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To be read in conjunction with any policies listed in Trust Associated Documents. 

 Introduction 
 
Learning from Death 
1.1 Medway NHS Foundation Trust (MFT) are committed to identifying, reporting and 

learning from deaths, which occur in our care, or following interventions undertaken 
in our care and to enhancing the national learning in this field through engagement 
with carers and families and with our clinicians. 

1.2 The publication Learning, Candour and Accountability from the Care Quality 
Commission (CQC), made specific recommendations largely focused on maximising 
learning from deaths and the involvement of carers and families. This led to the 
National Quality Board (NQB) releasing its guidance (March 2017) to act as a 
framework for identifying, reporting, investigating and learning from deaths in care. 
The Learning Disability Mortality Review (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, available at 
https://www.england.nhs.uk/publication/national-guidance-on-learning-fromdeaths/ 

1.3 Having a formalised retrospective review will help MFT to identify examples where 
processes can be improved. This will help to ensure that the Trust is using mortality 
data and analysis alongside other indicators such as incidents and complaints to 
monitor the quality of care and share good practice and learning. 

 Purpose / Aim and Objective 
 
2.1 MFT will implement the requirements outlined in the Learning from Deaths 

framework as part of the organisation’s existing procedures to learn and continually 
improve the quality of care provided to all patients. 

2.2 Reporting of deaths for both children and adults are set out in the National Guidance 
on Learning from Deaths; however, deaths of children in the Trust, follow the review 
process as set out in the National Child Death Review Guidance. 

2.3 Under the National Guidance on Learning from Deaths, published by the National 
Quality Board in March 2017, Trusts are required to publish their policy on how their 
organisation responds to and learns from deaths of patients who die under their 
management and care, including: 

 

• Evidence-based approach to undertaking case record reviews 
• How their processes respond to the death of an individual with a learning 

disability and severe mental illness 
• The categories and selection of deaths in scope for case record review 

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

• How the Trust engages with bereaved families and carers, including how 
the Trust supports them and involves them in investigations. 
 

https://www.england.nhs.uk/publication/national-guidance-on-learning-fromdeaths/
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2.4 The Trust must also collect specific information every quarter on: 
• Total number of deaths 
• Deaths reviewed, 
• Total number of deaths deemed more likely than not due to problems in 

care 

 Definitions 
 
3.1 Patient: The term ‘patient’ will be used to describe all patients and services users 

who are currently or have previously been under the care of the Trust. 
3.2 Hospital Standardised Mortality Ratio (HSMR): A calculation used to monitor 

death rates in a Trust. The Trust HSMR are based on the routinely collected 
administrative data often known as Hospital Episode Statistics (HES), Secondary 
User Service Data (SUS) or Commissioning Datasets (CDS).  

3.3 Summary Hospital-Level Mortality Indicator (SHMI): A score that reports on 
mortality rates at trust-level across the NHS in England, using a standard 
methodology.  The SHMI is the ratio between the actual number of patients who die 
following hospitalisation and the number that would be expected to die on the basis 
of average England figures, given the characteristics of the patients treated there. 
SHMI includes deaths following a patient’s discharge within 30 days. 

3.4 Learning Disability is defined according to ‘Valuing People: A New Strategy for 
Learning Disability for the 21st century’ A White Paper  

3.5 Medical Examiners System (MES): The MES will, review each death in the hospital 
(and eventually will include community deaths) to allow for more accurate description 
of the causes of deaths and to enable a more accurate completion of the Medical 
Certification of the Cause of Death (MCCD). This review is fundamentally different 
from the more specific in depth Structured Judgment Review or case record review. 

3.6 Mortality Review:  A process undertaken after the death of a patient who was in 
receipt of MFT services or after discharge from services, which aims to identify, 
understand and learn from any problems identified with the quality of care delivered. 

3.7 Structured Judgement review (SJR): A structured desktop review of a case 
record/note, carried out by clinicians, to determine whether there were any 
indications of problems in the care provided to a patient. The SJR is a validated tool 
used in case record review. 

3.8 Incidents: An event or circumstance, which could have resulted, or did result, in 
damage, loss or harm to patients, staff, visitors or members of the public. 

 

  (Duties) Roles & Responsibilities 
 
4.1 Trust Board of Directors: have overall responsibility for quality of care in the Trust 

and a duty to satisfy itself that the Trust’s arrangements for learning from deaths and 
Mortality and Morbidity meetings are fit for purpose. The Board will nominate a non-
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executive director who will oversee governance processes relating to review of 
mortality and morbidity, working closely with the Medical Director. The Board will 
receive a quarterly report from Mortality and Morbidity Surveillance Group. This 
report will co-ordinate all the intelligence from reviewing in patient adult death and 
will establish the common themes associated with learning from deaths 

4.2 Chief Medical Officer: The Trust Medical Director is the executive lead for Mortality 
Review and is responsible for ensuring the systems within the Trust are fit to provide 
a review of mortality and learning from the findings of Mortality Reviews is embedded 
and disseminated. 

4.3 Non-Executive Directors: The Board of Directors are collectively responsible for 
ensuring the quality and safety of healthcare services provided by the Trust. The 
Mortality Review group and policy will be overseen by the Quality Sub Committee 
which attended by Non- Executive Directors, thereby providing assurance that the 
processes in place are robust. 

4.4 Divisional Directors and Divisional Management team: are responsible for 
ensuring arrangements for learning from deaths within their division meet the 
requirements of this policy and are sufficiently robust to contribute to providing 
assurance that their services are safe, that learning from mortality and morbidity 
reviews is identified and shared to improve patient outcomes 

• Ensuring arrangements for learning from deaths within their division 
meet the requirements of this policy and are sufficiently robust to 
contribute to providing assurance that their services are safe, that 
learning from mortality and morbidity reviews is identified and shared to 
improve patient outcomes 

• Designating consultant leads for learning from deaths for the division or 
sub-specialties 

• Ensuring that medical staff participate in the systematic screening and 
review of adult inpatient deaths. 

• Ensuring Mortality and Morbidity meetings are carried out within their 
division covering all relevant specialties in accordance with the generic 
terms of reference. 
 

4.5 Medical Examiners Service: The Medical Examiners Service functions 
independently of the Trust, and are accountable to the national Medical Examiner. 
The Medical Examiners Service informs the mortality team of any deaths that may 
require further investigation, where there has been potential issues/problems in care 
identified.  

4.6 Learning Disability Mortality Review Programme (LeDeR) lead for Mortality:  
The Learning Disability Mortality Review Programme (LeDeR) contact for MFT is the  
Learning Disability Liaison Nurse 

 
4.7 The Mortality Team: are responsible for 

• Facilitating and monitoring mortality reviews 
• Undertaking monthly analysis of mortality data 
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• Escalating reviews to the correct overarching Clinicians / Mortality 
meetings  

• Producing the Trust Mortality Reports 
 

4.8 All clinicians should participate in 
• Division-based learning from deaths and Mortality and Morbidity meetings 

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

• Participation should take the form of open and transparent review of 
individual cases in the spirit of learning and continuous improvement. 

• Clinicians should review, and adjust if appropriate, their personal and 
team clinical practice in response to learning from such reviews.  

• Clinicians who attend mortality and morbidity meetings should:  
o contribute their knowledge and experience to those meetings 
o openly look for prevention strategies, without resorting to 

blaming others 
o help colleagues to deliver safer care on the basis of what has 

been learned, by building safeguards into existing practice and 
challenging practice that has been demonstrated to be unsafe 

o look to improve and standardise care for patients and their 
families 

 
4.9 Mortality and Morbidity Surveillance Group (MMSG) is responsible for ensuring 

that specific mortality reporting requirements, as set out by NHS England, are 
implemented. The primary role of the MMSG is to provide assurance to the Clinical 
Effectiveness and Outcomes Group (CEOG) and the Quality Assurance Committee 
(QAC) on patient deaths, including results and learning generated by local mortality 
reviews, and consider strategies to improve care and reduce avoidable deaths. 

 
4.10 Speciality Mortality and Morbidity Meetings. Each Specialty are responsible for 

holding monthly Mortality & Morbidity meetings. These meetings will be minuted 
using a standard governance meeting template with details of cases discussed, 
outcomes, learning and actions documented. Learning and outcomes are reported 
back to the MMSG through the Mortality Team.  
 

  Learning from deaths – Selecting deaths for Structured Judgement Review 
(SJR)  

5.1 Selecting deaths for SJR 
Deaths that occur in MFT are recorded in a number of ways and the total numbers of 
deaths are captured within the Trust Data. This allows the Trust to publish accurate 
figures for the total numbers of deaths per quarter. 
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Neonatal, stillbirth and maternal deaths are reviewed through separate processes in 
line with Child Death Statutory Guidance, Perinatal Mortality Review Tool (PMRT) 
and MBRRACE recommendations  
The selection of adult (except maternal) deaths that are to be the subject of a 
structured judgement review can be initiated by the outcome of a national alert, the 
mandated list of causes of deaths from national guidance, Medical Examiners 
Service, or concerns raised by staff and families. Cases may also be referred for an 
SJR from the Incident Review Group, Divisional Governance team, patient safety 
leads, specialty mortality and morbidity meetings, from the Datix system, 
complaints/PALS or from members of staff. In some cases, deep dive triggered by 
outlier/cusum alerts from mortality indicators (HSMR and SHMI) may also generate 
selected cases for SJE review. Appendix 1 

5.2 All adult hospital deaths will be reviewed with those meeting the following criteria 
triggering a SJR: 

• Deaths where the family raise concerns about the overall care provided 

• Deaths where significant concern about the quality of care provided is 
raised by the medical examiner or staff 

• Deaths where the patients with learning disabilities or Autism Spectrum 
Disorder (ASD) 

• Patients who have died with a history of severe mental illness, this is 
defined as patients receiving on-going care from secondary mental 
health services or were detained under the Mental Health Act 2007 at 
the time of their death 

• Deaths where the patient was not expected to die – for example after an 
elective procedure 

• Deaths that occur following an alert that has been raised with the 
organisation for example, an elevated mortality rate, concerns from audit, 
CQC concerns, Datix raised 

• Deaths where learning will inform the provider’s quality 
improvement work 

• A further sample of other deaths that do not fit the identified categories 
to provide an overview of where learning and improvement is required. 
This does not have to be a random sample, and could use practical 
sampling strategies such as taking a selection of deaths from each 
weekday. This will include patients whose death was expected and may 
have had an End of Life Care Plan in place. 
 

 Bereaved Family and Carers 
 
6.1 When a patient in receipt of care from the Trust dies, within an inpatient setting, 

bereaved families and carers should be informed immediately. In all circumstances 
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of a death, contact should be made to offer support to the family in a clear, honest 
and compassionate way. 

6.2 Bereaved families and carers have a right to raise concerns about the quality of care 
and thereby help to inform decisions about whether a review or investigation is 
needed.  

6.3 Duty of Candour should always be followed when a patient dies, as it is unclear if 
any aspects of care provided may have led to the harm of the patient. Further 
information can be found in the Trust’s Being Open and Duty of Candour Policy. 

6.4 MFT staff in conjunction with the Medical Examiner team should engage 
meaningfully and compassionately with bereaved families and carers at all stages of  

 Mortality Review Process  
 
7.1 Deaths that have been identified for a SJR will follow the Trust process see  

appendix 2.  
7.2 The Trust will apply rigorous judgement via an SJR review panel, which will apply 

rigorous quality of care scoring. If at any stage of the mortality review process, it is 
suspected that the death may meet Serious Incident (SI) or High Level Investigation 
(HLI) reporting criteria, the case will be referred to patient safety via the Incident 
Review Group (IRG).  

7.3 Mortality cases reviews identified for further investigation from the SJR panel will be 
sent to the relevant consultant / speciality to discuss at speciality mortality & 
morbidity meetings and minutes and any agreed actions, are to be completed and 
returned to the Learning from Death facilitator within 10 days of the request being 
sent.  

7.4 Infant or child (under 18), stillbirth and maternal deaths 

The procedural requirements following the death of a child or young person are 
understandably rigorous and extend beyond the bounds of Trust.  The trust fulfil the 
arrangements as set out in the Children Act 2004, as amended by the Children and 
Social Work Act 2017. The arrangements also comply with the requirements set out 
in Working Together to Safeguard Children 2018.   

• The Child Death Co-Ordinator is notified of all deaths up to the age of 18. 
The Child Death Coordinator will then inform relevant agencies and staff 
members of the death. The Child Death Co-Ordinator will liaise directly 
with the CDR team and the Designated Doctor for child deaths to 
arrange a Joint Agency Review meeting and invite professionals who 
were involved with the child previously and at the time of death. 
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7.5 Learning Disability deaths 

In addition to the Trust internal review, any death of a patient aged 4 and above with 
a recognised learning disability as defined by the Learning Disabilities White Paper 
‘Valuing People’ (2001) will be referred to the Learning Disabilities Mortality Review 
(LeDeR) programme in line with national guidance. Appendix 3 

7.6 Severe mental illness deaths 

In line with national guidance, all deaths of patients with severe mental illness will be 
reviewed through the Trust mortality review process  

 Reviewing outputs from review and investigation to inform quality 
improvement 

 
8.1 The Trust recognises that mortality review does not replace the need to consider 

national mortality data (HSMR and SHMI). As such, the Trust Mortality & Morbidity 
Surveillance Group (MMSG) provides assurance to the Trust regarding mortality 
indicators in addition to results of structured judgement / mortality reviews. 

8.2 The learning from each death reviewed will be shared and include escalation as 
appropriate, to: 

• Divisions via Mortality & Morbidity meetings, Mortality & Morbidity 
Surveillance Group, and to the Trust board via reporting into Clinical 
Effectiveness & Outcomes Group, Quality Assurance Committee  

• Information on deaths, investigations and learning will be regularly 
reviewed, acted upon and reported in annual Quality Accounts 

8.3 As required, the Trust will present information quarterly at the public meeting of the 
Board of Directors. This data will include the total number of the Trust’s inpatient 
deaths (including Emergency Department deaths, maternal deaths, neonatal deaths 
and stillbirths) and those deaths that the Trust has subjected to mortality review. Of 
these deaths subjected to review, the Trust will provide the number of deaths judged 
more likely than not to have been due to problems in care. 

 Monitoring and Review  
 

What will be 
monitored 

How/Method/ 
Frequency Lead Reporting to 

Deficiencies/ gaps 
Recommendations and 

actions 
Policy review First review in one 

year and then every 
three years 

Author Mortality & 
Morbidity 
Surveillance 
Group, CEOG, 
Quality 
Assurance 
Committee 

This policy will be reviewed in 
conjunction with national 
guidance and Trust 
objectives. The policy will be 
published on the Trust 
Intranet. 
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What will be 
monitored 

How/Method/ 
Frequency Lead Reporting to 

Deficiencies/ gaps 
Recommendations and 

actions 
Number of deaths, 
including  
• eligible deaths 

reviewed, 
• Learning 

Disability (LD) 
deaths 
specifically. 

Monthly mortality 
data  
Monthly Integrated 
Quality and 
Performance Report 
(IQPR)  
Quarterly reports to 
the Board 

Mortality 
Manager 

Mortality & 
Morbidity 
Surveillance 
Group,  
CEOG Quality 
Assurance 
Committee 
Trust Board 

Any shortfalls identified will 
have an action plan put in 
place to address which will 
have timescales included for 
re-audit / monitoring. 

Performance 
against key 
mortality metrics – 
crude death rate, 
HSMR and SHMI 

Monthly mortality 
data  
Monthly Integrated 
Quality and 
Performance Report 
(IQPR)  
 

Mortality 
Manager 

Mortality & 
Morbidity 
Surveillance 
Group,  
CEOG Quality 
Assurance 
Committee 

Alerts will be investigated 
accordingly in collaboration 
with the Clinical Coding Team 
and relevant specialties. 

Learning from 
deaths 

Divisions/ specialty 
presentations, 
reports and minutes. 
To be assessed via 
the Mortality & 
Morbidity Review 
Group 

Divisions 
and 
specialty 
mortality 
leads 

Mortality & 
Morbidity 
Surveillance 
Group 

Divisions and specialties 
should be able to 
demonstrate learning through 
M&M minutes and 
reports/presentations to the 
MMSG.  
Appropriate action will be 
taken by the MMSG as 
necessary where this is not 
evident.  

Engagement with 
families and 
carers 

Duty of Candor, SI 
reports 

Divisions 
and 
specialty 
mortality 
leads 

Mortality & 
Morbidity 
Surveillance 
Group 

Where mortality review and 
investigations identify 
problems in care, 
documentation should be 
available to show that the 
Duty of Candor process has 
been implemented.  

  

 Training and Implementation  
 
10.1 Training in the Royal College of Physicians (RCP) case note review methodology will 

be provided to trusts. The Trust will ensure that the appropriate staff members are 
identified to receive training. 

10.2 Trained clinicians will cascade the RCP case note review methodology learning to 
fellow reviewers. 

10.3 Reviewers will apply the RCP methodology and best practice when conducting 
mortality reviews. 

 Equality Impact Assessment Statement & Tool 
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All public bodies have a statutory duty under The Equality Act 2010 (Statutory Duties) 
Regulations 2011 to provide “evidence of analysis it undertook to establish whether its 
policies and practices would further, or had furthered, the aims set out in section 149(1) of 
the [Equality Act 2010]”; in effect to undertake equality impact assessments on all 
procedural documents and practices. Authors should use the Equality Impact Toolkit to 
assess the impact of the document. 
In the first instance this will mean screening the document and, where the screening 
indicates, completing a full assessment. The Toolkit can be found on the Trust website 
http://www.medway.nhs.uk/our-foundation-trust/publications/equality-and-diversity/equality-impact-
assessments/ 
 
A document will not be considered approved until the author has confirmed that the 
screening process has been carried out and where required a full impact assessment has 
been completed. Where a full assessment is completed this should be submitted along with 
the document for approval. 
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Appendix 1 Learning from deaths – Selecting deaths for Structured Judgement 
Review (SJR)  
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Appendix 2 Learning from deaths –Structured Judgement Review (SJR) process 
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Appendix 3 learning Disabilities Mortality Review (LedeR) 
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