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Introduction
1.1.

Epsom and St Helier University Hospitals NHS Trust is committed to providing
high quality patient centred care and a safe environment for all patients within
the hospitals. This policy supports the Trust’s policy for Reporting and Managing
Incidents (ESH-POL-24515) and should be read in conjunction with this. It
outlines the specific requirements for reporting, reviewing and investigating
deaths.

1.2.

Following high profile investigations into NHS hospital failures, there have been
increasing concerns about patient safety and scrutiny of mortality rates. Analysis
of 14 trusts with the highest mortality rates reported concerns that focused on
aggregate mortality rates were distracting trust boards from learning from
mortality and taking genuine steps to reduce preventable death. A recent Care
Quality Commission report “Learning, candour and accountability: A review of
the way NHS trusts review and investigate the deaths of patients in England”
found variability in how trusts were prioritising learning from deaths and thus
improvements in care were potentially being missed.

1.3.

Analysis of mortality and morbidity through effective clinical audit and peer
review processes contribute to improved patient safety. Speciality mortality and
morbidity meetings review deaths as part of professional learning and have the
potential to help provide assurance that patients are not dying as a consequence
of unsafe clinical practice.

1.4.

Retrospective case note reviews help to identify examples where processes can
be improved and gain understanding of the care delivered to those whose death
is expected and inevitable to ensure that they receive they receive optimal end
of life care.

1.5.

A formalised process will address the National Quality Board document outlining
an approach for trusts to standardise the approach to learning and reporting
deaths “National Guidance on Learning from deaths: Framework for NHS Trusts
and NHS Foundation Trusts on identifying, reporting, investigating and learning
from deaths in care”.

1.6.

This standardised Trust-wide process integrating mortality peer reviews into the
governance framework will provide greater levels of assurance to the Trust Board
and provide assurance that the Trust is using a wide range of indicators alongside
mortality rates to monitor quality of care and share good practice and learning
from mistakes. Reviewing mortality can help identify causes of death in hospitals
that are preventable through better, safer and more efficient or effective
healthcare delivery.
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2.

Scope

2.1.

Implementation of this policy applies to the following staff groups who will be
involved in the mortality review process (either through reviewing or supporting
the processes outlined in this policy):
• Medical staff in all specialties
• Senior nursing staff
• Clinical coding staff
• Clinical audit and effectiveness staff
• Performance analysts
• Quality improvement staff
• Service Improvement team
• Governance staff

3.

Purpose

3.1.

The Trust will implement the requirements outlined in the Learning from Deaths
Framework as part of the organisation’s existing procedures to learn and
improve the quality of care for all patients.

3.2.

This policy will enable implementation through the following:
• Providing an organisational framework for the process and management
of mortality reviews and reporting within the Trust
• Ensuring that clear reporting mechanisms are in place to escalate
concerns
• Ensuring mortality monitoring data is analysed and acted upon as
appropriate
• Providing an organisational framework for how to manage quality alerts
including alerts from Dr Foster or equivalent bodies.

3.3.

The aim of the mortality peer review process is to:

4.

Identify and minimise potentially preventable deaths in all Trust hospital
sites
• Review the quality of end of life care
• Ensure that patients’ wishes have been identified and met
• Improve the experience of patients’ families and carers through better
opportunities for involvement in investigations and reviews
• Enable informed reporting with a transparent methodology
• Promote organisational learning and improvement.
Roles and responsibilities
•

4.1.

Chief Executive has overall responsibility for monitoring mortality rates on behalf
of the Board of Directors of the Trust.

4.2.

Non-Executive Directors have the following responsibilities:
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A nominated lead non-executive director is agreed to take oversight of
progress in implementing the Learning from Deaths agenda
Understanding the review process: ensuring the processes for reviewing
and learning from deaths are robust and can withstand external scrutiny
Championing quality improvement that leads to actions that improve
patient safety
Assuring published information: that it fairly and accurately reflects the
Trust’s approach, achievements and challenges.

•
•
•
•

4.3.

Joint Medical Directors are responsible for assuring the Board that the mortality
review process is functioning correctly. This will be through regular review of the
mortality processes via the Trust RADAH committee. This is chaired by a Joint
Medical Director. The Joint Medical Director is responsible for ensuring
implementation and governance of the policy through the Trust RADAH
committee. Actions required will be allocated to nominated individuals and
tracked through RADAH.

4.4.

Associate Director of Quality has responsibility to support the Joint Medical
Director through implementation and further development of the Trust’s
Mortality monitoring process. This includes the infrastructure and support to
clinical teams conducting mortality reviews.

4.5.

Associate Medical Director of Quality is responsible for:
•
•
•

•
•

Providing clinical support to RADAH in implementing and developing the
monitoring and review process within the trust
Reviewing outcomes of the mortality review process with the Associate
Director of Quality to identify themes across the trust
Ensuring relevant cases and findings from mortality reviews are
presented by quality leads or appropriate clinical leads at specialty
mortality meetings
Ensuring that findings are evaluated and reported to specialty and
divisional governance meetings to promote learning
Ensuring that findings from analysis of mortality peer reviews and M&M
meetings are fed back to RADAH.

4.6.

Divisional Managers and Clinical Directors are responsible for:
• All deaths are reviewed with a level one review
• Appropriate mortality meetings take place in all specialties and meetings
are fully documented with minutes returned to the clinical audit and
effectiveness areas and available on the governance files on the G drive.

4.7.

Clinical Quality Leads are responsible for:
• Presenting or deputising presentation to clinical leads where appropriate at
divisional governance meetings to promote learning
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•

•
•
•

The Quality team, led by the Associate Director of Quality are responsible for:

4.8.
4.9.
•
•
•
•

•

4.10.

Supporting clinical directors with the peer review process by ensuring that
deaths have a level one review and developing peer review skills within the
divisions
Quality leads for some divisions will form part of the quorum for the mortality
review panel
Supporting the quality manager in coordinating mortality reviews within the
divisions
Supporting the clinical directors to ensure that each area has M&M meetings
and the outcomes and learnings from the meetings are recorded with action
plans for improvement developed and monitored

Recording known incidents, inquests and post mortems on the list of Trust
Deaths
Overseeing the process of mortality alert reviews and associated reports
Identifying themes, monitoring learning outcomes and associated action plans
Supporting Duty of Candour requirements including ensuring that families and
carers are given opportunity to be engaged with the review process including
providing feedback on the outcomes of the review
Ensuring that outcomes and learning from M and M meetings are recorded by
speciality areas and action plans
Quality managers are responsible for:
Coordinating divisional responses to mortality review through:
•
•
•

Providing lists of deaths for specialities for M &M
Supporting diagnostic group investigations highlighted by relevant groups
Supporting investigations following a mortality review where at least a
50:50 preventable death is identified.

4.11.

Bereavement officers: Are responsible for recording cause of death on IPM

4.12.

Administrative support (Quality Coordinator)
•
•
•
•

Ensuring that lists of deaths for relevant speciality areas are provided to
the clinical team for Mortality Reviews
Coordinating Structured Judgement Review process
Administration support to Mortality Panels
Requesting patient notes, supplying relevant patient details including
incident and post mortem information to the clinician nominated for
individual review or where a diagnosis group has been highlighted by Dr
Foster, CQC, thematic review, RADAH or mortality review committee
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•

4.13.

Maintaining library of outcomes from M&M in governance folders on G
drive.

Performance analysts within performance will be responsible for:
•
•
•
•

Providing a list of Trust deaths to relevant areas, including quality
managers, quality leads, clinical directors
Providing patient lists to the clinical coding team where diagnosis groups
are alerting in Dr Foster
Analysing outcomes of Mortality Peer Review to identify themes
Providing data for the mortality dash board including percentage of
deaths reviewed by Mortality Peer Review.

4.14.

Senior nursing staff will be required to participate in mortality peer reviews to
provide expert advice on nursing care where this may be relevant and have an
impact on outcomes.

4.15.

Medical staff
•

•

4.16.

All consultant medical staff are required to participate fully in the
mortality review process. They will be expected to perform level one
reviews and a proportion will be trained to perform mortality peer review
All medical staff are expected to participate fully in all M&M meetings
that are relevant to their practice.

Nurses, allied health professionals and other clinical staff
All healthcare professionals should be involved in multidisciplinary M&M
meetings as part of clinical practice. This can range from being aware of
outcomes of reviews to development and implementation of recommendations.

5.

Process for recording deaths in care
Deaths in care are registered in the Bereavement Office by the Bereavement
Officer. These are recorded on ICM. Deaths reported to the coroner are recorded
on ICM.
Death certificates are completed by junior doctors. They have the opportunity to
record if there were any concerns with care.
All patients with learning difficulties have a flag on ICM. Deaths associated with
this flag will be reported to the LeDeR programme (Appendix 2).

6.

Selecting deaths for case record review
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6.1.

A framework for minimum requirements of a mortality review process is detailed
in this section. All divisions are expected, as part of their governance
arrangements, to adopt the overarching principles of routine and systematic
mortality review. Due to the diverse nature of different divisions, different
approaches to achieve these standards may be appropriate.

6.2.

All deaths of inpatients in the Trust’s care are in scope for review using the
agreed mortality review process (as documented in this policy). However, due to
current staffing constraints, mortality reviews in medical patients will initially be
undertaken on a priority basis. This will be reviewed monthly.

6.3.

Inclusion and exclusion criteria: This process will be applicable to all inpatient
deaths. At the present time deaths within 30 days of discharge will not be
included. The process will be reviewed by RADAH after the initially
implementation. Each division will provide RADAH with a plan on how they will
be managing their reviews.

6.4.

The process for medical patients will include:
•
•
•
•
•

6.5.

Patients selected through the medical screening tool (see appendix 3)
Deaths where family members or carers have raised significant concerns
Deaths related to inquests, incidents, complaints, physician concerns
Deaths related to Dr Foster alerts or similar mortality alerts
Deaths of patients with learning disabilities

Notification of patient deaths
Patient deaths are recorded on ICM by the Bereavement Office.
A high level mortality review of the patient’s care (level one) will occur as soon as
possible, ideally within seven days. This will be recorded through the mortality
review form, currently on the clinical document section in clinical manager. This
will include:
•
•
•
•
•

Completion of the clinical review form
Review Death Certificate for accuracy and completeness
Check reportable deaths have been referred to coroner
Identify if there are any concerns with patient care or opportunity for
improvement
A rating of the overall assessment of care on a point scale.

A recommendation for further review will be based on whether significant care
concerns are identified (one or two in terms of care grading), or where there is
potential for significant organisational learning.
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6.6.

Structured Judgement Reviews (Royal College of Physicians Review Process)
Level 2
This is a full review which is performed using the Structured Judgement Review
(SJR) methodology developed by the Royal College of Physicians. Each death will
be allocated to a trained reviewer. The review will be completed within 28 days.
Divisions will be responsible for organising the structure of their review process.
Reviews can be undertaken within the structure of a mortality review group.
Individuals trained in SJR may be allocated cases from outside of their area of
speciality. There is an organisational expectation that both level 1 and level 2
reviews will be completed within a total of 35 days to ensure that important
learning and resultant change in practice will be implemented in a timely
manner.

6.7.

The mortality coordinator will record which clinician has been nominated for the
review.
This will include, but is not necessarily limited to:
Potentially preventable deaths
Serious incident
Concern raised or a complaint is made concerning care
Family or carer concerns
Deaths referred to the coroner
Deaths of patients with a learning disability.
At present, the review outcome will be recorded on the specifically developed
form on clinical manager. All completed mortality peer reviews will be analysed
by the quality team analyst.
Deaths classified as in the balance of probability (>50:50) preventable will be
subject to a root cause analysis. The divisional management team will allocate a
reviewer to perform this investigation. The outcome of the mortality review will
be included in any resulting root cause analysis where this is appropriate.

6.8.

All level two mortality reviews with learning points will be scheduled to be
presented at respective multidisciplinary team meetings. Learning points are
discussed and implementation plans made. An accurate implementation plan will
be captured by the Clinical Directors or the senior clinician nominated to act in
this capacity, for example in areas where there are multiple different speciality
areas. Actions will be fed into the divisional governance process and will be
allocated to a responsible owner with an appropriate time scale. These will also
be provided to RADAH to promote further organisational learning.

Summary Table of Review Methodology
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Patient group

Methodology

Responsible
clinicians

Review

Adult inpatient

Identified relevant inpatient deaths
will receive a level one review. Those
where a concern has been raised will
receive a more in depth review using
the Structured Judgement Review
method.

All clinicians
can perform a
level one
review.
Clinicians
specifically
trained in SJR
can perform a
detailed
review.

Identified by
initial
screening.

Child (under 18)

Review of child deaths are
mandatory and should be
undertaken in accordance with
Working together to safeguard
children (2015) and the current child
death overview panel processes.
The trust will adopt the LeDeR
method to review care of individuals
with learning disabilities once this is
available in the area.
All perinatal deaths and maternal
deaths will be reviewed. These are
very likely to meet the definition of a
Serious Incident and should be
investigated accordingly.
The Trust does not have to admit
patients with a primary mental
health condition but does have
patients who may be admitted when
medical and mental health
conditions coincide. Deaths in these
patients will have a level one review.

Learning disability

Perinatal and
maternity

Mental health

All deaths.

Safeguarding
team with
support from
the AMD.

All deaths

All deaths

Deaths where
medical and
mental health
conditions
coincide.
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6.9.

Disclosure and reporting of incidents
Where reviewers identify true incidents, it is their responsibility to report them.
Incidents recorded on the mortality review form will be triangulated with DATIX
reports to ensure that reporting is taking place.

6.10.

Serious incidents
Where serious incidents have been disclosed by usual management processes,
route cause analysis will be instigated as per the Trust’s serious incident policy.
The mortality review process should be seen as a parallel and potentially
complimentary exercise.
Where a mortality review has been completed and on the balance of
probabilities the death was considered preventable, then an root cause analysis
conducted under the serious incident policy will be used to comply with the
requirements of the policy. A report will be made to both NRLS and StEIS in
accordance with national reporting guidelines. In these cases, Duty of Candour
will be invoked as per the Trust’s policy.

6.11.

External reviews
Outcomes of investigations from external reviews, such as LeDeR, CEDOP,
Coroner’s inquest, Police or CQC will be monitored and recommendations from
the review implemented.

6.12.

Other routes in to Mortality Review Process
In addition to the review identified internally or externally, a full mortality review
may result from:

6.13.

•

The views of bereaved families and carers. Standard communication with
bereaved families and carers is used to identify significant concerns about
the care of the deceased.

•

Junior medical staff completing the death certificate. During the death
certification process, junior doctors will be invited to review whether
there was opportunities for learning in the care of the deceased.

Special arrangements
Patients who die in the care of the Trust who have a learning disability (Appendix
2)
Significant mental health needs
Are a child (<18 years)
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Maternal death
Will all receive a mortality review which will depend on the organisational
requirement.

7.

Process for responding to mortality outliers, alerts and morbidity alerts

7.1.

Routine mortality surveillance. Crude mortality, SHMI and HSMR rates will be
monitored by RADAH through the mortality dashboard, which is available at
Trust and Divisional level. This information will be presented at Trust Board on a
regular basis and annually in the Quality Account.

7.2.

Any SHMI diagnostic group which has a mortality rate with a percentage
difference greater than 20% from the expected mortality rate for four
consecutive quarters will also undergo a case note review.

7.3.

Reactive reviews: Concerns about mortality or morbidity safety alerts in a
particular patient group through a clinical alert system such as Dr Foster will
require an in depth case notes review.

7.4.

When the alert is received, the Performance Analyst will inform the Medical
Director, Director of Quality, Associate Medical Director of Quality and Head of
Performance.

7.5.

The alert will be presented at RADAH at the next meeting. A full case note review
should be approved by RADAH. The Committee will identify appropriate
consultant(s) to lead the review process and the cohort of patients who will
require review.

7.6.

The agreed list of patients will be collated by performance and clinical notes by
the Clinical Audit and Effectiveness Team. All appropriate details including
incidents and post mortem information should be made available for the
reviewers. The care for each case should be recorded on the DATIX system for
mortality reviews. Where necessary, the CQC should be informed that the Trust
are performing case notes reviews due to a diagnostic group flagging.

7.7.

Findings should be presented in a report including recommendations and
presented to RADAH for approval.

8.

Mortality & Morbidity meeting

8.1.

Participation in mortality and morbidity (M&M) meetings are a core activity for
all clinicians. The main principle of the meeting is to be a forum for discussion of
death and clinical adverse events.
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8.2.

Deaths will be reviewed within divisions through the M&M process. The minutes
and outcomes of these meeting will be collated by divisions and reported to
RADAH and thus to the Medical Director.

9.

Feedback to the frontline

9.1.

Outcomes of mortality governance process needs to be fed back to frontline
clinical staff. This should include plans for improvement, lessons learnt and
pathway redesign.

9.2.

Feedback will be provided through quality half days, grand rounds, quality
newsletters and through the quality leads and managers to individuals and areas.

10.

Supporting and involving families

10.1.

The Trust is committed to providing families and carers an opportunity to talk
about death and care in the time leading up to the death.

10.2.

The Trust will provide families and carers with written information which will
outline the learning from the death and how to raise concerns about any aspects
of the person’s care.

10.3.

Concerns should be directed to PALS. Where concerns are raised outside of a
complaint to PALS they will be directed to the Clinical Director and Quality
Manager. They will be responsible for liaising with the Mortality Coordinator to
ensure that a mortality review initiated.

11.

Associated Trust documentation

Duty of Candour Policy
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Appendix 1
Definitions
Avoidable/preventable: These terms are often used interchangeably in the NHS with
reference to whether anything could have been done that potentially could have changed
the outcome. For the purpose of this policy the term preventable and unpreventable will be
used.
Dr Foster: Dr Foster is the healthcare company which provides healthcare comparison data
to the Trust. This enables the Trust to benchmark performance against peers nationally.
Crude mortality: This is the total number of deaths as a percentage of the total number of
hospital spells. This is not risk adjusted. It is helpful as it is available quickly and changes can
be identified before adjusted mortality rates are available.
Health and Social Care Information Centre: This is an information and technology resource
for the health and care system. They compile and monitor national healthcare data and
provide SHMI on a quarterly basis.
Hospital standardised mortality ratio (HSMR): This is a methodology developed by Dr
Foster to compute the risk of death for hospital patients on the basis of clinical and hospital
characteristic data. It is a ratio of the observed number of in hospital deaths at the end of a
continuous inpatient spell to the expected number of in hospital deaths (multiplied by 100)
for 56 specific Clinical Classification System (CCS) groups.
Mortality: For the purpose of this document, mortality relates to any hospital death or any
death occurring within 30 days of discharge or surgery (surgical specialties only).
Mortality review meetings: Also known as a Morbidity and Mortality meeting or M&M, this
is a meeting where a multi-disciplinary group review and discuss clinical cases, outcome
data and related information (e.g SI, benchmarking data, complaints).
Mortality rate: The mortality rate (or death rate) is a measure of the number of deaths that
occurred during a particular time period divided by the total size of the population during
the same time frame. It is typically expressed in units of death per 1,000 individuals per
year.
Mortality peer review process: A structured methodology for retrospective case note
review following a patient’s death to establish whether the clinical care the patient received
was appropriate, to provide assurance on the quality of care and to identify learning and
opportunities for improvement where appropriate.
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Serious incident (SI): An event occurring on NHS premises that resulted in serious injury,
and/or permanent harm, and including unexpected or avoidable death.
Summary Hospital Level Mortality Indicator (SHMI): a ratio of observed number of deaths
to the expected number of deaths for a provider. Thisis the main mortality indicator
reported nationally. It is supported by the Department of Health. The observed number of
deaths is the total number of patient admissions to the hospital which resulted in death
either in hospital or within 30 days post discharge from the hospital. The expected number
of deaths is calculated from a risk adjusted model with a patient case mix of age, gender,
admission method, year index, Charlson Comorbidity Index and diagnosis grouping.
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Appendix 2
Mortality reviews for patients with learning disabilities
For the purpose of this policy, learning disabilities is defined as:
•
•
•

a significantly reduced ability to understand new or complex information, to learn
new skills (impaired intelligence) with
a reduced ability to cope independently (impaired social functioning)
which started before adulthood, with a lasting effect on development.

This definition encompasses people with a broad range of disabilities. The presence of a low
intelligence quotient (IQ), for example an IQ below 70, is not of itself, a sufficient reason for
deciding whether an individual should be provided with additional health and social care
support.
An assessment of social functioning and communication skills should also be taken into
account when determining need.
Many people with learning disabilities also have physical and/or sensory impairments. The
definition covers adults with autism who also have learning disabilities, but not those with a
higher level autistic spectrum disorder who may be of average or above average
intelligence, such as some people with Asperger’s Syndrome.
‘Learning disability’ does not include all those who have a ‘learning difficulty’, which is more
broadly defined in education legislation.
All deaths of people with learning disabilities are notified to the programme. Those meeting
the inclusion criteria for mortality review receive an initial review of their death by an
independent, trained reviewer.
The process for mortality review and reporting to the LeDeR programme is as follows:
All patients with a Learning Disability will have a mortality review undertaken as per the
requirements set out at Section 5. This review may contribute to the national process
below.
The lead clinician should ensure that the national team is notified and this should be
documented in the patient’s notes.
National team notified of death of person between 4-74 years with learning disability (lederteam@bristol.ac.uk / 0117 3310686).
The process should then follow these steps:
1. National team notify GM Coordinator (england.gmldmr@nhs.net / 01138 250763)
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2. GM Coordinator identifies if the deceased is subject to any other review and liaises with
review lead to incorporate LeDeR requirements
3. GM Coordinator circulates Form L to GP Community Learning Disability team and Local
Authority LeDeR contact, in order to complete. They also liaise to identify who is best placed
to make contact with the family
4. Local Reviewer to offer support to the GP practice to complete Form L and to identify any
other agencies required to complete
5. LeDeR information leaflet and letter to be sent to family via identified contact
6. GM Coordinator reviews returned information and prepares collated document and seeks
further guidance / information if indicated from preparing initial summary document
7. GM Coordinator forwards each set of collated review documents to Learning Disability
Review Panel members two weeks ahead of panel meetings via a secure nhs.net or gcsx
email
8. Panel meet and complete review. Actions / learning identified and recorded by GM
Coordinator
9. GM Coordinator completes review information and action plans on LeDeR national
platform and provides local feedback to CCG and LA contacts
10. Quarterly report identifying emerging themes / trends and any developments following
previous action plans reported to Transforming Care Partnership Board; local Safeguarding
Boards and Identified Local Area Contacts in each GM CCG
11. If safeguarding concerns arise during the completion of the review local processes for
escalating will be implemented.
12. GM Learning Disability Mortality Review Panel – suggested membership (co-opted
members to be agreed as required). This is not within the Trust and is a separate entity.
• Designated Safeguarding Adult Nurse
• Family / Carer representative with support
• Expert by Experience
• GP
• Public Health Dr (Chair preferably)
• Social Care
• Housing
• LD Community Team representative
• Mental Health Practitioner
• Minutes and administrative support from GM Coordinator
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Appendix 3
A mortality screening report is in development that will identify all inpatient deaths
recorded on the Trust’s patient manager system (iPM) and flag those with the following
criteria as requiring a minimum of a level one mortality review:
1. All deaths in areas where people are not expected to die. This will include any
elective death, child death, maternal death and any death where the diagnosis
was identified as amenable to healthcare.
2. All patient deaths of those with a learning disability recorded on iPM.
3. All deaths in a service specialty, particular diagnosis or treatment group where
an ‘alarm’ has been raised. These will be agreed through RADAH and will be
guided by benchmarking systems available to the Trust. (Currently 4
diagnoses groups that have had an alert on Dr Foster in the last 12 months)
4. Deaths where learning will inform the provider’s existing or planned
improvement work. These will be identified and agreed through RADAH.
(Currently including deaths identifying ‘Sepsis’)
5. Any death that has been referred to the Coroner
6. Any death in a non-medical specialty.
Where bereaved families and carers, or staff, have raised a significant concern about the
quality of care provision a mortality review will also be undertaken. A method for recording
the presence of a significant concern through iPM is being sought to enable these to be an
additional inclusion criteria in the report.
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Appendix 4: Trust Mortality Action Plan
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