and the Deputy Medical Director (Chair 
of MROC) in the preparation of monthly exception reports to Clinical Governance 
subcommittee 
 

 Support the Trust Lead for Mortality Review and the Deputy Medical Director (Chair 
of MROC) in the preparation of the quarterly report to Trust Board, including the 
provision of   data including the total number of the Trust’s in-patient deaths, those 
deaths that the Trust has subjected to case record review, and estimates of how 
many deaths were judged more likely than not to have been due to problems in care. 

 

5.16. Role of the Head of Legal Services 
The Head of Legal Services will: 
 

 Acknowledge and cooperate with separate arrangements for the review (and where 
appropriate investigation) of certain categories of deaths, for example suicides, 
homicides, and child and maternal deaths 

 

5.17. Role of the Head of Clinical Governance 
The Head of Clinical Governance will: 
 

 Ensure, regardless of whether the care provided to a patient who dies is examined 
using case record review or an investigation, that the findings are part of, and feed 
into, robust clinical governance processes and structures. The findings should be 
considered alongside other information and data including complaints, clinical audit 
information, mortality data, patient safety incident reports and data and outcomes 
measures etc. to inform the Trust’s wider strategic plans and safety priorities. 
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 Where case record review identifies a problem in care that meets the definition of a 
patient safety incident (any unintended or unexpected incident which could have or 
did lead to harm to one or more patients receiving NHS care) then this should be 
reported via local risk management systems to the National Reporting and Learning 
System (NRLS).Provide a summarised account of Learning from Deaths data in 
Quality Accounts  

 
 Ensure all organizations and agencies involved work together to undertake one 

single investigation wherever this is possible and appropriate. 
 

6. Standards and Practice 
6.1. The Trust requirement is to be compliant with “National Guidance on Learning 
from Deaths” 

 
6.2. The Clinical Effectiveness Team will monitor the mortality review process on 
behalf of the Trust Lead for Mortality Review and the Deputy Medical Director (Chair 
of MROC).  The process is explained in section 5, “Ownership and Responsibilities” 
of this policy document.  

 

7. Dissemination and Implementation 
7.1. This policy document will be approved by the Trust Board, and all Specialty 
Governance Leads will be informed that the document has been updated and 
available to view on the Documents Library.  The policy will be held in the public 
section of the Documents Library with unrestricted access, replacing the 
previous version, which will be archived in accordance with the Trust Information 
Lifecycle and Corporate Records Management Policy.  
 
7.2. The Clinical Effectiveness Team will co-ordinate the processes covered by 
this policy, on behalf of the Trust Lead for Mortality Review and the Deputy 
Medical Director (Chair of MROC), and will ensure that all those involved in the 
process are aware of their responsibilities and the requirements of the policy. 
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8. Monitoring Compliance and Effectiveness  
 

Element to be 
monitored 

1) Specialty Participation rates 
2) Grade assigned by reviewers to the management of inpatient care 
as indicated on the Trust mortality review form based on any 
concerns highlighted.  

Lead Trust Lead for Mortality Review and the Deputy Medical Director 
(Chair of MRC) supported by the MROC and Clinical Effectiveness 
Team 

Tool 1) Specialty participation table (showing the percentages reviewed by 
each specialty and division) 

Frequency 1) Specialty participation table will be updated at regular intervals. 

Reporting 
arrangements 

Reported to the monthly MROC meetings. 

Acting on 
recommendations  
and Lead(s) 

Actions arising from the reviews will be identified and monitored by 
the MROC led by the Trust Mortality Lead and the Deputy Medical 
Director (Chair of MROC). 

Change in 
practice and 
lessons to be 
shared 

Learning and recommendations will be identified and disseminated by 
the Trust Mortality Lead and the Deputy Medical Director (Chair of 
MROC). 

 

9. Updating and Review 
9.1. This policy document will be reviewed no less than every three years, or 
more frequently following any significant process changes or national policy 
instruction (NHS England or Department of Health).  
 
9.2. Consultation, approval and dissemination of subsequent revisions will 
follow the guidance set out in the Trust organisation-wide Policy for the 
Development and Management of Knowledge and Procedural Documents (The 
Policy on Policies). 
 
9.3. All revision activity is recorded in the Version Control Table in the 
Appendices of this document as part of the document control process. 

10. Equality and Diversity  
10.1. This document complies with the Royal Cornwall Hospitals NHS Trust 
service Equality and Diversity statement which can be found in the 'Equality, 
Diversity & Human Rights Policy' or the Equality and Diversity website. 

 

11. Equality Impact Assessment 
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11.1. The Initial Equality Impact Assessment Screening Form is at Appendix 2. 
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Appendix 1. Governance Information 

Document Title Policy on the Mortality Review Process 

Date Issued/Approved: 09 Sept 2017  

Date Valid From: 01 October 2017  

Date Valid To: 01 October 2020  

Directorate / Department responsible 
(author/owner): 

Richard Johnson  
Head of Clinical Governance 

Contact details: 01872 252279 

Brief summary of contents 

This policy confirms the process that has 
been developed to ensure a process 
consistent with the recommendations of the 
National Guidance for Learning from Deaths  

Suggested Keywords: Mortality, Mortality review,  

Target Audience 
RCHT PCT CFT 

✓   

Executive Director responsible for 
Policy: 

Medical Director  

Date revised: 09 Sept 2017  

This document replaces (exact title of 
previous version): 
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Approval route (names of 
committees)/consultation: 
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Divisional Manager confirming 
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Name and Post Title of additional 
signatories 
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approval 
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All or part of this document can be released under the Freedom of Information 
Act 2000 

 

This document is to be retained for 10 years from the date of expiry. 
This document is only valid on the day of printing 

 
Controlled Document 

This document has been created following the Royal Cornwall Hospitals NHS Trust 
Policy on Document Production. It should not be altered in any way without the 

express permission of the author or their Line Manager. 
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Appendix 2. Initial Equality Impact Assessment Form 
This assessment will need to be completed in stages to allow for adequate consultation 

with the relevant groups. 

 

Name of  Name of the strategy / policy /proposal / service function to be assessed (hereafter 
referred to as policy):  Mortality Review Process   

Directorate and service area: 
Quality Safety & Compliance  

Is this a new or existing Policy?  
Existing 

Name of individual completing 
assessment: Lydia Harris 

Telephone:  
01872 253085 

1. Policy Aim* 
Who is the strategy / 
policy / proposal / 
service function aimed 
at? 

The Policy aims to describe the trust wide process of mortality review 

2. Policy Objectives* To set out clear responsibilities for staff in relation to mortality review. 
To define governance arrangements for mortality review. 

3. Policy – intended 
Outcomes* 

Effective support, monitoring and governance for all stages of the adult 
mortality review process. 

4. *How will you 
measure the 
outcome? 

Through the governance processes outlined in the policy. 

5. Who is intended to 
benefit from the 
policy? 

Patients and clinical teams 

6a)  Is consultation 
required with the 
workforce, equality 
groups, local interest 
groups etc. around this 
policy? 
 
b) If yes, have these 
*groups been 
consulted? 
 
C). Please list any 
groups who have been 
consulted about this 
procedure. 

No  
 
 
 
 
 
 
N/A 
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7. The Impact 
Please complete the following table. 

Are there concerns that the policy could have differential impact on: 

Equality Strands: Yes No Rationale for Assessment / Existing Evidence

Age  ✓ The policy does not have an impact on any particular 
equality group. 

Sex (male, female, trans-
gender / gender 
reassignment) 

 ✓ 

 
The policy does not have an impact on any particular 

equality group. 

Race / Ethnic 
communities /groups 

 ✓ 

Disability - 
Learning disability, physical 
disability, sensory impairment 
and mental health problems 

 ✓ 

Religion / 
other beliefs 

 ✓ 

Marriage and civil 
partnership 

 ✓ 

Pregnancy and maternity  ✓ 

Sexual Orientation, 
Bisexual, Gay, heterosexual, 
Lesbian 

 ✓ 

You will need to continue to a full Equality Impact Assessment if the following have been 
highlighted: 

 You have ticked “Yes” in any column above and 
 No consultation or evidence of there being consultation - this excludes any policies 

which have been identified as not requiring consultation  or 
 Major service redesign or development 

8. Please indicate if a full equality analysis is recommended. Yes No

9. If you are not recommending a Full Impact assessment please explain why. 

Full statement of commitment to policy of equal opportunities is included in the policy 

Signature of policy developer / lead manager / director Date of completion and submission

Names and signatures of 
members carrying out the 
Screening Assessment  

1.  
2. 
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Keep one copy and send a copy to the Human Rights, Equality and Inclusion Lead  
c/o Royal Cornwall Hospitals NHS Trust, Human Resources Department, Knowledge Spa,  
Truro, Cornwall,  TR1 3HD     
 
This EIA will not be uploaded to the Trust website without the signature of the 
Human Rights, Equality & Inclusion Lead.                                                    
 
A summary of the results will be published on the Trust’s web site.  
 
 
Signed __ _____________ 
 
Date ________________ 
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