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MORTALITY REVIEW POLICY TO ENHANCE MONITORING OF DEATHS AND PROVIDE 
MORE EFFECTIVE AND SAFER CARE 

1. Introduction 

For many people death under the care of the NHS is an inevitable outcome and they 
experience excellent care from the NHS in the months or years leading up to their death. 
However, a minority of patients may experience suboptimal or poor quality care in one or 
more phases of their hospital admission, often as a result of multiple contributory factors. It 
is clear that NHS providers need to do more to identify suboptimal or poor care, to 
understand the causes and to reflect the relevant learning in service improvement initiatives. 
Greater involvement of families and carers will also be essential to fully capture the learning 
opportunities. 

 

The purpose of reviewing the care provided to patients who died is to identify learning 
opportunities in order to prevent recurrence. However, reviews and investigations of deaths 
are only useful for organisational learning if their findings are shared and acted upon. 

 

2. Purposes and Outcomes 

The purpose of this policy is to ensure that the University Hospitals of Derby and Burton 
NHS Foundation Trust (the Trust) responds appropriately to the national guidance on how 
the NHS learns from reviewing the care provided to patients who die. This is set out in 
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 

Fundamental to the commitments are strengthened governance and capability, increased 
transparency through improved data collection and reporting, and better engagement with 
families and carers. 

 

3. Definitions Used 

Structured Judgement Review: The application of a case notes review, by a clinician, to 
determine whether there were any problems or deficiencies in the care provided to the 
patient who died in order to learn from what happened.  Please refer to useful links. 

Investigation: The act or process of investigating; a systematic analysis of what happened, 
how it happened and why. This draws on evidence, including physical evidence, witness 
accounts, policies, procedures, guidance, good practice and observation - in order to identify 
the problems in care or service delivery that preceded an incident to understand how and 
why it occurred. The process aims to identify what may need to change in service provision 
in order to reduce the risk of future occurrence of similar events. 

Death Due to a Problem in Care: A death that has been clinically assessed using a 
recognised methodology of case note review and determined more likely than not to have 
resulted from problems in healthcare and therefore to have been potentially avoidable. 

Avoidable / Preventable – These terms are used interchangeably in the NHS and for the 
purpose of this Policy ‘preventable’ or ‘unpreventable’ will be used with reference to whether 
anything could have been done to change the outcome. 

Crude Mortality – The total number of deaths as a percentage of the total number of spells. 
Although this is not risk adjusted, monitor trends in crude mortality can quickly highlight 
when things are going wrong. 
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Mortality – For the purpose of this Policy, mortality relates to any in death during hospital 
admission. There are other definitions of death ie occurring within 30 days of a surgical 
procedure (surgical specialties only) or maternal mortality cases within 1 year of delivery as 
per criteria for Centre for Maternal and Child Enquiries (CMACE), and survival rates 
following cancer at defined time periods These may be considered as part of monitoring and 
benchmarking the Trust’s outcomes. 
 
Mortality Review Meetings - A mortality meeting where a multi-disciplinary group review and 
discuss clinical cases, outcome data and related information (e.g. Serious Incidents, 
complaints or other benchmarking data).  

 

4. Key Responsibilities / Duties  

 

Trust Board will: 

 

 Ensure that learning from a review of patients who die is integral to the Trust’s 
clinical governance and quality improvement framework 

 Fulfil the standards and reporting requirements set out in national guidance 

 Ensure governance arrangements and processes are in place to facilitate the review, 
investigation and reporting of deaths, including those that are determined more likely 
than not to have resulted from problems in care 

 Ensure that learning is shared and acted upon 

 Delegate to the quality governance structure. 

Executive Medical Director (EMD) will: 
 

 Act as the Executive Lead for the learning from deaths agenda and will oversee the 
delivery of the review and learning process 

 Provide a monthly overview of progress and data report to Trust Board. 

 

Clinical Mortality Lead will: 
 

 Take responsibility for the Learning from Deaths’ agenda 

 Work closely with the Lead Medical Examiner (ME) for the Trust in sharing learning 
from the Trust mortality reviews and the Medical Examiner Office 

 Via the Medical Director (Quality and Safety) provide monthly reports on mortality 
denoting mortality trends and learning 

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

 Ensure that learning from reviews and investigations is acted on to sustainably 
change clinical and organisational practice and improve care  

 Report  annually in the Quality Accounts 

 Share relevant learning across the Trust and with other services where the insight 
gained could be useful. 

 

Learning from Deaths Group (LFDG) will: 

 

 Ensure the delivery of the mortality review process on behalf of the Clinical 
Compliance  

 Review the summary of reviewed cases submitted by each Business Unit 

 Commission targeted cases or diagnostic groups to be reviewed as a result of alerts 
from CQC, Dr Foster or HED or other such body 
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 Identify learning and action plans for feedback to Divisions and for Trust wide 
dissemination 

 Provide an escalation report to the Executive Medical Director (EMD) and Quality 
Review Group. 

 
Lead Medical Examiner / Medical Examiners (MEs) will: 

 Agree the proposed cause of death and the overall accuracy of the medical 
certificate cause of death 

 Discuss the cause of death with the next of kin / informant and establish if they have 
any concerns with care that could have impacted / led to death 

 Act as a medical advice resource for the local Coroner 

 Inform the selection of cases for further review under local mortality arrangements 
and contribute to other clinical governance procedures. 

Improvement and Development Manager – Medical Director’s Office will: 
 

 Ensure actions identified by the LFDG are implemented 

 Collate data in relation to reviews undertaken and recorded on the electronic  tool 
for discussion at the LFDG and reporting to Trust Board 

 Support the LFDG / Lead role as required. 
 
Bereavement Office (Royal Derby Hospital site only) will: 
 

 Collate required information to initiate the review process. This will include scanned 
copy of death certificate and health records from the last admission spell uploaded to 
patient’s mortality review file on Windip. 
 

Divisional Medical Directors  and Clinical Directors will: 
 

 Delegate responsibility to support the implementation and further development of the 
Trust’s mortality monitoring process.  This includes the provision of support staff 
and infrastructure to assist the clinical teams conducting mortality reviews as well as 
ensuring national and regional mortality data is monitored and acted upon as 
necessary. Effective mortality monitoring will require the support of Clinical Audit and 
IT, to ensure effective systems and processes are supported 

 Attend the LFDG or ensure a suitable deputy attends. 
 
Specialty Mortality Leads will: 
 

 Support and oversee the completion of the Structured Judgement Reviews (SJRs) 

 Chair the specialty Mortality and Morbidity Group, ensuring principles of good 
practice are maintained and mortality reviews are discussed 

 Provide a summary of cases reviewed to the LFDG each month using the summary 
form (see Appendix 1). 

 

Medical Staff, Nursing, AHPs and other Clinical Staff will 
 

 Participate fully in the mortality review process 

 Participate fully in all mortality review meetings that are relevant to their practice 

 Discuss mortality review and learning points at their annual appraisal 

 Be involved in mortality review meetings as part of their clinical practice. This 
involvement could range from simply being aware of the outcome of such reviews 
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insofar as they affect their area of practice, to full involvement in the production of 
data and implementation of recommendations. 

 
Specialty Mortality and Morbidity Groups will: 
 

 Undertake a multi-disciplinary team review of all cases for which a SJR has been 
undertaken, to identify areas of good practice and areas for improvement 

 Identify any cases where any phase of care was considered to be poor in order for 
the Mortality Lead to escalate to the Clinical Governance Facilitator 

 Identify points of learning for dissemination to the specialty and wider Business Unit / 
Division / Trust. 

 
Clinical Governance Facilitators will: 
 

 Support the SJR process at specialty / Business Unit level 

 Report activity data to the Divisional Clinical Governance meetings 

 Facilitate multi-disciplinary SJRs for cases escalated by the Specialty Mortality Lead 
or alerted by another route e.g. serious incident 

 Complete an incident report (IR1) for any cases escalated for SJR 

 Support the implementation of action plans and dissemination of learning from 
reviews undertaken 

 Attend the LFDG and, where relevant, present SJR cases for consideration. 
 
Resuscitation Manager will: 
 

 Review all cardiac arrest attendances by the Cardiac Arrest Team and, where the 
arrest resulted in death, identify any concerns regarding care for these patients 

 Refer any cases of concern to the relevant specialty Mortality Lead for further 
review. 

 
Mortality Lead for End of Life Care will: 
 

 Facilitate a specific review of ‘end of life’ care for deaths in a particular specialty each 
month and provide feedback for learning to the relevant specialty. 

 

5. Data Collection and Reporting 

A report in relation to deaths reviewed will be provided to the Board on a monthly basis 
(public and confidential) as part of the EMD’s quality report, in order that Executives remain 
aware and Non-Executives can provide appropriate challenge. 

Learning from reviews and investigations and actions taken to ensure sustainable change 
and improvements in care, will be reported in the Trust’s annual Quality Account. 
 

6. Death Certification, ME Scrutiny, SJR and Investigation 

There are four levels of scrutiny that a provider can apply to the care provided to someone 
who dies: 
 

 Death certification 

 ME Scrutiny 

 SJR  

 Investigation.  
 



8 

Trust Policy and Procedure for Monitoring Mortality and Learning from Reviews V3 September 2020 

They do not need to be initiated sequentially and an investigation may be initiated at any 
point, whether or not a SJR has been undertaken (though a SJR will inform the information 
gathering phase of an investigation together with interviews, observations and evidence 
from other sources). For example, the apparent suicide of an in-patient would lead to a SI 
investigation being immediately instigated in advance of death certification or any SJR. 

Death Certification: In the existing system of death certification in England, deaths by 
natural causes are certified by the attending doctor. Doctors are encouraged to report any 
death to the coroner that they cannot readily certify as being due to natural causes. 

ME Scrutiny 

Agree the proposed cause of death and the overall accuracy of the medical certificate cause 
of death. 

SJR  

Some deaths will be subject to further review The Trust has identified the following 
categories for which a SJR will be undertaken, using the electronic Structured Judgment 
Review Tool. This should equate to roughly 40-50% of all deaths. 
 

 Up to 10 cases per speciality per month, focusing on those likely to yield learning 

 Unexpected deaths 

 All deaths where bereaved families and carers, or staff, have raised a  significant 
concern about the quality of care provided 

 All deaths of those with learning disabilities and / or severe mental illness 

 Avoidable deaths 

 SIs 

 All deaths where a particular diagnosis or treatment group has ‘alerted’. These will 
be identified by the LFDG 

 All deaths where patients were not expected to die 

 Deaths where learning will support improvement work e.g. sepsis care. 
 

Investigation: 

A second-stage multidisciplinary review will be undertaken, which will include a judgment as 
to whether a problem may have contributed to the death. 

The depth of review will be proportionate to the issues identified. Some deaths may be 
deemed a serious incident and as such may warrant an investigation under the Serious 
Incident Framework. Where the score is low in only one or two phases of care a less 
extensive review may be appropriate. 

Cases referred to the Coroner should not be excluded from the review process but may 
require additional investigation and improvement actions following the Coroner’s verdict. 
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7. Mortality Outliers and Alerts 
 
Routine Mortality Surveillance 
 

Crude mortality, SHMI and HSMR (or other methodology as appropriate) rates will be 
routinely monitored by the LFDG and also at a Trust and a Divisional level. On an annual 
basis the LFDG will review all national benchmark mortality data i.e. cardiology MINAP, ITU 
ICNARC, surgery NELA, Orthopaedics NJR. This information will be reported in the agreed 
format by the Information Department. The source of the information may vary according to 
publication and access to the appropriate benchmarking data. The Information Department 
will also collate the published information for individual named clinicians for the LFDG. 

 
Pro-Active Review of Mortality Outliers 
 
HSMR and SHMI Red Mortality Alerts 

 

In response to any HSMR and SHMI red alerts, the LFDG initiates case note reviews where 
appropriate following the process below: 

 

1. Alert received from the Information Department and incorporated into the monthly 
LFDG Mortality Report with recommendation of action to be taken 

2. If a coding review is recommended, the Coding Department will undertake a coding 
audit on the patients identified.  The auditor will re-code the patients’ admission 
and identify and amend any errors that are found. A report is produced for the LFDG 
on the findings 

3. Depending on the Coding findings, alerts where the difference between observed 
and expected deaths is statistically significant will go onto undergo clinical review. 

4. If a clinical review is required, The Improvement and Development Manager – MDO 
will email the appropriate Mortality Lead requesting that they undertake a clinical 
review on the patients concerned and report back to the LFDG. 

 

Reactive Review of Externally Generated Mortality Outlier Alerts 

Following receipt of a CQC for outlier mortality data the EMD will nominate a lead clinician to 
co-ordinate a review and produce a report within a determined timeframe. The process will 
be supported by the relevant department and clinical teams, Head of Clinical Coding and 
Information Department. Reports generated as a result of this process will be presented to 
the departmental mortality review meeting and monitored and approved by the LFDG. 
Action plan monitoring will be the responsibility of LFDG and these will be reported to the 
Quality Improvement Group and Quality and Performance Committee as appropriate. 

 

Escalation of Concerns 

Any concerns should be escalated through the Divisional governance structure initially and 
to the executive management structure if required. Examples of concerns would be: 
 

 Continued lack of engagement in mortality reviews by individuals  

 Continued concerns in relation to specific areas of care. 

 

Any deaths requiring a SI will be carried out in line with the Incident and Serious Incident 
Management Policy and Process. Clinicians should raise any serious concerns during a 
mortality review and a SI investigation can be instigated at any stage of the process if 
deemed necessary. 
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8. Responding to Deaths 

Responding to the Death of an Individual with a Learning Disability 

The Trust will identify all deaths in patients with a learning disability aged 4 or over. The 
Trust will conduct local reviews of the deaths of people with learning disabilities and fully 
engage with LeDeR (Learning Disabilities Mortality Review Programme) run by University of 
Bristol / NHS England. This includes reporting all deaths to the national programme and 
undertaking a SJR.  

 

More information on the Learning Disabilities Mortality Review (LeDeR) 

Programme is contained in the following link: 

 

Learning Disabilities Mortality Review: 

 
https://www.england.nhs.uk/south/info-professional/learning-disabilities/leder/ 
 

Further support is also available in the following Trust policies: 

 

Safeguarding Adults - UHDBFT Trust Safeguarding Policy and Procedure: 

 

https://derby.koha-ptfs.co.uk/cgi-bin/koha/opac 
detail.pl?biblionumber=1795&query_desc=kw%2Cwrdl%3A%20safeguarding 

 

Safeguarding Children - UHDBFT Trust Safeguarding Policy and Procedure: 

 

https://derby.koha-ptfs.co.uk/cgi-bin/koha/opac-
detail.pl?biblionumber=1886&query_desc=kw%2Cwrdl%3A%20safeguarding 

 

Responding to Deaths in Patients with Mental Health Needs 
 

The Trust recognises that mental and physical health are closely linked. Reporting and 
reviewing the death of a patient with mental health problems should ensure that any patient 
detained under the Mental Health Act (1983) is reported to the CQC and the Coroner under 
the Coroners and Justice Act 2009. In circumstances where there is reason to believe the 
death may have been due to, or contributed to, by problems in care – including self-inflicted 
death – then the death must be reported to the Trust’s commissioner(s) as a SI and 
investigated appropriately. It should be recognised that the Trust cares and treats patients 
from the prison service and there are high incidence of mental or personality disorder, 
psychosis, anxiety, depression and substance misuse in this group of patients. Any death in 
a patient whilst in police or prison custody needs to be referred to the Prison and Probation 
Ombudsman (PPO) or the Independent Police Complaints Commission (IPCC) who are 
responsible for carrying out the relevant investigations. The Trust will fully support any 
investigations as required. 

 

Responding to Deaths in an Infant or Child 

Around 60% of deaths during childhood occur in infancy (neonatal deaths days 0 - 27 and 
post neonatal deaths 28-365 days). Births without signs of life (still births if after 24 weeks of 
pregnancy) do not contribute to infant mortality but are an important indicator of maternal 
and child health. Neonatal mortality account for between 70% to 80% of infant deaths. Many 
of the causes of infant mortality are preventable. Mortality reviews should identify best 
practice. 

 

https://www.england.nhs.uk/south/info-professional/learning-disabilities/leder/
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Deaths in children (1-9 years) are commonly related to cancer, injuries, poisoning, congenital 
conditions and neurological and developmental disorders whilst those in young people (10-19 years) 
are related to injuries, violence and suicide followed by cancer, substance misuse and 
nervous/developmental disorders. There is also an impact from children born pre-term and mortality 
before 10 years of age. Whilst the review of deaths for children has been far more comprehensive 
than that for adults so far, there are drivers for change to ensure a consistency in the quality of the 
reviews such as Sudden Unexpected Deaths in Infancy (SUDI) in the community and deaths in 
hospital that are reviewed at local mortality and morbidity meetings. NHS England is undertaking a 
national review of child mortality review processes both in hospital and community. Central to this 
programme is the creation of a National Child Mortality Database. The Trust will undertake 
standardised mortality reviews as required by this programme. 

 

Responding to Deaths in Maternity 

A maternal death is defined as a death of a woman during or up to six weeks (42 days) after the end 
of pregnancy (whether ended by termination, miscarriage or a birth or was an ectopic pregnancy). 
Deaths are subdivided on the basis of cause i.e. direct (pregnancy- specific cause such as pre-
eclampsia) or indirect (condition made worse by pregnancy such as congenital heart disease) or 
coincidental (road traffic accident). Maternal deaths are rare. Currently MBRRACE-UK (Mothers and 
Babies: Reducing Risk through Audits and Confidential Enquiries across the UK) run the national 
Maternal, New-born and Infant Clinical Outcomes Review – and there are regular topic-specific 
confidential enquiries at set intervals (annually for stillbirths and neonatal deaths, triennial for 
Maternal deaths). The Trust will undertake the appropriate mortality review and reporting as required 
by the National Reporting Body. 

 

Engaging with Bereaved Families and Carers 

The Trust will inform family / carers as part of its Duty of Candour of any intention to formally review 
or investigate the care provided to a patient who has died. This will include details of how families / 
carers will be involved to the extent that they wish to be involved. The initial contact with relatives will 
depend on individual circumstances but may be managed by the clinicians responsible for the care of 
the patient or other appropriate person as determined at the time of the investigation. Families / 
carers must have the opportunity to express concerns about the care given to patients who have died 
and in certain circumstances involvement of clinicians responsible for care of the patient may be 
considered a barrier to raising genuine concerns. 

 

9. Training 

No specific training is required for the implementation of this Policy. However for advice relating to 
mortality monitoring techniques, access to databases or for information on the statistical methods 
used nationally to monitor mortality please contact the Medical Director’s Office. 

 

10. Equality and Diversity 

The Trust is committed to ensuring that, as far as is reasonably practicable, the way we provide 
services to the public and the way we treat our staff reflects their individual needs and does not 
discriminate against individuals or groups on any grounds. This Policy has been appropriately 
assessed. 
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11. Useful Links 

 
Trust Electronic Mortality Review Database: 

 
http://flo/depts/division-of-trustwide-services/medical-directors-office/mortality-review-
database/ 
 
Using the structured judgement review method A guide for reviewers: 

 
http://www.rcplondon.ac.uk/sites/default/files/media/Documents/NMCRR%20guide%20Engl
and_0.pdf 

 
National Guidance on Learning from Deaths: 

 
https://www.england.nhs.uk/wp-content/uploads/2017/03/nqb-national-guidance-learning-
from-deaths.pdf 
 
 

12. Monitoring Compliance and Effectiveness 

Adherence with the policy will be monitored through a quarterly review at the LFDG and 
annual reporting to the Quality Committee and Quality Review Group. 

  

http://flo/depts/division-of-trustwide-services/medical-directors-office/mortality-review-database/
http://flo/depts/division-of-trustwide-services/medical-directors-office/mortality-review-database/
http://www.rcplondon.ac.uk/sites/default/files/media/Documents/NMCRR%20guide%20England_0.pdf
http://www.rcplondon.ac.uk/sites/default/files/media/Documents/NMCRR%20guide%20England_0.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/03/nqb-national-guidance-learning-from-deaths.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/03/nqb-national-guidance-learning-from-deaths.pdf
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Appendix 1 
 

LEARNING FROM DEATHS GROUP 
Date: xxxx       

Item : ……… 
Enc :……..   

       
 

    FOR: APPROVAL      
  DISCUSSION   

            INFORMATION  
 

Lead:   
Designation:   
   
Xxxxxx Business Unit Report 
 

Purpose of the paper presented: 
The aim of this report is to provide the Learning from Deaths Group with an update on 
mortality within the xxxxxx Business Unit. 

 

Recommendation: 
The Learning from Deaths Group is asked to discuss the content of the paper and the 
recommended actions. 

 

Time required:  

 

Primary PRIDE objective:  Putting patients first 

 

Executive Summary 
The Learning from Deaths Group is asked to discuss the content of the paper and the 
recommended actions. 

 

Equality Impact Risk Assessment Completed? No 

 

Key Risks  and number, current scores (if on datix) including BAF 

 

 

Resource Implications (include financial, HR, Governance etc. )  
None 

 

Prior Discussion: 
None 
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Xxxxxxx BUSINESS UNIT MORTALITY REVIEW REPORT TO TRUST 

LEARNING FROM DEATHS GROUP 
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Business 
Unit: 

 
Report 
Dates: 

 

No. of Deaths Reviewed:  No. Requiring Higher Review:  

No. of Learning Disability Deaths:  No. of Higher Reviews Undertaken:  

Hospital No(s). Of All Patient(s)  
Reviewed:-  

 

 

 

 

 
Reason(s) for Further Review / Action(s) Taken Following Review 

(include hospital number) 
 

 
 
 
 
 
 
 
 
 
 
 
 

Learning Points From Review 

 

SIs as a Result of Death and Associated Learning 
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Mortality Alerts 

 
 
 
 
 
 
 
 
 
 
 
 
 

Coroners 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Discussed At: Date: 

Local M&M Meeting  

BU Clinical Governance Meeting  

Divisional Governance Meeting  

Form Completed By: 

Name:  

Job Title:  

Date:  

 
Please return completed form to: 

 elaine.haupt@nhs.net and dhft.ClinicalGovernanceFacilitators@nhs.net for discussion 
at the next Learning from Death Group. 

 
 

  
 

 

 

 

 

mailto:elaine.haupt@nhs.net
mailto:dhft.ClinicalGovernanceFacilitators@nhs.net

