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Summary 

This policy sets out a framework describing how the Trust and its staff will respond to and learn from 
deaths that occur under our care. 
It will provide guidance for all staff involved in the mortality review process ensuring clarity on roles, 
responsibilities and expectations. 
Reviewing mortality can help make improvements to the quality of care received by patients at the Trust 
by identifying care related issues. This enables the identification of learning themes and provides evidence 
of a high standard of care. 
Mortality is a fundamental component of clinical effectiveness, one of the three dimensions of quality 
described by Lord Darzi in High Quality Care for all (2008) 
The Trusts aims are to: 

• Have continuous improvement of our Hospital Standardised Mortality Ratios (HSMR) and the Trusts 

Standardised Hospital-Level Mortality Index (SHMI) 

• Achieve a year-on-year reduction in avoidable mortality  

• Improve learning from mortality reviews 

• Ensure robust and timely governance processes regarding mortality outcomes and reviews 

• Provide assurance of mortality processes in the Trust 
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PROCESS 

 
  

Death of an Inpatient 

Medical Examiner Scrutiny: 
A review of deaths that have 
occurred in hospital within the 
previous 72 hours 

 

Coroner’s: 
Refer cases to the Coroners in 
accordance with the Coroners and 
Justice Act 2009 (Appendix E) and 
Notification of Death Regulation 2019. 

Inquest: 
An inquiry into the 
circumstances 
surrounding a death. 

Coroner Post-mortem: 
An examination of a body 
after death to determine 
the cause of death 

100A: 
Where a coroner has been 
informed of a death and they have 
given permission for the Trust to 
issue the death certification with 
no further action needed 

No concerns: 
Issue the Medical Certificate of 
Cause of Death (MCCD) 

Morbidity and Mortality (M&M) 
A regular meeting held by individual 
specialties where deaths, 
complications of care and treatment 
or good practice are presented, 
discussed and potential learning 
established.  

Structured Judgement Review (SJR) 
A retrospective in-depth clinical judgement 
review of cases where there are concerns 
that care could have been better and 
potentially adversely affected the outcome. 
Approximately 10-12% of all death at the 
Trust should be reviewed via an SJR. 

 

Safety Learning Event (SLE) & 
Incident Review Panel (IRP) 
When a concern is reported via Datix 
the event is cascaded, reviewed and the 
severity of harm is considered so that 
further action can be taken. 

Learning Disabilities Review (LeDeR) 
An adjusted SJR to look at the care 
received by patient’s who had a Learning 
Disability or Autism to ensure that the 
care they received was not 
disproportionate to their individual 
needs, reportable externally to CCG 

QUASAR: 
Concerns in care can be raised 
to the Governance team by 
external agencies and vice versa 
to undertake further review.  

Learning from Deaths Report 
Quarterly report, which aims to 
capture the learning from the above 
reviews. 

Mortality Review Group (MRG) 
Provides direction and formally reports on progress 
against the key work-streams relating to mortality 
and learning from deaths across the Trust, to 
support the drive to reduce avoidable mortality. 
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1. INTRODUCTION 

Portsmouth Hospitals University NHS Trust (PHU) is one of the largest acute hospital trusts in the country 
treating over half a million patients a year, within a setting such as this, a proportion of patients will require 
palliative and end of life care when there is no cure for an illness.  The majority of patients receive very 
good care however, it is recognised that some patients have a poor experience, the causes of which are 
often multifactorial. 
 
Scrutiny of patient safety issues has intensified both locally and nationally since the publication of the 
Francis report into events at Mid Staffordshire hospitals. In March 2017, the National Quality Board 
published the National Guidance on Learning from Deaths which is a framework for NHS Trusts and NHS 
Foundation Trusts on identifying, reporting, investigating and Learning from Deaths in Care.  To support 
this all Trusts are required to have a policy to support this process. 
 
Portsmouth Hospitals University NHS Trust is committed to monitoring, understanding and learning from 
mortality outcomes.  Reviewing outcomes and the process of care underlying them provides the assurance 
that quality of care is of a high standard and identifies areas for improvement to be acted upon. 
 
In response to the Shipman report the recommendation was made for the implementation of an 
independent Medical Examiner system in England and Wales, this was put into legislation in the Coroner’s 
and Justice Act 2009. In October 2017 Lord O’Shaughnessy, parliamentary Under Secretary of State for 
Health, announced that a national system of medical examiners would be introduced from April 2019.  
Portsmouth Hospitals University NHS Trust responded to this by establishing the Portsmouth Medical 
Examiner Office in November 2019 in line with the national model.  The Health and Care bill gained royal 
assent in 2022, and as a result the responsibility to host the Medical Examiner system is being formally 
transferred from local Authorities to the NHS. (In practice this has already occurred as part of the non-
statutory phase of the ME system.) The ME system will move to a statutory footing from April 2023 as the 
provisions in the Health and Care Bill are enacted. The Medical Examiner Office is an independent service, 
hosted by PHU. It is accountable to the National Medical Examiner, with a Regional ME team in place to 
support. 
The Medical Examiner Office scrutinizes all in patient deaths, and the ME for each case has not been 
involved in the care of that patient in life.  It makes an initial assessment of potential avoidability, identifies 
areas of concern or opportunities for learning that may require further investigation.  This can be through 
departmental Morbidity and Mortality meetings (M&M), Structured Judgement Reviews (SJR) or through 
a serious incident requiring investigation (SIRI) process. The SIRI process will be replaced over the next 12-
18 months by the Patient Safety Incident Response Framework (PSIRF) being introduced nationally in 2022. 
 
Increased oversight and robust peer review of factors involved in patient deaths are vital in identifying 
learning.  It is essential that the learning from these reviews is shared effectively across the organisation 
and the wider health system with actions to address the findings implemented effectively. 
The Trust’s mortality process and data are overseen by the trust’s Mortality Review Group (MRG), which is 
chaired by the Medical Director and reports into the Trust’s Quality and Performance Committee. 
 
Deaths in maternity are reviewed (also using SJR) in two ways: 
 

• Perinatal deaths – from 22 weeks gestation until the neonatal period – are reviewed at the 
Perinatal Mortality Review Group using the national review tool from the Perinatal Institute, the 
Perinatal Mortality Review Tool. This group meets monthly, is MDT based and includes an external 
member. 
 

• Where stillbirth occurs during labour, at term, or in cases of maternal death, the Healthcare Safety 
Investigation Branch (HSIB) carries out an independent investigation. All deaths that meet the 
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threshold for HSIB input are declared as Serious Incidents to ensure additional scrutiny from the 
CCG on behalf of NHSE. Maternal deaths are also reported to MBRRACE - UK for further review, 
with the national trends published in the biennial Confidential Enquiry. 

 
2. SCOPE 

All Trust staff (including permanent, locum, secondee, students, agency, bank and voluntary), the Ministry 
of Defense Hospital Unit, Joint Hospitals Group South (Portsmouth) and Retention of Employment (ROE) 
staff must follow the policies agreed by the Trust. Breaches of adherence to Trust policy may have 
potential contractual consequences for the employee.  
 
In the event of an infection outbreak, pandemic or major incident, the Trust recognises that it may not be 
possible to adhere to all aspects of this document. In such circumstances, staff should take advice from 
their manager and all possible action must be taken to maintain ongoing patient and staff safety.  
 
The Trust is committed to promoting a culture founded on the values and behaviours which will bring us 
closer to achieving our vision of working together to drive excellence in care for our patients and 
communities. All staff are expected to uphold the Trust Values of Working Together: For Patients, With 
Compassion, As One Team, Always Improving and all leaders are expected to display and role model the 
behaviours outlined in the Trusts Leadership Behaviours Model.  
 
This policy should be read and implemented with the Trust Values and Leadership Behaviours in mind at 
all times. 
 

Whilst the policy outlines how the Trust will report, manage, analyses, and learn from deaths, 
implementation of this does not replace the personal responsibilities of staff with regard to issues of 
professional accountability for governance. 
Specifically, the policy applies to all staff who: 

• Are responsible for reviewing mortality outcomes:  

• Review or monitor mortality data 

 
3. PROCESS 

The Trust policy is designed to ensure that all deaths are reviewed in order that any learning can be 
identified and shared. 

 
3.1. Case Identification: 

Cases requiring review will be identified by a number of routes including: 

• Cases identified as needing further investigation by the Medical Examiner team 

• Cases identified by the admitting team as requiring further investigation 

• All cases where death may be associated with a Serious Incident that fits the criteria within 

the national patient safety framework 

• Cases where the family, staff or other agencies have raised concerns about the care or 

treatment of the deceased. 

• All cases where it is suspected that the result of death may have been preventable, identified 

as such through the MRP or any other route 

• Selected case series as directed by the Medical Director or the Mortality Review Group, 

related to mortality alerts, concerns regarding particular diagnostic groups or other focused 

investigations 

• All deaths of patients detained under the Mental Health Act 1983 

• All deaths in hospital of patients with Learning Disabilities or Autism. 
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• All maternal deaths and perinatal deaths from 22 weeks gestation to the neonatal period. 

 
3.2.  Medical Examiner System 

3.2.1. All deaths that occur within the Trust are notified to the bereavement team, these will all 

be reviewed by the Medical Examiner Team. 

The Medical Examiner team will review cases as soon as possible after the death has 
occurred, usually within a 72 hour time frame where capacity permits. Cases where urgent 
release of the body is required every effort will be made to facilitate these as a priority 
whilst maintaining the integrity of the Medical Examiner System (Further information 
regarding Urgent release can be found in the Care of a Patient After Death Policy) 

 
The need for an evening or an out of hours service will continue to be monitored by the 
Lead Medical Examiner and accommodated where needed. 
 
At the current time the ME service runs a daily (weekday only) panel “MRP” to facilitate 
completion of ME scrutiny, and to facilitate timely reporting of issues to the trust. However, 
having a panel in this format is not essential to complete all the functions of the ME service. 
The panel consists of at minimum: 

• A Medical Examiner (ME) - must have at least five years’ experience as a fully 

registered medical practitioner holding a current GMC registration (as stated in 

the Coroners and Justice Act 2009) who has completed the Royal college of 

Pathology Medical Examiners electronic and face-to-face training. MEs are 

appointed to the ME role after an open application and interview process 

• A Medical Examiner Officer (MEO) – can be clinical or nonclinical but need to 

have completed the Royal college of Pathology Medical Examiners Officer 

electronic and face-to-face training. MEOs are appointed to the MEO role after 

an open application and interview process 

The Medical Examiner Service scrutiny will comprise of: 

• a medical record review (by the ME) 

• A discussion with the Qualified attending physician (QAP) to review the proposed 

cause of death. (Can be delegated to an MEO) 

• asking the bereaved whether they have questions about the proposed cause of 

death or circumstances of death or concerns about the care before death (can 

be delegated to an MEO) 

• During scrutiny the ME will consider with the QAP whether a referral to the 

Coroner is required in accordance with the Notification of Deaths Regulations 

2019.  

 
At panel each case is allocated a time slot of 10 minutes.  Medical staff will be contacted 
by the bereavement team in the morning and given their time to attend.  A Qualified 
Attending Practitioner (QAP) of any grade, should attend promptly and be prepared to 
present a short summary of the case and a proposed cause of death.  As the ME system 
matures and QAPs become more familiar with its requirements it may not be necessary for 
all cases to be discussed at the panel. If the ME service is assured that a case is 
straightforward and no concerns or learning has been identified an Medical Certificate of 
Cause of Death (MCCD) may be issued without the QAP attending MRP in person.  

 
3.2.2. The ME service will discuss the case with the QAP with the aim of identifying: 
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• The cause of death – The QAP remains legally responsible for recording the cause of 

death on the Medical Certificate of Cause of Death (MCCD). The Medical Examiner may 

give advice but the QAP should not be told what to write as the cause of death by a ME. 

When the system becomes statutory it is expected that the digitalised MCCD will 

contain a field for ME sign off after agreement of the cause of death between QAP and 

ME. It is therefore important that agreement is reached between the QAP and the ME 

as to the cause of death. 

• A QAP is able to write an MCCD if they know the cause of death “to their best knowledge 

and belief”. All deaths where the cause is unknown and therefore discussion with the 

coroner’s office is required 

• All deaths that must be reported to the coroner as outlined in the Coroners and Justice 

Act 2009 and the Notification of Deaths Regulations 2019 

• An assessment of avoidability of the death, using the 6-point Hogan avoidability scale 

(Appendix C), will be made and recorded 

• An assessment of the Quality of Care using the Royal College of Physicians scoring 

system (Appendix D), should be made and recorded – this is a new requirement being 

asked of the Medical Examiners (Please see Appendix E and F) 

• Any concerns or issues that suggest a more in-depth review is required; this includes all 

cases where the death was unexpected 

• Any exemplary practice – should be fed back to the appropriate individuals and teams 

• All learning points that the case highlights, including near-miss incidents or positive 

events 

Medical Examiners and Medical Examiner’s Officers need to ensure that their scrutiny is 
recorded accurately and objectively. Medical Examiners should write their notes in 
accordance with the GMC Good Medical Practice guidance. The ME scrutiny will only be 
visible to the ME service, unless it is necessary to release the information to the trust to 
facilitate investigation or case review for learning. 

 
3.2.3. In the case of a death where there are no concerning lapses in care, no learning points 

identified and where there is no evidence that the death was avoidable, the process for 

death certification should be completed in accordance with: Guidance for doctors 

completing Medical Certificate of Cause of Death in England and Wales; and the cremation 

(England and Wales) regulations 2008 (revised March 2020) 

 

3.2.4. A Safety Learning Event (SLE) should be completed for any case where there is concern 

related to the actions or omissions of another healthcare provider, as per SLE Policy (Section 

5).  The ‘external agency’ box on the SLE form should be ticked.  In addition, feedback on 

cases involving partner agencies will be provided using QUASAR (CCG Quality surveillance 

and reporting System).  Feedback or concerns relating to non-NHS or non-local services can 

be completed by the Risk Management team (Datix.Admin@porthosp.nhs.uk) 

 

3.2.5. In the event of an infection outbreak, pandemic, or major incident a condensed review panel 

can occur however, all deaths are still expected to go through the Medical Examiner service 

for initial scrutiny. 

 
  

mailto:Datix.Admin@porthosp.nhs.uk


Learning from Deaths Policy 

Learning from Deaths Policy 
Version 4 Review date: 01/08/2025 (unless requirements change)                                                                                         Page 9 of 28 

3.3. Deaths where concerns are identified 

3.3.1. All deaths where concerns are raised should be considered in relation to whether they 

meet the criteria for reporting as a Serious Incident (SI) defined within the national patient 

safety framework.  The threshold for reporting should be low, as events can be 

recategorised if it is decided later that they do not meet the criteria. (To be read in 

conjunction with the Management of Safety Learning Events, including Serious Incidents 

requiring Investigation Policy) 

 

3.3.2. Deaths that will always require reporting as an SI include (but are not limited to): 

• Unexpected or avoidable death of one or more patients, staff, visitors or members of 

the public, this includes suicide/self-inflicted death, and homicide by a person in 

receipt of mental health care within the recent past 

• Deaths deemed to be potentially avoidable – where appropriate action/intervention 

could have prevented the death 

• All deaths assessed by the MRP as Grade 1-3 on the Hogan avoidability scale 

• All deaths with a Quality of Care score of 1-2 (a score of 1 should be raised as an SI, 

with a judgment made about a score of 2 as to whether an SI should be triggered or an 

SJR completed) 

• Deaths following an inpatient accident or injury where the accident or injury 

contributed to death 

• Death under Detention (Mental Health Act 1983) 

• Actual or alleged abuse where: 

- Healthcare did not take appropriate action/intervention to safeguard against 

such abuse occurring; or 

- Where the abuse occurred during the provision of NHS-funded care 

• A Never Event 

• Any death where actual harm has been identified, irrespective of its contribution to 

death 

• All deaths on maternity that meet the threshold for independent HSIB investigation. 

 

3.3.3. In addition, deaths where the patients, family members or carers have raised concerns 

about care or treatment, or where there appears to be system wide learning, should be 

considered for reporting as an SI 

 

3.3.4. Deaths should be reported by the medical team responsible for the patient by completing 

a Safety Learning Event (SLE) form on Datix and recording the severity as suggested from 

local clinical discussion and in conversation with the Medical Examiner.  This will trigger the 

SI process which should then be followed according to the Trust policy on managing Serious 

Incidents. The severity grading can be modified following further review through the 

incident review process an investigation.   

 

3.3.5. Deaths where concerns are raised, or where there are issues requiring further review to 

identify learning, but where the threshold for reporting as a SI is not met should be 

reviewed through the departmental Morbidity & Mortality (M&M) process.   All deaths 

with a Hogan avoidability score of 4, or a Quality-of-Care score of 3 should have an SJR 
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3.3.6. Any learning should be shared with the Learning from Deaths manager, the team involved 

in the deceased person’s care and be presented at the specialty M&M 

 
3.4. Departmental Morbidity and Mortality review (M&M) 

3.4.1. Every specialty should have its own M&M, with their own standardised format for 

presentation and recording.  The recording of the meetings should be clear and precise, 

these should be attached to DCIQ transparency.  

 

3.4.2. In accordance with the national guidance released from the Royal College of Surgeons, the 

Trust should support each M&M with: 

• Administrative support 

• Sufficient IT support to be able to show a presentation and radiological images 

• Staff should have protected time to attend 

• Cases should be discussed at the next meeting after it is realised the case meets the 

criteria 

• Attendance records should be taken. 

 
3.4.3. Criteria for M&M meetings include, but not exhaustive: 

• Surgical inpatient deaths 

• Never Events 

• Safety incidents that result in moderate harm or above and therefore trigger a formal 

duty of candour 

• Delays in discharge from hospital due to complications occurring 

• Returns to theatre for further surgery during the same admission 

• Unplanned readmissions within 30 days of discharge 

• Complications from surgery, procedures or medications 

• Incidents flagged through Clinical Governance Leads  as being of concern 

• Near Misses – that would not normally fall under any other category 

• Cases flagged by MRP to be reviewed 

• Learning coming from SJR’s, SI, Inquests or other M&M specialties with relevance to 

your own specialty 

• Where concerns have been raised by a family, carer, or another professional.  

 

3.4.4. Meetings should be multi-disciplinary to include: 

• Consultants 

• Junior Doctors 

• Nurses – all grades 

• Health Care Support Workers  

• Allied Health Professionals  

This list is not exhaustive, invites from outside the specialty should be extended to others 
where they were involved in the case. 

 
3.4.5. Learning points will be clearly identified, recommendations of actions that are required to 

be addressed should be put in a SMART action plan (Example found in Appendix H).  The 
action plan should be agreed at the M&M meeting, this must then be recorded and shared 
at Departmental level, Care Group/ divisional governance committees, the Learning from 
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Deaths Manager, and any learning to be included in the Departmental report to the 
Mortality Review Group (MRG). 

 
3.4.6. Learning points must be made transparent and available Trust wide through the Trust’s 

mortality newsletter. 
 

3.4.7. Departmental M&M must be completed and uploaded onto the Trust Risk Management 

Software Solutions, clearly indicating the agreed avoidability of the death and any learning 

points, the form will be a record of review. 

 
3.5. Structured Judgement Review (SJR) 

3.5.1. Structured Judgement reviews are retrospective case reviews using the Royal College of 

Physicians SJR methodology.  This is a validated method for reviewing cases identified as 

needing an in-depth review with a rigorous and consistent standard looking at Quality and 

safety, holistic and technical care. 

3.5.2. SJR’s should be conducted by clinicians other than those directly involved in the care of the 

deceased or medical examiners who have scrutinized the case – where clinical expertise is 

required and is only with the clinicians involved in the case then the review should still 

involve other clinicians to provide peer challenge. 

3.5.3. Criteria for an SJR includes, but not exhaustive: 

• Learning Disabilities and Autism  

• Severe Mental Illness 

• Where family or staff concerns have been raised 

• Where the patient was not expected to die, for example came in for an elective 

procedure 

• Where the Medical Examiner has deemed the Quality of Care score to be 3 (a score of 

1 should be raised as an SI, with a judgment made about a score of 2 as to whether an 

SI should be triggered or an SJR completed)  

• Where an ‘alarm’ has been raised such as Dr Foster or CQC concerns 

• Where the learning will inform a provider’s quality improvement work, e.g., End of life, 

Acute Kidney Injury, Sepsis 

• Patient who unexpectedly died within 30 days of leaving hospital. 

• Thematic review 

 

3.5.4. Any learning should be shared with the Learning from Deaths manager, the team involved 

in the deceased person’s care and be presented at the specialty M&M. 

 

3.6. Mortality Review Group (MRG) 

The Mortality Review Group is held once a month and is there to provide direction and formally 
report on progresses against the key work-streams relating to mortality and learning from deaths 
across the Trust. 
The group will consider national guidance to ensure the implementation of best practice standards 
across the trust.  The group will also consider the implications arising out of national reports and 
enquiries, making recommendations as required to the Quality and Performance Committee. 

 
3.6.1. The MRG objectives are to:  
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• Receive assurances that all clinical M&M specialties within the trust are reviewing 
deaths and taking the opportunity to learn from these experiences and that the 
learning is disseminated among the multi-disciplinary team  

• Receive assurances from the Legal Services team regarding learning points gained 
from Inquests and notification of any Regulation 28 notices received. 

• Identify, co-ordinate and track mortality work streams within the trust to reduce the 
avoidable mortality and increase the Quality of Care. 

• Monitor and review mortality across the Trust and initiate investigations of any alerts 
received/identified and to implement learning gained from mortality 

 
3.7.  Deaths of patients with Learning Disabilities and Autism 

3.7.1. Deaths of patients with a diagnosis of a learning disability or autism should be reviewed 

via the same internal process as all inpatient deaths with the addition of the notification 

to the national LeDeR Programme on the website: https://leder.nhs.uk (carried out by the 

ME Office) 

3.7.2. The Deputy Director of Nursing for Quality and Safety alongside with the Learning from 

Deaths manager, must be informed by the ME office of all deaths of patients with learning 

disabilities and/or autism. 

3.7.3. Deaths of patients with a registered Learning Disability or Autism will have an internal 

LeDeR SJR completed and uploaded onto the Trust Risk Management Software Solutions. 

 
3.8. Death of a patient subject to detention under the Mental Health Act 

3.8.1. Under Regulation 17 of the Care Quality Commission (Registration) Regulations 2009, a 

death of a patient detained or liable to be detained under the Mental Health Act 1983 must 

be reported to the CQC, this is completed by the Trust Governance Lead.  

3.8.2. Patients who die whilst detained under the Mental Health Act 1983 should be reported 

using a Safety learning Event (SLE) form on Datix and in all cases, consideration should be 

given to investigating these deaths using the SIRI framework. These deaths will also be 

referred to the coroner 

3.8.3. In all cases where the death may have been due to problems in care, or may have been 

self-inflicted whilst in our care, an investigation will be instigated as per the national 

patient safety framework. 

 
3.9.  Death of an infant or child  

3.9.1. An infant or child is deemed in the Children Act 2004 as a person under the age of 18 years 

old, this includes any live-born baby. 

3.9.2. A death of an infant or child will be reported to the Child Death Overview Panel (CDOP), 

regardless of the cause of death.  This is a panel who investigate and review the child’s life 

and death by a multi-agency, multi-disciplinary panel convened by and responsible to the 

Local Safeguarding Children’s Board. The death will be reported through the National Child 

Mortality Database. The CDOP process starts within 48 hours and can identify concerns 

leading to a SLE being completed 

3.9.3. All unexpected child deaths (not NICU and up to and including 16 yrs old) are reported to 

the Paediatrics Governance lead and an SLE is submitted through DATIX.  If concerns are 

raised then the DATIX is marked as ‘Severe’ and a full SI is completed and the death will be 

reported to the Paediatric Critical Care Network (Regional) 

https://leder.nhs.uk/
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3.9.4. All unexpected child deaths are discussed at the Trust Incident Review Panel (IRP) which is 

held weekly, regardless of care provided. Clinicians are involved to check if there are any 

concerns 

3.9.5. If the case is not being reviewed by the coroner, it will be referred to a Medical Examiner 

for independent scrutiny to ensure that the cause of death is accurately recorded by the 

Qualified Attending Practitioner and that timely and appropriate referral to the coroner 

has occurred. This process involves an early phone call with the bereaved family. 

3.9.6. All deaths of an infant or child shall be discussed at the specialty Morbidity and Mortality 

review group. 

3.9.7. Under the National Guidance on Learning from Deaths, Infant and child deaths should be 

included in the quarterly report to Trust boards and the Annual Learning from Death 

report. 

 
3.10. Stillbirths and Neonatal deaths 

3.10.1. Neonatal deaths but not stillbirths will be independently reviewed by either a Coroner of 

a Medical Examiner. The coroners referral criteria is the same as for adults (Appendix G) 

3.10.2. As well as being investigated through the above means, stillbirths and neonatal deaths are 

reviewed by an MDT using the national Perinatal Mortality Review Tool (PMRT) and 

mothers and Babies: Reducing Risk through Audits and Confidential Enquires across the UK 

(MBRRACE - UK). 

3.10.3. Healthcare Safety Investigation Branch (HSIB) investigate incidents that meet the “Every 

Baby Counts” criteria which include all term babies (at least 37 completed weeks of 

gestation) where the death occurred during labour, birth, or in the neonatal period. 

3.10.4. Under the National Guidance on Learning from Deaths, neonatal deaths should be included 

in the quarterly report to Trust boards and the Annual Learning from Death report. 

 
3.11. Maternal Deaths 

3.11.1. Maternal Death is defined as the death of women, whether direct or indirect, either during 

pregnancy or within 42 days of the end of the pregnancy. 

3.11.2. A maternal death will be investigated by the HSIB if they meet the criteria set out in ‘saving 

lives, improving mother’s care’, and with the family’s consent. This then goes into a report 

by MBRACE-UK, which runs the national Maternal, Newborn and Infant Clinical Outcome 

Review Programme. 

3.11.3. Maternal Deaths will be reported on Datix and reviewed as a SIRI. 

3.11.4. These deaths will be reported through the quarterly report to the Trust Board. 

 
3.12. Governance Arrangements 

3.12.1. It is essential that there is oversight of the mechanisms within this process to ensure robust 

reviews of death are being undertaken in all departments and specialties of the Trust.  This 

includes the recognition of learning points, appropriate actions being identified and 

implemented, and the sharing of these across the organisation, and where appropriate, 

the wider health system. 

3.12.2. The Mortality review Group (MRG), a sub-group of the Trust Quality and Performance 

committee, has overarching responsibility and oversight of the processes described within 

this policy.  The purpose of this group is to ensure that processes around mortality review 

and learning from deaths are robust and that learning is recognised and shared.  The group 
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is multi-professional and has standing representation from the local commissioning bodies, 

who have been asked to participate in the mortality review process at all stages 

3.12.3. Divisional Governance Committees should oversee their departmental/specialty M&M 

meetings and ensure that regular reports, including learning, action plans and progress 

reports on these actions, from these meeting are presented and reviewed at the MRG. 

3.12.4. Quarterly reports to the Trust Board, which will be through a paper and agenda item to a 

public Board meeting, the report will include: 

• Total number of Inpatient deaths (including those from the Emergency Department) 

• Number of deaths subjected to the Mortality Review Panel process 

• Number of deaths subjected to a Morbidity and Mortality Review 

• Number of deaths subjected to a Structured Judgment Review 

• Number of deaths subjected to a Serious Incident Investigation 

• Of the cases reviewed, a breakdown of mortality scoring on the Hogan Scale 

• Of the cases reviewed, a breakdown of the quality-of-care scoring 

• Number of Maternal deaths 

• Number of Infant and Child deaths 

• Number of neonatal deaths 

• Number of stillbirths 

• Summary of key learning themes, with any specific areas of concern or further 

investigation needed being identified 

 
3.13. Bereaved Families and Carers 

3.13.1. The views and concerns of bereaved relatives and carers are important to the Trust and 

concerns raised about the care and treatment of the deceased should act as one of the 

triggers for a further case review, either in the form of an SJR or possibly an SI. 

3.13.2. In the case of the death being subject to an SI investigation the family’s view should be 

sought at the start of the investigation and questions they may have incorporated into the 

terms of reference for that investigation. 

3.13.3. All Trust staff involved in the care or support of bereaved relatives and carers must engage 

with them in a meaningful and compassionate manner and ensure that any concerns they 

have are heard, recorded, and reported via the mortality review process.  The key 

principles laid out in the National Quality Board ‘national Guidance on Learning from 

Deaths’ (2017) and the Duty of Candour and Being Open Policy (Section 5) should be 

adhered to by all staff. 

 
4. TRAINING REQUIREMENTS  

4.1. Mortality Review Panel 

• Staff who become members of the daily Mortality Review Panel, whether as a Medical 

Examiner or Medical Examiner Officer, must complete the minimum 26 core e-learning online 

training modules on e-learning for healthcare (elfh) and complete a Face-to-Face training 

session (either in person or via Zoom).  

• Panel member should read and be familiar with the content of this policy and the standard 

Operating Procedure for the MRP 

4.2. Structured Judgement Reviews 

• Staff undertaking case reviews will be trained in using the Royal College of Physicians Structure 

Judgement Review.   
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• Training will be provided by those who have attended the RCP ‘train the trainer’ sessions.  These 

staff will then work with colleagues in other organisations to provide training to clinical colleagues 

to support the development of sufficient capacity to use this as the preferred methodology for all 

deaths where a case review is required.  

4.3. Serious Incident  

• Reviewers completing a report for an SI will have in-house training in line with the NHS Patient 

Safety Strategy (July 2019) and the upcoming Patient Safety Incident Response Framework 

(2022) 

 
5. REFERENCES AND ASSOCIATED DOCUMENTATION 

• Coroners and Justice Act 2009, https://www.legislation.gov.uk/ukpga/2009/25/part/1 
 

• The Coroner’s Society of England and Wales, https://www.coronersociety.org.uk/faqs/  
 

• National guidance on Learning from Deaths: A framework for NHS Trusts and NHS Foundation Trusts 

in Identifying, Reporting, Investigating and Learning from Deaths in Care (March 2017), National 

Quality Board. https://www.england.nhs.uk/wp-content/uploads/2017/03/nqb-national-guidance-

learning-from-deaths.pdf  

 

• Implementing the Learning from Deaths framework: key requirements for trust boards (July 2017), 

NHS Improvements. https://www.england.nhs.uk/wp-content/uploads/2021/07/170921-

Implementing-LfD-information-for-boards.pdf  

 

• Guidance for doctors completing Medical Certificate of Cause of Death in England and Wales, Office 

for national Statistics, 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file

/877302/guidance-for-doctors-completing-medical-certificates-of-cause-of-death-covid-19.pdf  

 

• The Cremation (England and Wales) Regulations 2008 – Revised guidance to medical practitioners 

completing form Cremation 4 in a period of emergency, 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file

/878093/revised-guidance-to-medical-practitioners-completing-form-cremation-4.pdf  

 

• Mental Health Act 1983, https://www.legislation.gov.uk/ukpga/1983/20/contents 

 

• National Mortality Case Record Review Programme: Using the Structured Judgement review 

method. A guide for reviewers (2016), Royal College of Physicians. 

https://www.rcplondon.ac.uk/sites/default/files/media/Documents/NMCRR%20guide%20England_0

.pdf  

 

• Implementing the medical examiner system: National Medical Examiner’s Good Practice Guidelines, 

January 2020, NHS England and NHS Improvement published this document on behalf of the 

National Medical Examiner for England and Wales. https://www.england.nhs.uk/wp-

content/uploads/2020/08/National_Medical_Examiner_-_good_practice_guidelines.pdf  

 

• Serious Incident Framework, Supporting learning to prevent recurrence, NHS England, 

https://www.england.nhs.uk/wp-content/uploads/2015/04/serious-incidnt-framwrk-upd.pdf  

https://www.legislation.gov.uk/ukpga/2009/25/part/1
https://www.coronersociety.org.uk/faqs/
https://www.england.nhs.uk/wp-content/uploads/2017/03/nqb-national-guidance-learning-from-deaths.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/03/nqb-national-guidance-learning-from-deaths.pdf
https://www.england.nhs.uk/wp-content/uploads/2021/07/170921-Implementing-LfD-information-for-boards.pdf
https://www.england.nhs.uk/wp-content/uploads/2021/07/170921-Implementing-LfD-information-for-boards.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/877302/guidance-for-doctors-completing-medical-certificates-of-cause-of-death-covid-19.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/877302/guidance-for-doctors-completing-medical-certificates-of-cause-of-death-covid-19.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/878093/revised-guidance-to-medical-practitioners-completing-form-cremation-4.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/878093/revised-guidance-to-medical-practitioners-completing-form-cremation-4.pdf
https://www.legislation.gov.uk/ukpga/1983/20/contents
https://www.rcplondon.ac.uk/sites/default/files/media/Documents/NMCRR%20guide%20England_0.pdf
https://www.rcplondon.ac.uk/sites/default/files/media/Documents/NMCRR%20guide%20England_0.pdf
https://www.england.nhs.uk/wp-content/uploads/2020/08/National_Medical_Examiner_-_good_practice_guidelines.pdf
https://www.england.nhs.uk/wp-content/uploads/2020/08/National_Medical_Examiner_-_good_practice_guidelines.pdf
https://www.england.nhs.uk/wp-content/uploads/2015/04/serious-incidnt-framwrk-upd.pdf
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• NHS Patient Safety Strategy (July 2019), NHS England, https://www.england.nhs.uk/patient-

safety/the-nhs-patient-safety-strategy/  

 

• Morbidity and Mortality Meetings, A Guidance to Good Practice, November 2018, Royal College of 

Surgeons, 

file://nasphthomes/heathca/Downloads/RCS%20_Morbidity%20and%20Mortality%20Meetings%20(

1).pdf 

 

• Under Regulation 17 of the Care Quality Commission (Registration) Regulations 2009, 

https://www.cqc.org.uk/guidance-providers/regulations-enforcement/regulation-17-notification-

death-or-unauthorised-

absence#:~:text=Care%20Quality%20Commission%20(Registration)%20Regulations,follow%2Dup%2

0action%20where%20needed.  

 

• Children Act 2004, https://www.legislation.gov.uk/ukpga/2004/31/contents  

 

• Management of Safety Learning Events, including Serious Incidents Requiring Investigation Policy 

 

• Healthcare Safety Investigation Branch (HSIB) https://www.hsib.org.uk/what-we-do/maternity-

investigations/what-we-investigate/  

 

• Safety Learning Events Including Serious Incidents Requiring Investigation Policy -

https://www.porthosp.nhs.uk/about-us/policies-and-

guidelines/policies/Management/Safety%20Learning%20Events%20Including%20Serious%20Inciden

ts%20Policy.pdf 

 

• Duty of Candour and Being Open Policy - https://www.porthosp.nhs.uk/about-us/policies-and-

guidelines/policies/Management/Duty%20of%20Candour%20and%20Being%20Open%20Policy.pdf 

6. EQUALITY IMPACT SCREENING  

The Trust is committed to ensuring that, as far as is reasonably practicable, the way we provide services 
to the public and the way we treat our staff reflects their individual needs and does not discriminate 
against individuals or groups on any grounds. 
 
This procedural document has been assessed accordingly.  The assessment document is held centrally 
and is available by contacting the Trust Policy Management Inbox. 
 

7. MONITORING COMPLIANCE 

This procedural document will be monitored to ensure it is effective and to provide assurance of 
compliance. 
 

Element to be 
monitored 

Lead Tool 
Frequency of 

Report 
Reporting 

arrangements 
Lead 

Morbidities and 
Mortality specialties 
compliance 

Mortality 
Review Group 

Chair  

MRG 
reporting 
/ DCIQ  

Quarterly Learning from 
Deaths trust Board 
Report 

Medical 
Director 

Structured Judgement 
Review compliance 

Divisional 
Governance 

Leads  

DCIQ Quarterly Learning from 
Death Trust board 
Report 

Medical 
Director 

https://www.england.nhs.uk/patient-safety/the-nhs-patient-safety-strategy/
https://www.england.nhs.uk/patient-safety/the-nhs-patient-safety-strategy/
file://///nasphthomes/heathca/Downloads/RCS%20_Morbidity%20and%20Mortality%20Meetings%20(1).pdf
file://///nasphthomes/heathca/Downloads/RCS%20_Morbidity%20and%20Mortality%20Meetings%20(1).pdf
https://www.cqc.org.uk/guidance-providers/regulations-enforcement/regulation-17-notification-death-or-unauthorised-absence#:~:text=Care%20Quality%20Commission%20(Registration)%20Regulations,follow%2Dup%20action%20where%20needed
https://www.cqc.org.uk/guidance-providers/regulations-enforcement/regulation-17-notification-death-or-unauthorised-absence#:~:text=Care%20Quality%20Commission%20(Registration)%20Regulations,follow%2Dup%20action%20where%20needed
https://www.cqc.org.uk/guidance-providers/regulations-enforcement/regulation-17-notification-death-or-unauthorised-absence#:~:text=Care%20Quality%20Commission%20(Registration)%20Regulations,follow%2Dup%20action%20where%20needed
https://www.cqc.org.uk/guidance-providers/regulations-enforcement/regulation-17-notification-death-or-unauthorised-absence#:~:text=Care%20Quality%20Commission%20(Registration)%20Regulations,follow%2Dup%20action%20where%20needed
https://www.legislation.gov.uk/ukpga/2004/31/contents
https://www.hsib.org.uk/what-we-do/maternity-investigations/what-we-investigate/
https://www.hsib.org.uk/what-we-do/maternity-investigations/what-we-investigate/
https://www.porthosp.nhs.uk/about-us/policies-and-guidelines/policies/Management/Safety%20Learning%20Events%20Including%20Serious%20Incidents%20Policy.pdf
https://www.porthosp.nhs.uk/about-us/policies-and-guidelines/policies/Management/Safety%20Learning%20Events%20Including%20Serious%20Incidents%20Policy.pdf
https://www.porthosp.nhs.uk/about-us/policies-and-guidelines/policies/Management/Safety%20Learning%20Events%20Including%20Serious%20Incidents%20Policy.pdf
https://www.porthosp.nhs.uk/about-us/policies-and-guidelines/policies/Management/Duty%20of%20Candour%20and%20Being%20Open%20Policy.pdf
https://www.porthosp.nhs.uk/about-us/policies-and-guidelines/policies/Management/Duty%20of%20Candour%20and%20Being%20Open%20Policy.pdf


Learning from Deaths Policy 

Learning from Deaths Policy 
Version 4 Review date: 01/08/2025 (unless requirements change)                                                                                         Page 17 of 28 

Element to be 
monitored 

Lead Tool 
Frequency of 

Report 
Reporting 

arrangements 
Lead 

Distributed Learning 
from all mortality 
reviews 

Learning from 
Deaths 

Manager  

DCIQ  Quarterly Learning from 
Death Trust Board 
Report and MRG 

MD/ PST 

Medical Examiner  Lead Medical 
Examiner  

DCIQ  Quarterly Learning from 
Death Trust Board 
Report 

Medical 
Director 
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Appendix A: Roles and Responsibilities 
 
Medical Director 
As the lead for patient Safety the Medical Director has overall responsibility for the strategic implementation 
of the Learning from Deaths Policy and the processes within.  The Medical Director is responsible for ensuring 
that outcomes are reported to the Trust board. 
 
The Medical Examiner Team 
The Medical Examiner Service will review all inpatient deaths.  Members of the Medical Examiner team are 
responsible for: 

• Ensuring that a record of the panel is completed for each case and completing the MRT and Datix Mortality 

module 

• Ensuring panels are conducted in a supportive and non-confrontational way to encourage participants to 

discuss cases in an open and transparent manner.  

• That in each case discussion there is a focus on: 

- Identifying opportunities to learn and improve 

- An assessment of potential avoidability of death 

- An assessment of Quality of Care 

- Any family or carer concerns 

- Any events, including unexpected death, that should trigger a SI or Safety Learning Event Report 

(DATIX) (must be completed by the patient’s responsible team) 

- Patients with Learning Disabilities or Autism, or patients under Mental Health Act Sections are 

reported appropriately. 

- Ensuring cases needing referral to HM Coroner are appropriately Identified. 

- Ensuring the Cause of Death is discussed prior to the team completing the required certification 

• That all cases requiring further investigation are escalated appropriately and in accordance with Trust 

Policy 

• Providing feedback of learning relating to out of hospital services, including primary care, community 

services and care home providers, via the CCG information sharing portal (QASAR) 

 
Senior patient safety Team 
Senior Patient Safety team members are responsible for: 

• Undertaking the quarterly and annual Learning from Deaths reports are written and working with the 

Medical Examiner’s Service to ensure the panel are complying with the Trusts requirements. 

• Identifying themes and trends from the mortality reviews and sharing these with the panel and through 

regular reporting to the Mortality Review Group 

• Ensuring that learning from the Medical Examiners Service is shared widely both within the Trust and with 

external parties 

 
Bereavement team 
Bereavement team is responsible for the administration of the daily Medical Examiner scrutiny: 

• Collating the list of patients to be reviewed by the daily Medical Examiner’s service and circulating this list 

to the Medical Examiner of the Day 

• Contacting the medical Staff from the appropriate clinical team and advising them of their time slot 

• Ensuring that the medical notes and any other relevant documents are available for the panel 
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Divisional Director 
Divisional Directors are responsible for ensuring that all departments and/or specialties within their Care 
Groups have robust processes in place to ensure that deaths where concerns have been identified are 
reviewed in a timely way.   
 
Clinical Directors (deputised to Mortality Lead for Specialty) 
Clinical Directors are responsible for: 

• Deaths requiring investigation through the SI process are appropriately investigated 

• Identifying clinicians to undertake the reviews 

• Ensuring the patients’ families and their carers are given the opportunity to be engaged with the review 

process, to contribute to the terms of reference of any SI, and are kept updated with the process of the 

investigation and provided with the outcome of any review 

• Ensuring that these cases are presented to the Departmental M&M meeting 

• Ensuring all deaths are reviewed at the departmental M&M meetings within one month of occurrence 

• Ensuring all reviews are recorded on the MRT and that action plans for improvement are developed and 

implemented as required, 

• Ensuring that findings from case reviews are evaluated and reported to specialty and Care Group 

governance meetings 

• Informing the Learning from Deaths manager of the learning evolved from the M&M meeting 

• Provide regular reports to the Trust Mortality Review Group, summarising: 

- Learning Identified 

- Action plans and progress against them 

- Summary mortality data for the service 

Divisional Nurse Director 
Senior nursing staff are responsible for: 

• Supporting nursing staff attendance at the Departmental M&M to encourage a multidisciplinary approach 

to learning 

• Support nursing staff attendance at the daily MRP meeting to enable a more rounded multi-professional 

review of the case 

 
Care Group Governance Leads (or nominated deputy) 
The governance leads are responsible for: 

• Ensuring that learning from deaths is discussed at all Care Group serious Incident Review Group (SIRG)/ 

Governance meetings and shared with staff, and is a standing item on the Care Group Board Meetings 

• Triangulating local information from mortality reviews, SI’s and other safety learning event investigations, 

complaints and other feedback to identify key themes for the Care Group 

• Monitor and complete action plans 

• Support the Care Group senior management team to ensure completion of any Duty of Candour 

requirements. 

 
Consultants 
Consultant medical staff are responsible for: 

• Ensuring that an appropriate member of the medical team (one who has seen the patient alive within the 

previous 28 days) is made available to attend the daily mortality review panel to present cases and enable 

a detailed discussion of any potential issues 
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• Support junior medical staff by discussing the case in advance of the meeting, in particular give advice and 

direction on the proposed cause of death 

• Where necessary attending the MRP to present the more complex cases 

 
Qualified Attending Practitioner / Medical Staff 
Medical Staff are responsible for: 

• Attending the ME scrutiny of their patient as requested and on time 

• Discussing the case and the proposed cause of death with a senior member of the team prior to attending 

the ME discussion 

• Provide an accurate summary of the case 

• Raising any points of concern with the panel 

• Completing the immediate actions after the panel, Including: 

- Completion of the Medical Certificate of Cause of Death (MCCD) and other relevant 

documentation 

- Where necessary make the electronic referral to the Coroner’s office  

- Where necessary complete a Safety Learning Event form  

- Completion of the Electronic Notification of Death through ICE 

Risk Management Team 
The risk management team will escalate Safety Learning Event forms to external healthcare providers involved 
in cases where required 
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Appendix B: Definitions 
 

Medical Examiner Service 
A review of deaths that have occurred within the previous 72 hours by a Medical Examiner (ME) and a Medical 
Examiner Officer (MEO).  This includes contact with the bereaved family as well as a proportionate review of 
the case notes. The Medical Examiner service has an allocated meeting each weekday for required QAP’s to 
attend as required.  The reviews are concise and focused on identifying any cause for concern or opportunity 
for learning requiring a more in-depth investigation.  The panel also makes an initial assessment of the 
potential avoidability of death, using the Hogan scale, and Quality of Care score. 
 
Mortality Review Tool (MRT) 
A web based, searchable, electronic record which currently records all Trust Mortality reviews from the 
Medical Examiners and M&M.  This will be replaced by the Datix Mortality module for recording the 
conclusions of the Medical Examiner scrutiny and Departmental M&M meetings accessible to clinicians for 
review and reporting. 
 
Mortality Review Group (MRG) 
The Mortality Review Group, chaired by the Medical Director or deputy, ensures that processes around 
mortality review and learning from deaths are robust and that learning is recognised and shared.  The group 
has a standing representation from local commissioning bodies, who are encouraged to participate in the 
mortality review process at all stages. 
 
Morbidity and Mortality (M&M) meetings 
A regular meeting (usually at least monthly) held by a department or clinical specialty where deaths, 
complications of care and treatment or good practice are presented, discussed and potential learning 
established.   
 
Structured Judgement Review (SJR) 
This is a review that blends traditional, clinical judgement-based review methods with a standard format 
compiled by the Royal College of Physicians, for a retrospective case review.  These are completed by trained 
clinicians using explicit statements to comment on the quality of healthcare and holistic care provided in a way 
that allows a judgement to be made that is more reproducible. 
 
Serious Incident requiring Investigation (SIRI) 
An unexpected event where one or more patients, staff members, visitors, or a member of the public 
experience serious or permanent harm, or alleged abuse within the hospital or a service provision is 
threatened.  SIRIs are not only dependent on the level of harm but also on learning potential, where the 
consequences to patients, families, carers, staff or the organisation are so significant, or the potential learning 
is so great, that a heightened level of response is justified. 
 
Learning Disabilities and Autism mortality review Programme (LeDeR) 
A national program developed by Bristol University to undertake a structured review of all deaths of people 
with Learning Disabilities and Autism.  It clarifies any potential modifiable factors associated with a person’s 
death and works to ensure that these are not repeated elsewhere.  All deaths of inpatients with learning 
disabilities and/or autism must be reported to the LeDeR Programme for investigation. 
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Appendix C: Hogan Avoidability Scale 
 

Score 1 Definitely Avoidable 

Score 2 Strong Evidence of Avoidability 

Score 3 Probably Avoidable (More than 50:50) 

Score 4 Possibly Avoidable, but not very likely (less than 50:50) 

Score 5 Slight Evidence of Avoidability 

Score 6 Definitely NOT avoidable 
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Appendix D: Royal College of Physicians - Quality of Care Scoring 
 

1 Very poor Care 

2 Poor Care 

3 Adequate Care 

4 Good Care 

5 Excellent care 
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Appendix E: Quality of Care Proposal 
 
Background 
Reports into failings at Ely Hospital, Mid Staffordshire, Morcombe Bay, Shrewsbury and Telford and Southern 
Health have all called for culture change and to focus on patient safety and the need to do better. 
Consequently, the Care Quality Commission (CQC), the Department of Health, the National Quality Board and 
the Royal College of Physicians worked together to develop a single framework for learning from deaths 
(papers in the appendices for your reference).  Each individual Trust is monitored by the CQC who look at how 
trusts identify their learning and share information about safety issues to improve care. 
 
Avoidability scoring (Hogan)  
Since 2017 organisations are required to report quarterly to an open Trust board their mortality data, this is 
available to the wider public therefore the terminology used is open to judgement.  Currently, like many Trusts, 
PHU uses the Hogan score to determine the avoidability of a patient’s death, however the term ‘avoidable’ can 
be misinterpreted and in turn can impact a hospital’s reputation (1).  Whilst 5.2% (2) of deaths within NHS 
hospitals are judged to be avoidable, this does not reflect the quality of care that a patient received. It is 
recognised that the Hogan score is a valuable internal tool to influence the mortality review pathway whereas 
the quality of care that patients receive is seen more as a patient experience and safety influencer (3), this in 
turn provides the opportunities to implement adjusted processes to improve patients care. 
 
Quality of care 
The Royal College of Physician’s National Mortality Case Review Records (NMCRR) introduced the quality-of-
care scoring, which is a 5-point score ranging from Excellent care to Very Poor care. In the box below (Box 1) 
definitions of the scores have been provided as potential guidance for reviewers at PHU.  

 
  
 
 
 
 
 
 
 
 

Box 1 
Avoidability vs Quality of Care 
The avoidability of a person’s death is not directly comparable with the quality of care that they received.   
For example:  A patient with known terminal cancer who was admitted to hospital with deterioration, put on 
IPOC and left with inadequate pain relief and personal care not attended; would be deemed as an unavoidable 
death but received poor care. * 
* The example used is not a real case and is just used to illustrate the case in point  

 
Why use Quality of Care scoring at PHU? 
Quality of care is deemed as providing care that responds to the individual’s medical and holistic preferences, 
needs and values, if these are not met then the individual can be perceived to have had poor care thus having 
a poor experience for both themselves and for the family involved.  If a bereaved person has witnessed poor 
care of a loved one it not only impacts them at a psychological level, but also impacts their own future 
perceptions of care, and can have a wider impact on those around them.  
 
By looking at the quality of care of a patients last journey and identifying where poor or very poor care has 
been delivered, we have the potential to prevent any avoidable incidences and in the long term improve 

1. Very poor Care – involves acts of neglect, abuse or incompetence which occur for any reason 

other than error 

2. Poor Care – minimal care given to the patient 

3. Adequate care – Enough or satisfactory care received by the patient 

4. Good care – Where no cause for concern is found – Standard of care which is expected from 

PHU 

5. Excellent care – Where care is exceptional and is gold standard 
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patient experience, safety and protect our organisational reputation by staying true to our Trust values and 
True North objectives. 
 
Quality of care scoring is already used in the Structured Judgement Reviews (SJRs) and to be able to have a 
continuity of scoring throughout all the mortality reviews will create a consistent analysis and comparable 
bench marking within the Trust. 
 
Implementation of Quality of Care 
PHU’s Medical Examiner Service already produces a Hogan score for each case, giving us the ability to 
investigate and implement changes to reduce avoidable deaths. The Medical Examiner review process allows 
a forum for: - 

• Including family/carer voice – The ME’s process involves talking to the families and allowing them the 

opportunity to raise any care concerns, this information can be used to capture the bereaved voice and thus 

becoming a source of high-quality information to be used as part of the Quality-of-Care assessment 

• Learning opportunity – By asking the Qualified Attending Practitioner (QAP) what their conclusion of 

quality of care that their patient received it allows them to reflect on the care given and whether they would 

have done anything differently with the potential to change their practice going forward 

• Identifying potential quality of care issues– to be able to pick up problems at an early stage and 

manage the risk going forward, by highlighting to the Trust any trends or opportunities for shared learning 

across specialties. 

 
By the Medical Examiners using the quality of care scoring it gives PHU the opportunity to improve the care 
we give to our patients in a way that is effective, safe and most importantly patient-centred. It also allows us 
to formulate robust action plans that are meaningful to the patients, carers and their families and deliver 
sustained improvements in care. 
 
References: 
(1) https://www.kingsfund.org.uk/sites/default/files/Getting-the-measure-of-quality-Veena-Raleigh-Catherine-Foot-The-Kings-

Fund-January-2010.pdf 

(2) https://qualitysafety.bmj.com/content/21/9/737  

(3) Avoidability of hospital deaths and association with hospital-wide mortality ratios: retrospective case record review and 

regression analysis: BMJ 2015; 351 doi: https://doi.org/10.1136/bmj.h3239 (Published 14 July 2015) 
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Care Quality Commission: Learning, candour and accountability: A review of the way NHS trusts review and 
investigate the deaths of patients in England, December 2016 
 
Appendix B 
National Quality Board: National Guidance on Learning from Deaths, March 2017 
 
Appendix C 
Royal College of Physicians: national Mortality Case Record Review Programme: using the Structured 
Judgement review method A guide for reviewers (England), 2016 
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Appendix F: Hogan Score and Quality of Care Score Guidance 
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Appendix G. Reason why cases should be referred to HM Coroner 

• the cause of death is unknown 

• the deceased was not seen by the certifying doctor either after death or within 14 days before death 

• the death was violent or suspicious 

• the death was unnatural 

• the death may be due to an accident (whenever it occurred) 

• the death may be due to self-neglect or neglect by others 

• the death may be due to an industrial disease or related to the deceased’s employment 

• the death may be due to an abortion 

• the death occurred during an operation or before recovery from the effects of an anaesthetic 

• the death may be a suicide 

• the death occurred during or shortly after detention in police or prison custody 

• the death occurred while the deceased was subject to compulsory detention under the Mental Health 
Act 

• for any other concerning feature 
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Appendix H: Example of a SMART action plan 
 

ACTION PLAN 

No. 

SPECIFIC 
RECOMMENDATION 

MEASURED BY 

WHAT ACTION 
IS NEEDED AND 

WHO IS IT 
ACHIEVABLE BY  

(i.e. responsible 
person) 

RELEVANT TO TIME 

Must be clear and meaningful 
action. Should no be open to 
interpretation / vague (e.g. 

‘raise awareness’) 

How are we going to be 
able to assess how / if 
the recommendation 

has been 
implemented? 

Must be realistically 
achievable by the 

person allocated the 
action 

Action must also be 
relevant to the 

department it is 
allocated to 

Time frames must be 
realistic for the 
person taking 

responsibility. That 
person must be 

informed and agree 
the time frame in 

which they can take 
it  forward 

      

      

      

 


