Mortality Review Policy V 1.0 August 2017

Mortality Review Policy

Document Reference:

LGT/GOV012

Version:

1.0

Date Effective:

30th September 2017

Author:

Ayesha Omar, Compliance and Regulation Lead
and Dr Udayaraj Umasankar, Consultant Physician
UHL.

Responsible Director:

Medical Director

Consultation:

Quality and Safety Committee Members

Approved By and Date:

Integrated Governance Committee 26/09/17

Ratified By and Date:

Trust Board 11th October 2017

Target Audience:

All Clinicians working for the Trust

Equality Impact
Assessment:

Undertaken – impact positive

Review Date:

September 2018

Lewisham and Greenwich NHS Trust

Page 1 of 52

Mortality Review Policy V 1.0 August 2017

Review and Amendment Log
Version

Date
23rd
August
2017

1.0

Author

Type of change

Not applicable.
Ayesha Omar
First policy for
and Dr Udayaraj
the Trust.
Umasankar,

25th
Dr Aitken/Sarah
September Bolton
2017

Amendments
following
feedback

27th
Sarah Bolton
September
2017

Amendments
following
Request by the
Integrated
Governance
Committee

Summary of Change(s)
None. First policy for the Trust.

Amendment to role of Non-executive
Director
Amendment to role of Mortality Review
Committee
Amendment to include management
and escalation of risks
Amendment to include reporting of the
learning
Mortality review process flow chart
added to the policy

Dissemination Plan
Audience

Method

Clinicians

Email, Intranet

Paper or
Electronic
Electronic

Senior Nursing staff

Email, Intranet

Electronic

Bereavement Teams

Email, Intranet

Electronic

Lewisham and Greenwich NHS Trust

Responsible Staff
Member
Clinical Effectiveness
Facilitators and Team
Leader
Clinical Effectiveness
Facilitators and Team
Leader
Clinical Effectiveness
Facilitators and Team
Leader

Page 2 of 52

Mortality Review Policy V 1.0 August 2017

Contents
Section

Heading

Page Number

1

Introduction

4

2

Purpose and Scope

4

3

Definitions

4

4

Roles and Responsibilities

6

5

Trust Mortality Governance Framework

8

5

Trust Mortality Review Process

10

6

Training

18

7

Monitoring Compliance

19

8

References

19

9

Associated Documents

20

1

Mortality Review Template Flow Chart

21

2

Equality Impact Assessment

22

A

LGT Preliminary Mortality Review Screening Checklist

23

B

LGT Standardised Mortality Review Form

24

C

Serious and red incident reporting & management process

27

D

Learning Disability Mortality Review Form

28

E

Form A – Notification of Child Death

39

F

Death Referral to Inner South London Coroner from Hospital

41

G

Report of a Serious Incident Investigation – Maternal Death

43

Appendices

Lewisham and Greenwich NHS Trust

Page 3 of 52

Mortality Review Policy V 1.0 August 2017

1.0

Introduction
Learning from the care provided to patients who die is a key part of clinical
governance and quality improvement work. In recent years, there has been
increasing international interest in using mortality rates to monitor the quality of
hospital care.
Following events in Mid Staffordshire (2010), a review of 14 hospitals
with the highest mortality was carried out which revealed that the focus on aggregate
mortality rates was distracting the Trust boards from the practical steps that can be
taken to reduce genuinely avoidable deaths in NHS hospitals (Keogh, 2013).
This was reinforced by the findings of the Care Quality Commission (CQC) report
Learning, candour and accountability: A review of the way NHS trusts review and
investigate the deaths of patients in England (December 2016) which found that
learning from deaths was not being given sufficient priority in some organisations,
and consequently valuable opportunities for improvements were being missed.
As a result, National Guidance on Learning from Deaths was published by the
National Quality Board in March, 20171 as part of a national endeavour to ensure the
NHS learns from reviewing the care provided to patients who die, to improve care for
all patients.

2.0

Purpose and Scope
The purpose of this policy is to provide a mortality governance framework for
Lewisham and Greenwich NHS Trust in line with the guidance provided by the
National Quality Board (March 2017) to continually improve the quality of care
provided to patients.
This policy provides guidance for clinicians on identifying, reporting, investigating and
learning from deaths in care. The key principles outlined in this policy should be
adhered to by all clinicians carrying out mortality reviews alongside other relevant
Trust or national policies and guidelines.

3.0

Definitions
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 carried out
where concerns exist, such as when bereaved families or staff raise concerns about
care.
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CDOP (Child Death Overview Panel)
A sub-group of the Local Safeguarding Children Board (LSCB).
CHKS
CHKS is an independent provider of healthcare intelligence and quality improvement
Services.
Clinician
For the purposes of this policy the description clinician applies to any trained/qualified
healthcare professional employed by Lewisham and Greenwich NHS Trust.
Death Certification
The process of certifying, recording and registering death, causes of death and any
concerns about care provided. This process includes identifying deaths requiring
referral to Her Majesty’s Coroner.
Deceased LGT patients
For the purpose of this policy the deceased patients include all in-hospital deaths
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,
organisational 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.
LeDeR (Learning Disability Mortality Review Programme)
A national programme established to support local areas to review deaths of people
with learning disabilities.
MBBRACE UK (Mothers and Babies: Reducing Risk through Audits and
Confidential Enquiries)
A national programme which investigates all maternal and infant deaths, and
stillbirths which are reported to it.
Mortality Review
A systematic exercise to review a series of individual case records using a structured
or semi-structured methodology. This enables Trusts to identify any problems in care
and 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.
RAMI
RAMI (Risk Adjusted Mortality Index) is a risk based model produced by CHKS.
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The RAMI model uses a number of factors such as age, sex, primary diagnoses,
procedures performed and co-morbidities to calculate the risk of death for each
patient and uses this data to predict an expected number of deaths across a patient
data set.
Serious Incident (SI)
An incident that occurred during NHS funded healthcare (including in community),
which resulted in one or more of the following:
 Unexpected or avoidable death of one or more patients, staff, visitors or
members of the public;
 Serious harm to one or more patients, staff, visitors or members of the public
or where the outcome requires life-saving intervention, major
surgical/medical intervention, permanent harm or will shorten life
expectancy, or result in prolonged pain or psychological harm (this
includes incidents graded under the NPSA ( National Patient Safety Agency)
definition of severe harm).
SHMI
The Summary Hospital-level Mortality Indicator (SHMI) is an indicator that reports
mortality statistics across NHS hospitals in England. The report is published every
three months by NHS Digital. It covers all the reported deaths of patients who died
while in a hospital or people who died within 30 days of being discharged from
hospital.
The SHMI is the ratio between the actual number of patients who die following
hospitalisation at the Trust and the number that would be expected to die based on
the characteristics of the patient’s illness.
Structured Judgement Review
Method by which the Case Record Reviews will be undertaken, in accordance with
the Royal College of Physicians (RCP) Guidance.

4.0

Roles and Responsibilities

4.1

Trust Board
The Trust Board must ensure that there are robust systems in place for recognising,
reporting, reviewing or investigating deaths and learning from avoidable deaths that
are contributed to by lapses in care.
The Trust Board holds the responsibility for:




The statutory duty of quality and has overall responsibility for this policy.
The overall implementation, monitoring and effectiveness of this policy.
The allocation of resources to ensure compliance with this policy.

Lewisham and Greenwich NHS Trust
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4.2

Medical Director
The Medical Director (MD) is responsible for the Trust Mortality Governance agenda.
The MD has a key role in ensuring that the Trust is learning from problems in
healthcare identified through reviewing or investigating deaths. It is the responsibility
of the MD to ensure that:




4.3

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.
The information published by the Trust is a fair and accurate reflection of its
achievements and challenges.

Non-Executive Director
The role of the Trust nominated Non-Executive Director (NED) is to ensure that the
processes the organisation has in place are robust, focus on learning and can
withstand external scrutiny, by providing a critical friend challenge approach and
support to the review process.
To ensure that 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.

4.4

Divisional Directors
The Divisional Directors are responsible for:




4.5

Effective implementation of this policy within their Division.
Ensuring the Trust Board and Integrated Governance Committee are
informed of progress and improvements made in clinical practice through the
Divisional mortality reviews.
Ensuring that lead persons are designated with both responsibility and
accountability for mortality reviews as appropriate.

Mortality Review Committee
The Trust Mortality Review Committee is a sub-committee of the Quality and Safety
Committee and is responsible for:





Approving this policy and periodically reviewing it.
Monitoring implementation of this policy.
Providing assurance to the Trust Board (through the Quality and Safety
Committee and Integrated Governance Committee) of effective
implementation of this policy
Ensuring all Divisional and Speciality Mortality Review Leads have
designated responsibility to implement this policy within their Division

Lewisham and Greenwich NHS Trust
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4.6

Ensuring the Divisions are supported to monitor on a monthly basis, the
benchmarked mortality rates of the Trust and consider the mortality data in
conjunction with other qualitative clinical data and identify areas for future
investigation
Ensuring all risks and barriers to conducting mortality or case record reviews
is documented and recorded and escalated via the Trust agreed risk
management structure to ensure mitigation and risk resolution is addressed.

Quality and Safety Committee
The Quality and Safety Committee is a sub-committee of the Integrated Governance
Committee which in turn is a sub-committee of the Trust Board. The Quality and
Safety Committee holds responsibility for:



4.7

Consulting on the policy and periodically reviewing it
Providing assurance to the Integrated Governance Committee with regards to
the overall implementation, monitoring and effectiveness of this policy

Integrated Governance Committee
The Integrated Governance Committee is a sub-committee of the Trust Board and as
such it holds responsibility for:



4.8

Ratifying this policy and providing assurance to the Trust Board with regards
to the overall implementation, monitoring and effectiveness of this policy
Ensuring that managers are aware of their responsibilities and implement the
policy.

Clinician
It is the responsibility of the individual clinician to undertake mortality reviews as per
the process outlined in section 5.0 below.

5.0

Trust Mortality Governance Framework
The Trust mortality governance process is underpinned by the following four levels of
scrutiny, as applied to the care received by the deceased LGT patients;
a)
b)
c)
d)

Death certification (deaths reported to the Coroner).
Mortality Review
Case Record Review.
Investigation following a Serious Incident (SI).

The section below provides details of each type of mortality scrutiny process along
with the associated reporting process. Together these processes form the basis of
the overall Trust Mortality Governance Framework in line with guidance provided by
National Quality Board (2017).

Lewisham and Greenwich NHS Trust
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(a) Death Certification
All Clinicians are encouraged to report any death to the coroner that they cannot
readily certify as being due to natural causes. The Trust Death certification
guidance for doctors provides details of the process along with the associated
reporting form to be completed. Further guidance regarding deaths resulting in
inquests have been covered by the Trust Inquests Guidance. Both documents can
be found via the Trust intranet.
The Trust’s Legal and Bereavement Teams keep a record of all deaths referred to
the coroner. Any learning from inquests is monitored through the Divisional
governance route and is part of the Trust Mortality Review Committee and Quality
and Safety Committee’s reporting structure.
(b) Mortality Review
The Trust mortality review process involves preliminary screening of all in-hospital
mortalities followed by a more detailed case review as appropriate.
(c) Case Record Review
Clinical Record Review or Case Record Review constitutes a review of a previously
recorded data to answer clinical queries. The method can be used to answer specific
clinical questions in a relatively easy and less resource intensive manner.
As part of the Trust Mortality Review process some deaths may be identified as
requiring a further review of the care provided to the deceased as recorded in their
case records in order to identify any learning. The Trust Case Record Review
process is based on the nationally validated Structured Judgement Review Method
encompassing a two stage review process.
The aim of the Trust Case Record Review Process is to introduce a standardised
methodology for reviewing case records of adult patients who have died in hospital.
The goal is to improve healthcare quality through analysis of mortality data using a
standardised, validated approach linked to quality improvement activity. Please refer
to the sections 3.0 and 5.2 of the policy for further details of the process as carried
out at LGT.
(d) Investigation Following a Serious Incident (SI):
Deaths classified as a Serious Incident will warrant an investigation and should be
guided by the circumstances for investigation in the Serious Incident Framework as
described in the Trust’s Incident and Serious Incident Reporting and
Management and Being Open Policies. As per the Trust Mortality Governance
Process all the unexpected or avoidable deaths involving patients, staff or members
of the public will be investigated as a Serious Incident.
It is important to note that the processes described below do not need to be initiated
sequentially. For example an investigation following a serious incident resulting in
death may be initiated at any point, whether or not a case record review has been
undertaken.

Lewisham and Greenwich NHS Trust
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5.1

Trust Mortality Review Process

5.1.1 Preliminary Screening and Identification of cases requiring Structured
reviews
The preliminary screening involves all Divisions using the Lewisham and Greenwich
NHS Trust Preliminary Mortality Review Screening check list provided in Appendix A
to identify cases eligible for detailed case reviews. It is the responsibility of the
Associate Directors of Quality and Safety for each Division to nominate clinicians to
undertake detailed case reviews where these are identified as necessary. If
preliminary screening identifies that a patient meets even one of the ten criteria
assessed on the checklist, it is mandatory to conduct a case record review as per
section 5.1.2 of this policy.
A flow diagram detailing the mortality review process is attached as Appendix 1 of
the policy.

5.1.2 Case Record Review Process
Once a preliminary review has identified a case as requiring a detailed case review,
this should be carried out using the Trust Standardised Mortality Review Form
attached as Appendix B or where applicable other Trust mortality review templates
as identified in Table 1 of the policy and attached as Appendices C, D, E, F & G.
Each Division should maintain an updated log of clinicians trained in the Structured
Judgement Review method. Please refer to the section 6.0 ‘Training’ for further
details regarding the training requirements and arrangements within the Trust.
The following cases are excluded from the Structured Judgement Review process:


Mortality reviews for patients with learning disabilities
The National Learning Disabilities Mortality Review (LeDeR) Programme is
delivered by the University of Bristol. It is commissioned by the Healthcare
Quality Improvement Partnership (HQIP) on behalf of NHS England. The
Programme requires deaths of all people with learning disabilities aged 4-74
years (inclusive) are reviewed as part of the National Learning Disabilities
Mortality Review (LeDeR) Process (May, 2017). Please refer to section 5.1.4 of
the policy for guidance on the Trust process for reporting deaths involving
patients with learning disabilities.



Mortality reviews for children under 18 years of age
Since 1st April 2008, the Local Safeguarding Children’s Boards in England have
been assigned the responsibility for the Child Death Review (CDR) process, as
enshrined in the Children’s Act 2004 which applies to all children under 18 years
of age. For LGT the mortality reviews for all children under 18 years of age are
carried out by the Child Death Overview Panel, a sub-group of the Lewisham,
Greenwich and Bexley Safeguarding Children Boards. Please refer to the section
5.1.5 for further details of the Trust Children and Young People Mortality Review
Process along with the associated reporting templates.

Lewisham and Greenwich NHS Trust
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Maternity Mortality Review Process
All maternal deaths are reportable as a Serious Incident (see Trust Incident
Reporting Policy and Procedure (Including Serious Incidents) and subject to
internal and external review. Please refer to section 5.1.6 of this policy for details
of the Trust Maternity Mortality Review Process and the associated reporting
template.

5.1.3 Reviews based on National Alerts/ Internal or External Outlier Statistic
As part of Trust’s commitment to continuous quality improvement and sharing
relevant learning across the organisation, it is important that reviews using the Trust
Standardised Mortality Review Proforma are carried out in areas where deaths are
identified to be part of an outlier statistic either internally or externally. These alerts
can take the form of SMR (Standardised Mortality Review) statistics or national
audits using Hospital Episode Statistics (HES) data sets in England. Please refer to
Table 2 for details of the review process and associated reporting arrangements for
the areas covered as part of learning.

5.1.4 Learning from themes, issues and actions planned and taken from the
mortality and case record reviews
The process for sharing the learning identified from the findings, themes and issues
raised from the mortality and case record reviews will be shared and disseminated
across the organisation and through our established structure.
Findings from the mortality and case record reviews are currently shared within the
Divisions through their Divisional governance meetings and across Divisions through
the Mortality Review Committee. The learning is also shared through the reporting to
the Trust Quality and Safety Committee, through to the Trust Integrated Governance
Committee and from September 2017 will be presented to the Trust Board on a
quarterly basis.

Lewisham and Greenwich NHS Trust
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Table1 below provides a list of criteria that could potentially result in a structured mortality review by the Trust. The table also
includes information regarding the data source, reporting arrangements (frequency and processes to be followed), along with the
methodology and the relevant templates to be used. Where appropriate reference should be made to the definitions used in section
3.0 of the policy. The table also shows which sections of the policy are particularly relevant for each category and which other Trust
wide polices should be consulted. If unclear which category or type the mortality review falls under, please contact the Clinical
Effectiveness Department at lh.qualitydata@nhs.net.

Table 1: Reviews based on mortalities identified via preliminary screening process
Criteria
1.

Referral to coroner:
deaths that cannot
be readily certified
as being due to
natural causes
(not
all
deaths
referred
to
the
coroner are Serious
Incidents)

2.

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

Data Source

Reporting
Process
Frequency
Clinicians
Quarterly
The
Trust’s
during death reporting to Legal
Team
certificate
MRC
keeps a record
documentation
of all deaths
process
referred to the
coroner. Any
learning from
inquests
is
monitored
through
the
Divisional
governance
route and is
part of the
Quality
and
Safety
Committee
reporting
structure
Discussion
Quarterly
Case Record
with the Trust reporting to Review by the
Bereavement
MRC
lead clinician
sources, ward

Lewisham and Greenwich NHS Trust

Method

Trust Template for Review

Where
applicable, the
Trust Serious
Incident
Framework
should
be
used
for
investigation.
If not a
Serious
Incident then
the Structured
Judgement
Review
Method should
be used

Trust Serious Incident Framework (Appendix
C)
If not an SI then the Standardised Mortality
Review Form (Appendix B)

Structured
Judgement
Review

Standardised
(Appendix B)
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3.

4.

5.

Criteria

Data Source

significant concern
about the quality of
care provision
All in-patient, outpatient
and
community patient
deaths of those with
learning disabilities
and severe mental
illness
All
deaths
of
patients subject to
care interventions
from
which
a
patient’s
death
would be wholly
unexpected,
for
example in relevant
elective procedures

staff
or
Complaints.

Reporting
Frequency

Process

Method

Trust Template for Review

Individual
Clinicians

Quarterly
Case Record Learning
reporting to Review by the Disability
MRC
lead clinician
Mortality
Review
Process

Learning Disability Mortality Review Proforma
(Appendix D)

Individual
Clinicians

Monthly
Case Record
reporting to Review by an
MRC
independent
clinician
not
involved in the
care

Standardised
(Appendix B)

or

the assigned
investigator
has to lead on
it using the
Serious
Incident
Framework if
declared an SI
Children’s Services Children’s
Quarterly
CDOP (Child
Mortality
Review Services
to reporting to Death
Process
continue
to MRC
Overview
follow
their
Process)
process with
regular

Lewisham and Greenwich NHS Trust

Structured
Judgement
Review

Mortality

Review

Form

or
Serious
Incident
Framework
(as laid out in
Trust Incident
Serious
Incidents
Reporting and
Management
Policy)

Trust Serious Incident Framework (Appendix
C) as most of these would be SIs. However,
very few of them may involve a rare
complication in which case Standardised
Mortality Review form should be completed

Divisional
Form A – Notification of
Mortality
(Appendix E)
Review
Templates as
part of the
CDOP (Child
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Criteria

6.

7.

Data Source

updates
coming
to
MRC
Maternity Mortality Maternity
to
Review Process
continue
to
follow
their
process with
regular
updates
coming
to
MRC
Inpatients detained Clinicians and
under Mental Health the
Trust
Act (1983)
Bereavement
Office.

Reporting
Frequency

Process

Method

Death
Overview
Process)
Quarterly
SI
Divisional
reporting to Investigation
Mortality
MRC
on all maternal Review
deaths
Templates

Trust Template for Review

Appendix G

Monthly
Case Record Structured
reporting to Review by the Judgement
MRC
lead clinician
Review

Standardised
(Appendix B)

Mortality

Review

Form

As part of Trust’s commitment to continuous quality improvement and sharing relevant learning across the organisation, the Trust
mortality review also encompass the following categories:
Table 2 – Reviews based on National and Local Mortality Trends
Criteria
1.

Data Source

Deaths where learning will inform Information
the provider’s existing or planned department
improvement work, for example if
work is planned on improving
sepsis care, relevant deaths
should be reviewed. To maximise
learning, such deaths could be
reviewed thematically

Lewisham and Greenwich NHS Trust

Frequency

Process

Dependent on the
timeframe
of
improvement work
plan

There may be
specific areas that
are required, e.g.
time to antibiotics,
management
of
sepsis that could
be
used
in
addition to the
structured review.
This should be
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Trust Template
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Standardised
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and
targeted Form (Appendix
questions
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Criteria

2.

Data Source

All or reasonable proportion of Clinical
deaths in a service specialty, Effectiveness
particular diagnosis or treatment Department
group, where an ‘alarm’ has been
raised with the Trust via elevated
Standardised Mortality Ratios
(SMRs). These could be HSMR
(Hospital Standardised Mortality
Ratio), RAMI (Risk Adjusted
Mortality
Index)
or
SHMI
(Summary
Hospital
Level
Indicator) mortality alerts. Also,
all deaths in a service specialty,
particular
diagnosis
or
treatment group, where an
‘alarm’ has been raised with the
Trust via, peer review, audit
work or by the Care Quality
Commission
or
another
regulator in last 12 months

Lewisham and Greenwich NHS Trust

Frequency

Quarterly
reporting to MRC

Process

Method

discussed
and
agreed at the
MRC
Case
Record Structured
Review by the Judgement
lead clinician
Review
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5.1.4 Learning Disability Mortality Review Process
The overall aim of the LeDeR (Learning Disability Mortality Review Programme) is to
drive improvement in the quality of health and social care services delivery and to
help reduce premature mortality and health inequalities. The LeDeR programme has
been established to support local areas to review deaths of people with learning
disabilities, and to use the lessons learned to make improvements to service
provision.
As per the Trust process, all adult learning disability deaths are reported to the
LeDeR Programme by the Trust Safeguarding Team. The Trust Safeguarding Team
upon receipt of notification from the Trust Bereavement Department reports the
learning disability deaths externally to the LeDeR Programme. The Trust template for
reporting Learning Disability Deaths is attached Appendix D. The information is also
shared with the Trust Clinical Effectiveness Department as part of regular reporting to
the Trust Mortality Review Committee in line with Trust compliance with the National
Mortality Governance Guidance (National Quality Board, 2017).
A person with learning disabilities will have:
-

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

Some people with learning disabilities also have physical and/or sensory
impairments, mental health problems or other neurodevelopment disorders such as
autism. They would be included if they do have learning disabilities in addition to
other impairments or disorders. People with Asperger’s Syndrome are not included
as they have average or above average intelligence and do not generally have
learning disabilities as described above. People with brain injury or trauma sustained
in adulthood would not fall within the definition of having learning disabilities because
their impairment did not start before adulthood. People with dyslexia or other specific
learning difficulties (e.g. dyspraxia) are not included.
Please note that all deaths of children with learning disabilities should be
reviewed using the Child Death Overview Process and findings shared with the
LeDeR Programme.

5.1.5 Children and Young People Mortality Review Process
Since 1st April 2008, Local Safeguarding Children’s Boards in England have been
assigned the responsibility for Child Death Review (CDR) Process. This process
applies to all children under the age of 18 years.
For LGT, the process is overseen by the Lewisham, Greenwich and Bexley
Safeguarding Children Boards. All deaths are subject to a child death review by the
Child Death Overview Panel drawn from the key organisations represented on the
Safeguarding Children Boards.
Following a child death, a notification should be sent to the Child Death Review
Team using Form A (see Appendix E). There should not be a delay in written

Lewisham and Greenwich NHS Trust
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notification of the patient’s resident borough. If for any reason there is likely to be a
delay verbal notification should be given. The Coroner should be notified of all
unexpected deaths using the form ‘Death Referral to Inner South London Coroner
from Hospital.’ (see Appendix F)
The parents/carers must be informed prior to leaving the hospital of the following:
-

-

The future involvement of professionals including the Police and the Coroner.
Where the child died at home, the possibility that the police will conduct a home
visit or will visit the scene of death. Parents/carers should be requested not to
disturb the room or scene in which the child died until this visit is carried out.
Details of relevant support agencies
Information about what will happen to their child’s body including post mortem,
release of the body for a funeral, the ability to see their child.

For further details regarding the Child Death Review Process, please refer to the
Child Death Overview Process guidance published on the Trust intranet.

5.1.6 Maternity Mortality Review Process
Maternal death within the context of this policy refers to death which occurs during or
within one year following pregnancy. All maternal deaths are reportable as a Serious
Incident and subject to internal and external review. The template titled ‘Report for
Maternal Death RCA Investigation’ (attached as Appendix G) should be
completed for each maternal death. Please refer to the Trust Incident and Serious
Incidents Reporting Policy and Procedure for details.
MBRRACE-UK ( Mothers and Babies: Reducing Risk through Audits and Confidential
Enquiries) has been appointed by the Healthcare Quality Improvement Programme
(HQIP) to continue the national programme of work investigating maternal deaths,
stillbirths and infant deaths, including the Confidential Enquiry into Maternal Deaths.
MBRRACE are to be notified of all maternal deaths by designated registered staff.
For LGT, the Clinical Governance Managers Maternity Service University Hospital
Lewisham (UHL) and Queen Elizabeth Hospital (QEH) have been nominated as staff
members registered for notifying the Programme.
Please refer to the Trust Maternal Death: Management and Reporting Policy for
guidance regarding the maternal death reporting process.

5.1.7 Bereavement
The Trust’s Bereavement policy details how the Trust will engage with and support
the next of kin, families and carers when a patient dies. It details practical help and
reminds all staff of the importance of ensuring that the engagement with the
bereaved is undertaken sensitively and with compassion. The policy also links with
the Trust incident (including SIs) Reporting and Management Policy if bereaved
families and carers are involved in an investigation process.

5.1.8 Reporting
As part of the Framework for NHS Trusts and NHS Foundation Trusts on Identifying,
Reporting, Investigating and Learning from Deaths in Care, the Trust will collect and

Lewisham and Greenwich NHS Trust
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publish on a quarterly basis specified information on deaths. This should be an
agenda item to a public board meeting through a report outlining the Trust’s policy
and approval, publishing the data and learning points.

6.0



This data will include the total number of the Trust’s in-patient deaths
(including Emergency Department deaths for acute Trusts) and the number of
deaths that the Trust has subjected to a case record review. Of the deaths
subjected to a case record review, Trusts will need to provide estimates of
how many deaths were judged more likely than not to have been due to
problems in care.



Maternal deaths, neonatal deaths and stillbirths occurring in acute, mental
health and community Trusts should be included by Trusts in quarterly
reporting.



The deaths of children who are treated in acute, mental health and
community NHS Trusts should be included by Trusts in quarterly reporting.
The information should come from child death review processes, and should
include reporting problems related to service delivery.



For the Quality Accounts 2017-2018 to be published in June 2018, providers
will be expected to report their progress using learning from deaths to inform
their quality improvement plans. This would be an annual summary of
monthly/quarterly Trust board reports on reviewing and learning from deaths.
This builds on the work of the Royal College of Physicians (RCP) in
developing a methodology to support this process.

Training
As per the Trust Mortality Review Training plan, 2 lead clinicians (one per hospital
site) have been trained in the Structured Judgement Review method. The plan is to
roll out the training so there are at least four to five trained Clinicians per Division. It
is the responsibility of each Division to maintain an updated log of clinicians trained in
Structured Judgement Review methodology.

Lewisham and Greenwich NHS Trust

Page 18 of 52

Mortality Review Policy V 1.0 August 2017

7.0

Monitoring Compliance

Element (s) to be
monitored

Person
(position)
responsible for
the monitoring

Method

Monitoring
frequency

Committee or
group
monitoring is
reported to
including
responsibility
for action plans
and changes in
practice

What needs Monitoring?
(Ensure all Level 1 NHSLA
minimum requirements are
included)

Who will lead on the
monitoring
and
ensure it is carried
out (typically the
author)?

What
method
will be used to
monitor/ check
that everything
is
working
according to this
element of the
policy e.g. Audit

How often will
monitoring
be
carried out? e.g.
Annually

To which group or
committee will the
monitoring results be
reported? This group
agrees any required
recommendations
and
associated
action
plan
and
typically
monitors
implementation
of
the action plan (if
another group will
oversee
implementation of an
associated
action
plan this should be
stated)

Report

Monthly

Mortality Review
Committee

Report

Monthly

Mortality Review
Committee

Report

Monthly

Mortality Review
Committee

Report

Monthly

Mortality Review
Committee

Mortality Reviews

Clinical
Effectiveness
Team Leader,
Clinical
Effectiveness
Facilitators
Case Record Reviews
Clinical
Effectiveness
Team Leader,
Clinical
Effectiveness
Facilitators
Child Death Reviews
Child
Death
overview
Coordinator
Learning
Disability Trust
Mortality Reviews
Safeguarding
Team

8.0
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Trust’s Incident and Serious Incident Reporting and Management Policy
Trust Being Open Policy
Trust Maternal Death: Management and Reporting Policy
Lewisham Child Overview Process Guidance
Trust Bereavement Policy
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Appendix 1
Mortality Review Template Flow Chart
Patient has died
Complete Appendix A –
Preliminary Mortality Review
Screening Checklist
Is the Patient a child?
Complete Form A
(Appendix E) Notification of
a Child Death Form

Yes

Complete the Report for
Maternal Death RCA
Investigation form (Appendix
G)
Refer to Adult Safeguarding
Team to Complete the
Learning Disability Mortality
Review Form (Appendix D)

No

Is it a Maternal Death? (Death
which occurs during or one year
following pregnancy)

No

Yes

Did the patient have a learning
disability?
Yes

No

Have any other criteria on the
Preliminary Mortality Checklist
been marked as ‘yes’?
Conduct a detailed Case
Record Review using the
Standardised Mortality Review
Form – Appendix B

Yes

No

No further action is required
Does the death have the
potential to be a Serious or
Red Incident?
Yes

No

Follow the Serious and Red
Incident Reporting and
Management Process
(Appendix C)

Lewisham and Greenwich NHS Trust
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Appendix 2 – Equality Impact Assessment
EQUALITY IMPACT ANALYSIS - PART 1 – INITIAL SCREENING
1. Name of the policy being assessed?

Trust Mortality Review Policy

2. Names of persons responsible for carrying out the assessment?

Medical Director, Clinical
Effectiveness Facilitator, Clinical
Effectiveness Team Leader

3. Describe the main aim, objective and intended outcomes of the
policy. You should be clear about the policy proposal: what do
you hope to achieve by it? Who will benefit from it?

To ensure that Trust has a robust
mortality governance process in
place.

4. Who does this policy involve and affect?
Consider both the internal and external aspects e.g. who will
implement this and who might it affect e.g. patients, users,
employees, etc.

Medical
Director,
Clinicians,
patient’s relatives, named Nonexecutive Director, Trust Board

5. Is there reason to believe that the policy could have a negative
impact on a specific group or groups?

No

6. Which protected characteristic groups may be disadvantaged /
experience negative impact?
 Age
 Disability
 Gender Re-assignment
 Pregnancy/maternity
 Race
 Religion/Belief
 Sex
 Sexual Orientation
 Marriage & Civil Partnership
 Other (e.g. refugees, behavioural difficulties)

None

7. What research data / evidence do you have and how has this
been collected?

Substantial data sourced from the
National Quality Board, National
Guidance on Learning from
Deaths requirements

8. Have you engaged and consulted those people who might be
affected by the policy?

Mortality
Review
Committee
members, Quality and Safety
Committee Members
The policy supports system
transparency by supporting a
culture
of
openness
and
objectivity
Positive Medium

9. If the policy positively promotes equality please explain how

10. From the screening process do you consider the policy will
have a positive or negative impact on equality groups? Please
rate the level of impact* and summarise the reason for your
decision.
*Positive: High/Medium/Low
(High - highly likely to promote equality of opportunity and good relations; Medium - moderately likely to
promote; Low - unlikely to promote
*Negative: High/Medium/Low
(High - highly likely to have a negative impact on equality of opportunity and good relations; Medium moderately likely to have; Low – likely to have little impact)
*Neutral: High - highly likely to have neither a positive nor a negative impact.
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Appendix A
Lewisham and Greenwich NHS Trust Preliminary Mortality Review Screening
Checklist
Please refer to the list of criteria provided below to identify if deaths that have
occurred in your speciality/division require a more detailed review using the
Trust Standardised Mortality Review Proforma (attached as Appendix B). If the
screening meets even one of the criteria provided in the list below, it is
mandatory to conduct a detailed case review.
Criteria
1

Referral to coroner: deaths that cannot be readily certified
as being due to natural causes

2

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

3

All deaths of patients subject to care interventions from
which a patient’s death would be wholly unexpected, for
example in relevant elective procedures

4

Children and Young People Mortality Review Process

5

Maternity Mortality Review Process

6

Inpatients detained under Mental Health Act (1983) or
with severe mental health needs

7

Patients known to have learning disability

8

Transfer to intensive care or high dependency unit or
monitored beds from medical/ surgical wards

9

Any interventional procedures (chest drain, lumbar
puncture, liver biopsy, abdominal paracentesis,
endoscopy etc.)

10

Any other problem related to treatment and management
plan e.g. cardiac or peri-arrest call made, fall resulting in
injury etc.

11

Others such as SHMI alert on diagnostic groups, planned
work improvement etc.

Yes

No

Comments
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Appendix B

Standardised Mortality Review Form
Date of Review:
Discipline: Medical/
Surgical

Case number:
Age:

Completed by:
Emergency Admission/ Elective
admission

Gender:

Date & Time of Admission

Date & Time of death

Did the patient have a learning disability?

YES

NO

Please record your explicit judgments about the quality of care the patient received and whether it
was in accordance with current good practice (for example, your professional standards or your
professional perspective).
Please rate the care received by the patient during each phase. 1 = very poor care 2 = poor care
3 = adequate care 4 = good care 5 = Excellent care Please circle only one score.
PHASE

CARE
SCORE

Admission and initial management (approximately the first 24 hours)

Ongoing care
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Care towards end-of-life

Care during a procedure (excluding IV cannulation)

Perioperative care

Overall assessment

Quality of the patient record
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Death notification documentation
1a
1b
1c
2
yes

no

N/A

yes

no

N/A

yes

no

Was the death certificate accurate?
Was the patient receiving palliative care?
Were they on an end of life care pathway?

Problems: Were there any problems with the care of the patient? No (please stop here) Yes (please
continue below)
Problem types
Problem in assessment, investigation or diagnosis (including
assessment of pressure ulcer risk, venous thromboembolism
(VTE) risk, history of falls)
Problem with medication / IV fluids / electrolytes / oxygen
(other than anaesthetic)
Problem related to treatment & management plan (including
prevention of pressure ulcers, falls, VTE)
Problem with infection control

Yes

Did the problem lead to
harm?
No
Probably
Yes

Yes

No

Probably

Yes

Yes

No

Probably

Yes

Yes

No

Probably

Yes

Problem related to operation / invasive procedure (other than
infection control)

Yes

No

Probably

Yes

Problem in clinical monitoring (including failure to plan,
undertake, recognize & respond to changes)
Problem in resuscitation following a cardiac or respiratory
arrest (including CPR)
Problem of any other type not fitting the categories above

Yes

No

Probably

Yes

Yes

No

Probably

Yes

Yes

No

Probably

Yes

Avoidability of death judgment score (may consult a second clinician, if required) Please choose
from:
Score 1
Score 2
Score 3
Score 4
Score 5
Score 6

Definitely avoidable
Strong evidence of avoidability
Probably avoidable (more than 50:50)
Possibly avoidable but not very likely (less than 50:50)
Slight evidence of avoidability
Definitely not avoidable

Please explain your reasons:
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Appendix C - Serious and Red Incident Reporting & Management Process

Where potential to be a serious or red incident
Further Immediate actions (from incident reporting process)
Escalate to the Head of Service. Head of Service to inform the Divisional senior management team
and where appropriate, Director of Nursing & Clinical Quality and Medical Director (for out of hours,
please see section 4.12 of this policy).
Preserve evidence.
For an incident causing low harm to the patient - Have a Being Open conversation with patient
and/or their family/carer. For an incident causing moderate harm or above to the patient – the Duty
of Candour process must be followed.





Report Incident & submit synopsis
Report the incident using the on line incident reporting system (Safeguard) within 24 hours of knowledge
of the incident).
Synopsis Form to be completed by Ward Manager/Matron/senior team (within 48 hours where possible).
Completed Synopsis Form to be emailed to the Director of Nursing & Clinical Quality, Medical Director
and LG.incidents@nhs.net.












SI reported on STEIS
If declared an SI, Patient
Safety team will report onto
STEIS (within 48 hours).



Screening
The Director of Nursing & Clinical Quality and/or Medical
Director will review and if appropriate declare as an SI, Red
investigation or local investigation.

Declared SI or Red Investigations
Patient Safety team will send out the appropriate paperwork and
guidelines (required timescales) to identified Lead Investigator /
Divisional senior management team.
Fulfil full requirements of “Duty of Candour” (moderate harm
to patient or above) (see Appendix 2)
72 hour report required for Serious Incidents.
To support process, Lead Investigator maybe required to attend an
SI Panel (please see section 4.15.4 of this policy).

Declared local Investigation
 If not declared as SI or Red,
Incident Manager to review,
action and close (as per
Incident reporting process).
 If a patient has or could
suffer moderate harm or
above from this incident the
legal Duty of Candour
applies.

Completed Investigation reports
Reviewed by Divisional senior management team incl. Associate Director
of Quality & Safety and submitted to Director of Nursing & Clinical Quality,
Medical Director and LG.incidents@nhs.net.
Medication related incidents also reviewed/signed off by the Director of
Pharmacy.








Review and sign off
Review completed by Director of Nursing & Clinical Quality
and/or Medical Director & signed off for red investigations.
SI report forwarded to CEO.
Signed off by CEO.

Disseminating report and sharing
learning
 Once approved, the Divisions
to disseminate learning and
implement necessary actions.

External sign off (reporting to CCG)
Patient Safety team send SI report to CCG
Appendix
D deadline for sign off.
within 60 day
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Appendix D
Learning Disability Mortality Review Form
Initial Review
Template Version: IR03

Case ID:
Region of England:
Date of notification:.

1.

How to carry out an Initial Review

Questions 1 – 35 below take information from the death notification. This information
has been automatically posted into this document.
Please can you:


Review the answers to Questions 1 – 35 whilst completing the Initial Review and
then answer the remaining questions.

Thank you.

2.

Death notification information

1. Name of the person notifying the death
Name:

2. Role and agency of person notifying the death
Details:

3. How the reporter knew the person who has died
Relationship:

Reporter’s contact details (if they are happy to be contacted)
4.
5.
6.
7.

Telephone number:
Email address:
Postal address and postcode:
Reporter’s preferred method for contact:

8. Reporter’s comments about the death
Comment:

Page 28 of 52

Please note that from this point forwards, answers shown in red indicate that
the case might require a full multi agency review.

9. Who else has been notified about the death? (Tick all that apply)
☐ To the reporter’s knowledge, no one else has been notified
☐ Coroner
☐ Safeguarding Board
☐ Child Death Review
☐ Police
☐ Care Quality Commission
☐ Anyone else
☐ I don’t know
If anyone else has been notified about the death, please provide their contact details
if you have them.
Contact details:

1

Details about the person who died

10.

FIRST NAME of the person who died

Name:

11.

SURNAME of the person who died

Name:

12.

Was the person known by any other name? If so, what was it?

Name:

13.

Date of BIRTH

Date:

14.

Date of DEATH

Date:

15.

Age at Death

Age:

16.

Gender (Tick One)

☐ Male

☐ Female

☐ Other
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17. How does the reporter believe the deceased person identified their
ethnic group? (Tick One)
☐ White
☐ Asian / Asian British
☐ I don’t know

18.

Marital Status of the person who died (Tick One)

☐ Single
☐ Divorced / Separated
☐ I don’t know

19.

☐ Mixed / Multiple ethnic groups
☐ Black / African / Caribbean / Black British
☐ Other:

☐ Married / Partner
☐ Widowed
☐ Other:

In which area of England was the person registered with a GP?

☐ North: Yorkshire & the Humber
☐ North: Cumbria & the North East
☐ Midlands & East: North Midlands
☐ Midlands & East: West Midlands
☐ South: South West
☐ South: Wessex
☐ London Region

☐ North: Lancashire & Greater Manchester
☐ North: Cheshire & Merseyside
☐ Midlands & East: Central Midlands
☐ Midlands & East: East Midlands
☐ South: South East
☐ South: South Central
☐ Unknown

20. NHS Number (This should be in the following standard format: 000
000 0000)
NHS number:

21.

Did they have any known conditions or health problems?

Details:

22.

Usual address and postcode of the person who died

Address:
Postcode:

23.
☐ Yes

24.
☐ Yes

Did the person who died usually live alone?
☐ No

☐ I don’t know

Was the person who died in an out-of-area placement?
☐ No

☐ I don’t know

If yes, please state which area was their ‘home’ area:
25.

Was the person subject to any restrictive legislation?

☐ None
☐ Deprivation of Liberty Safeguards (DOLS)
☐ Section of the Mental Health Act
☐ Detention in police custody/imprisonment
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☐ Other:
☐ I don’t know
If the person was subject to any restrictive legislation, please describe more fully
(e.g. dates, reason for restriction)
.

2

Those who knew the person who died
26. Please can you provide the contact details of someone who knew the person
well, which may or may not be yourself (e.g. address, email, telephone number)
Name:
Telephone number:
Email address:
Address and postcode:

27.

How did they know the person who died?

28. Name of person’s GP and contact details of GP surgery (e.g. postal
address, email, telephone number)
GP name:
Surgery contact details:

3

Details of the Death

29.

What was the place of death?

☐ Hospital
☐ Usual place of residence
☐ Hospice / palliative care unit
☐ Home of relative or friend
☐ Residential / nursing home that was not usual address
☐ I don’t know
☐ Other:
Please provide the name and address of the place where the person died

30. What was the cause of death (as described on the Cause of Death
Certificate 1a/1b/1c/2)
Cause:

31.

What did reporter think the cause of death was?

Perceived cause:
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32.
☐ Yes

33.
☐ Yes

34.

Will there be a post mortem?
☐ No

☐ I don’t know

Will there be a Coroner’s inquest?
☐ No

☐ I don’t know

Will there be any other investigation into the death?

☐ Yes
☐ No
If YES please describe:

☐ I don’t know

35. Was the reporter surprised that this person died from this cause at
this time?
☐Yes
☐No
☐ I don’t know
Reporter’s explanation of their response:
END OF DEATH NOTIFICATION

3.

Initial Review Of Death – additional questions

In preparation for the initial review of the person’s death, please:


Identify someone who knew the person well (e.g. close family member) and
speak to them about the person themselves and the circumstances leading to
their death. Ask them to help you complete a pen portrait of the person who has
died, and a timeline of the circumstances leading to their death.



Review at least one set of relevant case notes (e.g. hospital record, summary
record from GP, social care record).



Check and complete the information received at notification.

In order to upload case review notes from agencies, please contact the individuals
involved and ask them to use the following link. When they click on this link they will
be asked to identify themselves, and will then be able to upload files. These files will
appear inside that case review process.
File upload link:.

36. This is an optional space for you (the reviewer) to write any notes,
comments or thoughts of your own about this review. You are
welcome to delete these prior to submitting your completed review if
you so wish.
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37. Information provided at notification stage has been checked and
completed.
☐ Please tick to confirm

38. Someone who knew this person well has provided information to
the reviewer about the person themselves and the circumstances
leading to their death.
☐ Yes

☐ No

39. Please explain who has provided information and in what capacity.
If no one who knew the person well has provided information, please
explain why.
.

40.

Please describe what relevant case notes you have reviewed:

41. Please confirm that at least one set of relevant case notes (e.g.
summary GP record, hospital notes relating to most recent
hospitalisation, social care records) has been reviewed.
☐ Please tick to confirm

42.

Pen portrait of the individual

Pen portrait of the individual. Please include information about the person
themselves, their health, the environment in which they were living, and a description
of their service use. You can find guidance about writing a pen portrait of an
individual in the ‘help’ section on your LeDeR dashboard area.

43.

Name of Local Authority/Health Commissioner

44. Was the person who died in regular contact with any of the following people?
☐ Their family / relative
☐ An attorney under a Lasting Power of Attorney direction
☐ A Deputy agreed / appointed by the Court of Protection
☐ An advocate
☐ Other:
Please add any further details:
45. Did the person who died usually receive statutory or voluntary sector support?
☐ Yes
☐ No
If YES did they receive support:
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1

☐ Daytime only
☐ Day and night (waking night)
☐ Day and night (sleeping night
Please describe any services and supports that the person received:

46. Did the person who died experience any of the following changes in service
provision in the past year?
☐ Yes, change in service PROVISION (e.g. hours of support)
☐ Yes, change in service PROVIDER
☐ Yes, change in PLACE of provision
☐ No
☐ Not applicable as not in receipt of services
If YES can you provide details (e.g. number of changes, what changes were made,
impact of changes):

47. Please provide a short summary of the circumstances leading to
the person’s death and then enter the key events in the timeline
framework below.
You can find guidance about completing the timeline in the ‘help’ section on
your LeDeR dashboard area.

Summary:
Timeline for circumstances leading to death
You can add rows by clicking into the last row of the table, going to ‘Table Tools Layout’ and choosing the ‘Insert Below’ option from the ‘Rows & Columns’ section.
Alternatively, click into the last row of the table, right click, select Insert – Insert Rows
Below.
Date
Reported by /
Circumstances
where evidence
obtained from

48.
☐ Yes

Has anyone expressed any concern about this death?
☐ Not to my knowledge
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If yes, please add any comments about this here:

49. If the person had Do Not Attempt Cardiopulmonary Resuscitation
(DNACPR) documentation, had this been fully and correctly
completed with a clear and appropriate rationale for the decision not
to resuscitate?
☐ Yes, and documentation was correctly completed
☐ Yes, but the documentation was NOT correctly completed
☐ No DNACPR order
Please add any comments about this here:

50. Based on what you have found in conducting this review, would an
assessment of mental capacity have been relevant for this person?
☐ Yes

☐ No

If yes, is there any indication that mental capacity has been considered?
☐ Yes
☐ No
Please add any comments about this here:

51. From the evidence you have, do you think that the person was
treated in a timely way without any delays in their care or treatment
that adversely affected their health?
☐ Yes
☐ No
Please add any comments about this here:

52. From the evidence you have, do you think that this death might be
attributable to abuse or neglect in any setting?
☐ Yes
☐ No
Please add any comments about this here:

53. From the evidence you have, do you think that the person
experienced standards of care, including the coordination of their
care, that might indicate organisational dysfunction, danger or
inadequacy?
☐ Yes
☐ No
Please add any comments about this here:

54. Do there appear to be any gaps in service provision that might
have contributed in any way to the person’s death?
☐ Yes
☐ No
Please add any comments about this here:
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55. To your knowledge, has the person ever been subject to
safeguarding concerns, or is there a current Adult Protection Plan or
Child Protection Plan in Place?
☐ Yes
☐ No
Please add any comments about this here:

56. After reviewing this death, are you surprised that the person died
from this cause at this time?
☐ Yes
☐ No
Please add any comments about this here:

57. After reviewing this death, do you think that any further learning
could be gained from a multiagency review of the death that would
contribute to improving practice?
☐ Yes
☐ No
Please add any comments about this here:

58. From the information that you have, please grade your overall
assessment of the care received by the person:
☐ 1. This was excellent care and met current best practice.
☐ 2. This was good care, which fell short of current best practice in only one minor
area.
☐ 3. This was satisfactory care, falling short of current best practice in two or more
minor areas, but no significant learning would result from a fuller review of the death.
☐ 4. Care fell short of current best practice in one or more significant areas, but this
is not considered to have had the potential for adverse impact on the person and no
significant learning would result from a fuller review of the death.
☐ 5. Care fell short of current best practice in one or more significant areas, although
this is not considered to have had the potential for adverse impact on the person,
some learning could result from a fuller review of the death.
☐ 6. Care fell short of current best practice in one or more significant areas resulting
in the potential for, or actual, adverse impact on the person.

Note: If you think that you have insufficient information and are unable to grade your
overall assessment of the care received by the person, please seek further
information until you can do so - for example, review further case notes or speak to
those who knew the person well.
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2

59. Please add any additional comments you might have in relation to
this review (e.g. any examples of best practice that should be
recognised; any particular difficulties you have had in completing this
review).

Additional Comments:

60. Please add any comments that you might have about your
experience of the LeDeR Review process or IT System.
Comments:
Next Action
61. Please review the options below and select one to decide your next action.
1. If you have answered any questions with an answer that is coloured
red, a multiagency review of this death is recommended.
☐ Please tick box if this applies
2. If this person meets the criteria for the current priority themed review
deaths (the person was aged 18-24 (inclusive) when they died, or they
came from a non-white ethnic background), a multiagency review of the
death is required.
☐ Please tick box if this applies
3. If your initial assessment of this death suggests that NO multiagency
review is required, but you think that such a review might be appropriate,
(i.e. further learning could be gained from a multiagency review of the
death that would contribute to improving practice), please do conduct a
multi-agency review.
☐ Please tick box if this applies
4. If your initial assessment of this death suggests that NO multiagency
review is required, and you consider that no further learning could be
gained from a multiagency review of the death that would contribute to
improving practice, please complete the Action Plan below and submit the
Initial Review and Action Plan to your local area contact.
☐ Please tick box if this applies
Thank you.
YOUR NEXT ACTION:
Please now either START A MULTI-AGENCY REVIEW
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Or
COMPLETE AN ACTION PLAN and submit the Initial Review and Action Plan
to your local area contact.

Action plan
Please detail any actions that you recommend following this review of a person’s
death
Description of
action

Date
agreed

Date for
review/
completion

Person
responsible
for action

Outcome/comments
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Appendix E

1.

Form A - Notification of Child Death

Notification to be reported to CDOP Manager at: Email:
Tel:

Fax:

The information on these forms and the security for transferring it to the CDOP Co-ordinator
should be clarified and agreed with your local Caldicott guardian.
If there are a number of agencies involved, liaison should take place to agree which agency will
submit the Notification.

Child’s Details
Full Name of Child
Any aliases
DOB / Age

/

/

NHS No.

days/months/years
Address
Postcode
School/nursery etc
Date & time of death

/

/

Time

Other significant family
members

Referral details
Date of referral

/

/

Name of referrer
Agency
Address
Tel Number
Email
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Details of the death:
Location of death or fatal
event
(Give address if different
from above)
Death expected?
Reported to Coroner

Unexpected†

Expected
Y / N / NK /NA

Date:

/

/

/

/

Date:

/

/

Date:

/

/

Name:
Reported to Registrar

Y / N / NK /NA

Date:
Name:

Has a medical certificate
of cause of death been
issued?
Post mortem examination:

Y / N / NK /NA

Y / N / NK /NA

Venue:

† An unexpected death is defined as the death of a child which was not anticipated as a significant
possibility 24 hours before the death or where there was a similarly unexpected collapse leading to or
precipitating the events which led to the death.

Notification Details:
Please outline circumstances leading to notification. Also include if any other review is being
undertaken e.g. internal agency review; any action being taken as a result of this death.
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Appendix F
Death Referral to Inner South London Coroner from Hospital

Please complete and ONLY email securely to:
islcoroner.coroner@southwark.gcsx.gov.uk
Use the read receipt function to confirm that we have received the form.




DO NOT FAX THE FORM THROUGH FAXES ARE NO LONGER ACCEPTED.
THIS FORM MUST BE TYPED and include a summary of the patient’s medical
notes and medications
DO NOT USE ABBREVIATIONS

Name of patient:
Nationality of deceased if known:
Hospital No:
Place of death including ward name and where applicable ward number:
Name of bereavement officer dealing and telephone number:
Date of Birth: ___/___/______

Sex: Male / Female

Home address of deceased:

Name of person
reporting the death
including any mobile /
bleep number and
times when on duty
Date and time of death
Name of Dr pronouncing
life extinct (please
include bleep number
and when on duty)

___/___/______ @ __:__ Hours
Dr
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Consultant (please
include bleep number
and when on duty)

Dr

Deceased’s G.P (General Practitioner details):
Practice name /
name of General
Practitioner (GP)
address / telephone
number
Next of kin:
Have Next of Kin been informed (please delete as appropriate): YES /NO
Name and
Relationship to
deceased:
Best Contact if not the
above named person
including telephone /
mobile numbers:
Relationship to the
deceased:
1. Reason for referral to Coroner (delete as appropriate if “other” please explain):
Cause of death unknown
Death occurred less than 24 hours of admission
Death occurred during or shortly after an operation
Death may be from a disease acquired unnaturally (e.g. Hepatitis B)
Death may have been caused by violence, trauma or physical injury
Death may have been caused by poisoning or self-harm
Death may be a result of neglect or failure of care
Death may be related to medical procedure, treatment or drug toxicity
Death may be due to an injury or disease in relation to employment
Death occurred whilst deceased was in state detention
Deprivation of Liberty order was pending or was in place at time of death
Other (state reason):

YES / NO
YES / NO
YES / NO
YES / NO
YES / NO
YES / NO
YES / NO
YES / NO
YES / NO
YES / NO
YES / NO

2. Where patient has been in an incident involving police (e.g. RTC (Road Traffic
Collision)) or referred from another hospital, please state:
Referring hospital:
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Appendix G
Report of a Serious Incident Investigation – Maternal Death

CONFIDENTIAL
Incident Title:

Incident Date:

StEIS Reference:

Incident ID:

Author(s) and Job Titles

Reviewed by (reviewer
name and dates of report
adaption)

1.
2.
3.

Investigation Report Date:

Approved by (Executive):

Date approved by trust

Date submitted to
commissioners

Document version

Site
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Contents
3.3 Content

Page

Brief incident description
Pre-Investigation Risk Assessment
Background and Context
Terms of Reference
Investigating Team
Investigation type / process – methods used
Duty of Candour
Case Summary - Maternal Details
3.3

Chronology of events

Post Mortem Findings
Contributory factors analysis
Root Causes
Lessons learned
Findings: Narrative summary
Recommendations
Arrangements for shared learning
Distribution list
Post-investigation risk assessment
Action plan
Trust signatory page
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SI

Brief incident description

Date/Time of incident
Detection of incident
What happened?

Pre-Investigation Risk Assessment
A
Potential Severity
(1-5)

B
Likelihood of recurrence
at that severity (1-5)

C
Risk Rating
(C = A x B)

Background and Context: Description of service

Terms of Reference
Objectives
To establish the facts i.e. what happened (effect), to whom, when, where, how and why (root causes)
To look for improvements rather than to apportion blame
To establish the sequence of events that led to the incident
To establish whether failings occurred in care and/or treatment
To identify learning opportunities and improvements
To establish how recurrence may be effectively reduced or eliminated
To formulate realistic recommendations for practice and an action plan
To present the key findings in a report that will serve as a record of the investigation process and outcome
To identify routes of sharing learning from the incident
Key Questions / Issues to be addressed by the report

Investigation Scope (investigation start & end points)

Arrangements for communication, monitoring, evaluation and action

Investigation Commissioner
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SI

Investigating Team
Name

Job Title

Role

Internal members
1. Investigation
chair/lead
2.
3.
4.
External members

Involvement of other organisations

Investigation type / process – methods used: Please describe






Gathering information
Incident Mapping
Identifying Care and service delivery problems
Root cause analysis methodology
Identifying contributory factors & root causes

Duty of Candour requirements
Family
Have the family been notified following the incident?
How were the family notified?
Were the following provided?
Apology?
Meetings offered?
Notification of investigation process?
Were the family given the opportunity to feed questions
to the investigating team?
Named contact provided for the family during the
investigation?
Support mechanisms information?
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SI

How have the outcomes of the investigation been shared
with the family?
Staff
Were support mechanisms in place for members of staff
involved?
How were the staff supported following the incident and
subsequently?

Information and evidence gathered
Case Summary - Maternal Details
3
Age
Gestation at booking
Gestation at birth
If post-natal: days / weeks / months post delivery
Previous pregnancies
BMI
Ethnic group
Planned place of delivery

Consultant unit
C0-located MLU
Free standing MLU
Home
Un-booked

Actual place of delivery
Antenatal risk factors
Intrapartum risk factors
Post-natal risk factors
Date and time of event that contributed to the
outcome
Date and time of delivery (if different from above)
Condition of baby
Birth weight
Follow on information for the baby: e.g. primary
carer
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SI

FINDINGS:
Chronology of events
Date and
time

Event and Place of care

Care/Service Delivery Problems

Identified good practice

Post Mortem Findings
Initial findings
Full findings

Page 48 of 52

SI

Contributory factors analysis: Repeat table as required
Care and
Problem 1

Service

Delivery
Risk Assessment (before
actions are put in place to
reduce risk)

Severity

Likelihoo
d

Risk
Score

Patient
Task
Contributory Factors

Individual Staff
Team and Social
Education and training
Equipment / Resources
Communication
Working Conditions
Organisational / strategic

Care and
Problem 2

Service

Delivery
Risk Assessment (before
actions are put in place to
reduce risk)

Severity

Likelihood

Risk
Score

Patient
Task
Contributory Factors

Individual Staff
Team and Social
Education and training
Equipment / Resources
Communication
Working Conditions
Organisational / strategic
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SI

Root Causes

Lessons learned

FINDINGS: Narrative Summary

Recommendations to be entered onto the action plan

Arrangements for Shared Learning

Distribution list

Post-Investigation Risk Assessment
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SI

A
Potential Severity
(1-5)

B
Likelihood of recurrence
at that severity (1-5)

C
Risk Rating
(C = A x B)

Action Plan
See also ‘Types of Preventative Actions Planned’- tool at www.npsa.nhs.uk/rca

Action 1

Action 2

Action 3

Action 4

Action 5

Action 6

Root CAUSE
EFFECT on Patient
Recommendation
Action to Address Root
Cause
Level for Action
(Org, Direct, Team)
Implementation by:
Additional Resources
Required (Time, money,
other)
Evidence of Progress and
Completion
Monitoring & Evaluation
Arrangements
Sign off - action completed
date:
Sign off by:

Root CAUSE
EFFECT on Patient
Recommendation
Action to Address Root
Cause
Level for Action
(Org, Direct, Team)
Implementation by:
Target Date for
Implementation
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SI

Action 4

Action 5

Action 6

Additional Resources
Required (Time, money,
other)
Evidence of Progress and
Completion
Monitoring & Evaluation
Arrangements
Sign off - action completed
date:
Sign off by:

Signatories (maternal template only)
Name and Job Title

Signature

Date

Lead Investigating Officer for the Trust

Divisional Director for Women’s and
Sexual Health

Selina Trueman
Director of Nursing and Infection
Prevention and Control

Dr Elizabeth Aitken
Consultant Physician
Medical Director
Accepted on behalf of the Trust by:

Tim Higginson
Chief Executive
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