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Summary of Key Points

Learning from
Deaths

Involoving
Families and

Carers

•In December 2016 the CQC released new guidance on learning from deaths: Learning, candour and
accountability.
•This has been supported by more detailed guidance form the NHS Quality Board in March 2017:
National Guidance on Learning from Deaths, A Framework for NHS Trusts and NHS Foundation Trusts
on Identifying, Reporting, Investigating and Learning from Deaths in Care.

•Provide a clear, honest, sensitive response to bereavement in a sympathetic environment
•Offer a high standard of bereavement care, including support, information and guidance
•Ensure families and carers know they can raise concerns and these will be considered when
determining whether or not to review or investigate a death
•Involve families and carers from the start and throughout any investigation
•Offer to involve families and carers in learning and quality improvement as relevant

•Trusts can use any relevant evidence-based case record review method, examples include SJR and
PRISM.
•All perinatal deaths should be reviewed, using the new perinatal mortality review tool once available.
Selecting Cases •Maternal deaths are very likely to meet the definition of a Serious Incident and should be
for Review by
investigated accordingly.
Structured Tool
•New child death review guidance is being developed and will be published by the end of 2017 .
•Trusts must have systems in place to flag patients with Learning Disabilities and severe mental health
needs.
•Once available Trusts should adopt the LeDeR method for reviewing deaths of patients with learning
disabilities.
Mental Health &
•Trusts should also conduct an initial case note review of all deaths of people with learning disabilities
Learning
Disabilities
using SJR or another robust and evidence-based methodology. This ensures that there is appropriate
clinical review of the last episode of care.

Deaths in the

community

Reporting
Deaths and
Learning from
Deaths to the
Board
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•Mental Health Trusts: Taking a proportionate approach, trusts should develop and publish a rationale for the
categories of outpatient/community patient considered in scope. It is assumed all inpatient deaths will be
reviewed.
•Acute Trusts: If possible, patients who die within 30 days of discharge from inpatient services should be
considered in scope for potential review.
•A simple rule of thumb is that trusts should consider leading the review of the care of a patient if that trust is the
healthcare provider best placed to do so.
•The Learning from Deaths framework states that trusts must collect and publish, via quarterly public board
papers, information on:
•number of deaths in their care
•number of deaths subject to case record review (desktop review of case notes using a structured method)
•number of deaths investigated under the Serious Incident framework (and declared as serious incidents)
•number of deaths that were reviewed/investigated and as a result considered more likely than not to be due to
problems in care
•themes and issues identified from review and investigation (including examples of good practice)
•actions taken in response, actions planned and an assessment of the impact of actions taken.
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Introduction

1.1

Birmingham Women’s and Children’s NHS Foundation Trust (BWC) is
committed to continuously improving the quality of our services and ensuring
that the safety of our care is of the highest possible standard. We recognise
that an important component of our quality and safety strategy is to develop
robust quality systems for reviewing our clinical outcomes and where possible
identifying lessons for future development. This policy document sets out the
framework for how mortality cases will be reviewed at BWC. The key principles
are summarised in the flow chart on page 3.
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Purpose

2.1

The primary purpose of the mortality review process is to provide assurance
that learning is identified and acted upon following deaths at BWC. It provides
a valuable tool for driving continuous improvement to the quality of our care.

2.2

The purpose of this policy is to define the framework, duties and
responsibilities for the Trust’s mortality review system, including the processes
for identifying, recording, reviewing and investigating deaths. This policy will
also set out the monitoring framework for ensuring adherence to the policy.

2.3

This policy describes how BWC will support people who have been bereaved
by a death at the trust, and also how those people should expect to be
informed about and involved in any further action taken to review and/or
investigate the death. It also describes how the trust supports staff who may
be affected by the death of someone in the trust’s care.

3

Scope

3.1

This policy applies to all mortality cases which are reported at BWC within the
definitions below:
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Paediatric Mortality Reviews will be completed for all child deaths



Perinatal Mortality Reviews will be completed for all cases >22 weeks,
>500g, excluding termination of pregnancy (unless it is a live birth after
22 weeks).



Adult Mortality Reviews will be completed for all maternal deaths, all
unexpected adult deaths in Gynaecology, any expected adult deaths in
Gynaecology where concerns are raised.



Adult Mortality Reviews will be completed for all unexpected adult deaths
in FTB, and any expected adult deaths in FTB where concerns are
raised.



Deaths of patients with a learning disability will always be reviewed.



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



All deaths in a service specialty, particular diagnosis or treatment group
where an ‘alarm’ has been raised (e.g. mortality alert, concerns raised by
audit work, concerns raised by the Care Quality Commission or another
regulator) or where learning will inform existing or planned improvement
work.



BWC will also review deaths of current or past patients meeting the
above criteria, but who were not under our direct care at the time of
death.



Where a patient was under the care of several providers at the time of
death, BWC will aim to work collaboratively with these organisations to
carry out the review/investigation.
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Duties

4.1

Duties within the organisation:

4.1.1 Board of Directors and Quality Committee


To review information provided on mortality.



To ensure that lessons are learnt following mortality review.



If further assurance of learning from mortality review is required, to make
further recommendations.

4.1.2 Clinical Assurance and Safety Committee (CASC) / Clinical Risk and Quality
Assurance Committee (CRAQC)


This committee is required to review mortality monitoring analysis and
receive a quarterly report from the Governance Team.

4.1.3 Mortality Review Committee


This committee is required to monitor the mortality review process and
provide assurance to CRAQC / CASC.



This committee will also provide the final decision in classification of
individual mortality cases, where this is required and appropriate.

4.1.4 Directorate/Specialty Mortality Review Groups (M&M meetings, Governance
Meetings and Specialty Meetings – as defined by the specialty)
These groups are responsible for:
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Reviewing their directorate’s individual mortality cases in line with this
policy’s requirements and are responsible for monitoring mortality trends
within their specialties.



Ensuring that there is a tracking mechanism in place for ensuring that
actions arising from mortality reviews are completed.



Providing review details on specific trends to CASC, when required.



Benchmarking against other specialist Trusts and local providers

4.1.5 Chief Executive


The Chief Executive is ultimately responsible for ensuring mortality is
reviewed and for ensuring that lessons are learnt to ensure that our care
is of the highest standard.

4.1.6 Non-Executive Director Lead for Learning from Deaths
The Non-Executive Director with responsibility for the Learning from Deaths
agenda is responsible for:


understanding the review process: ensuring the processes for reviewing
and learning from deaths are robust and can withstand external scrutiny



championing quality improvement that leads to actions that improve
patient safety



assuring published information: that it fairly and accurately reflects the
organisation's approach, achievements and challenges.

4.1.7 Chief Medical Officer


The Chief Medical Officer has delegated responsibility for ensuring that
mortality is reviewed and for ensuring that lessons are learnt to ensure
that our care is of the highest standard.

4.1.8 Associate Chief Medical Officer for Safety


The Associate Chief Medical Officer for Safety will chair the Mortality
Review Committee and is therefore responsible for the effective
functioning of the committee.

4.1.9 Directorate / Specialty Clinical Leads


The Directorate/Specialty Clinical Leads are responsible for ensuring that
the specialty mortality review processes are in line with this policy
framework. They are authorised to delegate these responsibilities to
another clinician within their team if required. The speciality Clinical Lead
is also responsible for ensuring that there is a single point of coordination for mortality review with their specialty.



They are also responsible for ensuring that lessons learnt are
disseminated throughout their Clinical Group, Directorate and Specialty.

4.1.10 Clinicians required to prepare the case for review
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They are responsible for ensuring that a comprehensive review of the
pertinent information is carried out and for presenting this review to the
Specialty Mortality Review Group.



They are also responsible for escalating any concerns (e.g. pertinent
information not available) to the Governance Team.

4.1.11 Governance Team


The Governance Team are responsible for providing support for ensuring
that the mortality review process is effectively administered, ensuring that
it is robustly monitored, and that trends requiring action are identified and
resolved.



They are also responsible for ensuring that lessons learnt are
disseminated throughout the organisation.

5

Method for Development

5.1

Consultation and Communication with Stakeholders
The following groups will be consulted on during the development of this
policy.


Mortality Review Group and Individuals listed in the Duties section



Quality Committee



Policy Review Group
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Mortality Review Principles

6.1

Review deaths as per the criteria in section 3, with an aspiration to review
100% of deaths.

6.2

Deaths notified to the Trust from other sources (e.g. other care providers,
coroners, families), will be reported, investigated and monitored in accordance
with this policy.

6.3

All reviews will be conducted by a multi-disciplinary team, including consultant,
nurse/midwife. If possible, ensure a representative from the bereavement
team is included in the review team.

6.4

Clinicians will receive protected time and resource in order to undertake these
reviews.

6.5

There should be independent, and if possible, external input into the reviews.

6.6

Parents/families will be involved in all reviews from the outset, and the report
will be fed back to them in a timely and sensitive manner.

6.7

Reports will be written in plain English.

6.8

The review should be carried out in a timely manner, and returned to at a later
point if results are awaited (e.g. post mortem results, or coroners reports)

6.9

All reviews will be carried out using a standardised tool – to be specified in the
relevant SOP in the Appendices to this policy.
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6.10 Where possible, the review will take into account the whole pathway, not just
the latest episode of care (i.e. perinatal mortality reviews should start from
preconception through to bereavement support and follow up arrangements).
6.11 All actions generated as part of these reviews will be SMART, and where
possible, will be focused on systems and culture, rather than individuals.
6.12 All lessons learnt will be disseminated throughout the organisation.
6.13 The mortality process should have close links with Governance and Education
processes to ensure lessons are identified, disseminated and monitored.
6.14 Detailed procedures for BWH, BCH and FTB will be appended to this policy.
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Education/Training Requirements

There is no mandatory training requirement, however training and support is
available to staff as follows:
Who?

What?

Frequency

Monitoring

Individuals undertaking
mortality case reviews

Tool specific
training, e.g.
Structured
Judgement
Review training
by RCPCH.

Once, before
undertaking any
reviews

Local department
record

Individuals undertaking
mortality case reviews

Peer support
and buddy
system

While
undertaking the
first few reviews

Local department
record
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Monitoring Compliance With and the Effectiveness of Procedural
Documents

8.1

Process for Reporting and Monitoring Compliance and Effectiveness of
this policy
Monitoring

Method

Frequency

Lead

Reporting to

Individual Deaths –
total number of
inpatient deaths,
the number of
reviews started, the
number of SIRI
deaths

Case
Review
Report

Monthly

Risk Manager /
Head of
Governance

CASC/CRAQC,
Quality
Committee

Outcomes and
Learning following

Quality
and

Monthly, if
applicable

Associate Director
of Governance

CASC/CRAQC,
Quality
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Investigation:
The number of
deaths more likely
than not to be due
to problems in care;
the themes and
issues identified
from review and
investigation,
including examples
of good practice;
Quality
improvements
made as a result of
the learning.
Implementation of
this Policy

8.2

9

Safety
Report

Audit

Committee

Annual

Risk Manager /
Head of
Governance

CASC/CRAQC

Standard / Key Performance Indicators (KPIs)


100% of deaths meeting the criteria will be reviewed using the
standardised tool specified in the relevant SOP



Monthly reports provided for CASC/CRAQC/Quality Committee



All cases where learning was identified following gaps in care are shared
and acted upon.

References and Associated Documents

National guidance on Learning from Deaths https://www.england.nhs.uk/wpcontent/uploads/2017/03/nqb-national-guidance-learning-from-deaths.pdf
Learning, candour and accountability: A review of the way NHS trusts review and
investigate the deaths of patients in England
https://www.cqc.org.uk/sites/default/files/20161213-learning-candour-accountabilityfull-report.pdf
Learning from deaths dashboard https://improvement.nhs.uk/resources/learningdeaths-nhs-national-guidance
Resources from the national patient safety team;
https://improvement.nhs.uk/resources/patient-safety-alerts
The Improvement Hub https://improvement.nhs.uk/improvement-hub/
Developing people – improving care: A Framework for leadership and improvement
https://improvement.nhs.uk/resources/developing-people-improving-care/
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Mortality review resources
Royal College of Physicians mortality review materials
https://www.rcplondon.ac.uk/projects/national-mortality-case-record-reviewprogramme
Learning disabilities mortality review programme http://www.bristol.ac.uk/sps/leder/
Hogan et al Research on mortality review http://www.bmj.com/content/351/bmj.h3239
http://qualitysafety.bmj.com/content/early/2012/07/06/bmjqs-2012-001159
Related guidance and publications Serious incident framework
https://improvement.nhs.uk/resources/serious-incident-framework/
Root cause analysis tools and resources
http://www.nrls.npsa.nhs.uk/resources/collections/root-cause-analysis/
Duty of candour
http://www.cqc.org.uk/sites/default/files/20150327_duty_of_candour_guidance_final.
pdf
Being open guidance http://www.nrls.npsa.nhs.uk/beingopen/

Associated BWC Policies / Guidelines:
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Incident Reporting and Management Policy, including Serious Incidents



Root Cause Analysis Policy



Duty of Candour (Being Open) Policy



Combined Adult and Maternal Death Management Guideline



Death And Seriously Ill Babies Bi-network guideline 2015-17

Appendix A – Perinatal Mortality Review Process
A1.

Perinatal Mortality Reviews will be completed for all cases >22 weeks, >500g,
excluding termination of pregnancy.
a. Continue with normal notification process to Bereavement Team for all
cases of pregnancy loss.
b. Bereavement team send list to PMR team who add name and number
of losses to spreadsheet in password protected PNM CQUIN folder on
U drive.
c. As part of clinical care, either Bereavement midwife or neonatologist will
inform family that as part of routine practice we will look at the care
provided, and ask the family if they have any specific questions or
issues they wish to be addressed. Any responses will be included in
the Bereavement section of the case notes, and the database
annotated to indicate that there are questions from the family. If the
review has concluded prior to the family providing any queries or
concerns, these will be managed through the PALS/complaints
process, and if something new comes to light, the review can be
reopened and reconsidered.
d. CQUIN clerk / midwife locates mother and baby notes (including
postnatal notes) and puts them in labelled box in the office of the Lead
Consultant for Delivery Suite.
e. All cases will be reviewed using SCOR, which will look at all aspects of
care, generate a taxonomy and an action plan, and care will be graded
for all cases using the NPSA grading system. Initial reviews will be
conducted to ensure accuracy of data uploaded into SCOR, following
which all cases of stillbirth and late fetal loss will be reviewed by
obstetric / midwifery team, and all cases of neonatal loss will be
reviewed in the same meeting by obstetric / midwifery / neonatologist /
neonatal nurse team together. Cases will be reviewed promptly while
events are still fresh, in case further information / statements etc are
required. For this reason it will be necessary to revisit the cases when
the postnatal notes are returned and investigation results are available.
Thursday afternoons have been identified for joint obstetric / neonatal
MDTs to allow discussion of joint cases.
f. It is essential that all reviews are objective and robust, and root causes
should be sought e.g. in cases of missed IUGR despite scanning,
images should be reviewed. If these are below standard, the length of
time spent on the scan should be assessed and if less than the
recommended time, the workload in the scan department at that time
should be reviewed (to try and determine whether demand exceeding
capacity is the root cause) etc.
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g. Individual reports will be printed and enclosed in the case notes, to be
discussed with the family at the time of the follow up visit.
h. Action plans must be completed (using SMART approach), and
explanation given if actions suggested by SCOR are deemed not
applicable. Actions need to be fed back to the relevant Directorate so
they can be uploaded onto the Trust Risk Management Reporting
System so the Directorates can monitor them through the risk meetings.
i.

All action plans must be reviewed in the appropriate CIG meetings on a
monthly basis.

j.

Quarterly reports will be generated and reviewed at Perinatal Risk
Group before being presented at the relevant Trust meetings, and
monthly to Trust Mortality Review Group.

k. It is anticipated that reviews will be done in a timescale that will allow
SCOR to be used in the Perinatal Mortality Meetings to present the
cases. This will also facilitate pathology input.
l.

A2.
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In cases where substandard care that may have impacted on the
outcome is suspected or identified, the risk lead for the Directorate and
the CD will be informed of the concerns and they will decide whether a
wider review (current SIRI process) is undertaken.

Perinatal Mortality Reviews will be completed for all cases >22 weeks, >500g,
excluding termination of pregnancy (except live births after 22 weeks).

Appendix B – Children’s Mortality Review Process
B1.

Notification of a case for review
a. When an inpatient is recorded as deceased on the hospital patient
administration system (Lorenzo) an alert will be generated and sent to
the Governance Team for action. The Governance Team will then email
the nominated specialty co-ordinator and advise them that a mortality
review is required.

B2.

Classification of cases
b. All mortality cases will be classified according to the matrix below.
Classification will take place at each stage of the mortality review
process. In the event that there is dispute over the classification of a
case, the Mortality Review Committee will determine the final
classification.

1. The care provided was less than adequate; and different management would
reasonably be expected to have altered the outcome.
2. The care provided was less than adequate; and different management may
have altered the outcome.
3. The care provided was less than adequate; and different management would not
reasonably be expected to have altered the outcome.
4a. Adequate or better than adequate care provided
4b. Adequate or better than adequate care was provided; different management
may have altered the outcome
U. the case cannot be classified without significant further investigation (please
note that this classification is only used at stage 1 and 2)
c. Please note that any cases which are classified as either 1 or 2 above
must have a full systems based review using Root Cause Analysis
which must be graded as a Serious Incident Requiring Investigation
(SIRI). If this is not already underway when stage 1 is commenced, the
Risk Manager must be notified as soon as any review identifies that a
case may be classified as 1 or 2.
B3.

Review Stage 1

Involvement of the family
As part of the bereavement follow-up, either the lead clinician in charge of the care
and/or the bereavement team will inform the family that as part of routine practice we
will look at the care provided, and ask the family if they have any specific questions
or issues they wish to be addressed. Any responses will be addressed as part of the
investigation, as described below. If the review has concluded prior to the family
providing any queries or concerns, these will be managed through the
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PALS/complaints process, and if something new comes to light, the review can be
reopened and reconsidered.
Review by the clinical specialty (excluding PICU)
Each case must be prepared in advance of the Specialty Mortality Review Group by
the nominated clinician. This clinician does not need to be a consultant. However, in
all cases the classification of the case cannot take place until this has been
discussed in a multi-disciplinary meeting (i.e. the Specialty Mortality Review Group).
Following the meeting the completed Specialty Mortality Review Form (please see
appendix 1) must be provided to the Governance Support Team. The clinical
specialty will ensure that they have considered the care that they are responsible for.
Where care has been delivered in conjunction with another specialty the teams are
encouraged to liaise with each other during the mortality review process. In these
situations it is acceptable for one specialty review form to be completed by each
specialty or for one to be completed which covers the care provided by all specialties
involved. The Specialty Mortality Review Form must record who was present at the
Specialty Mortality Review Group.
Timescale:
Each specialty mortality review case must be completed within 6 weeks of the
notification of the death. It is accepted that in some situations there will be
outstanding pertinent information which delays the review. An example of this type of
information is a post-mortem report, however, it should be noted that this may not be
required to complete the review and in these circumstances the review should not be
delayed. In situations where the pertinent information is outstanding, the clinician
responsible for the review must notify the Governance Support Team and request
that a ‘stop-clock’ is applied. The stop clock will remain in place until the required
information is available.
Review by PICU
Each death which occurs on PICU will be reviewed by the PICU team. Following the
review at the PICU M&M meeting the PICU Mortality Review Form (please see
appendix 2) must be forwarded to the Governance Support Team.
Timescale:
The standards for 5.3.1 apply.
Review by the Corporate Nursing Team
Each mortality case will be reviewed by the Corporate Nursing Team. They will
complete the Nursing Mortality Audit Form (please see appendix 3) and the
completed form will be sent to the Governance Support Team.
Timescale:
Each case will be reviewed within 4 weeks of the death.
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B4.

Review Stage 2

All cases will undergo a stage 2 review. On completion of stage 1 the Governance
Support Team will prepare the senior review pack. This will consist of the output from
each of the stage 1 reviews and the available information on incidents, complaints
and PALS contacts. The senior review pack will be sent to a member of the Trust
Mortality Review Committee (referred to as the Senior Reviewer) who will assess the
information provided and determine whether they can sign off the case by providing a
final case mortality grade. The Senior Reviewer will complete the Senior Review
Form (please see appendix 4) and will forward this to the Governance Support
Team. Where this cannot be done the case will be referred to the Mortality Review
Committee for consideration.
Please note that cases where there has been a Serious Incident Investigation into
the patient’s death will not undergo stage 2 review and will be referred directly to
stage 3.
Timescale:
Each case should be reviewed within 2 weeks of allocation to the senior reviewer.
B5.

Review Stage 3

Where the Senior Reviewer is unable to sign off the case, or where a Serious
Incident Investigation has been carried out the case will be referred to the Mortality
Review Committee. The committee will assess the information available on the case
and determine the final classification of the case. The committee will also act as the
final arbitrator of any dispute regarding the classification of a case.
Timescale:
Each case referred to the committee will be classified within 5 weeks of referral to the
committee.
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Appendix B1 – BCH Speciality Mortality Review Form

Section A: Patient details Hospital Number:
NHS Number:
Lead Clinician(s):
Please record if the patient has any:

Date of Birth:
Date of Death:
 Learning Disabilities
 Mental Health Needs

Diagnoses

Date if
applicable

History
Relevant Procedures if any

Date

Location of death :
Was the patient under the care of another clinical team at the time of death?
Probable cause of death:
Have the family raised any queries or concerns that they would like answered as part of this review?

Section B: High risk cases:
Was this patient’s death anticipated? Yes/No
If there was a procedure or procedures was death quoted as a risk when consent was obtained?
Yes/No
If the death was anticipated, at which stage in the patient’s treatment did this happen?

Other comments:

Section C: Potential issues with treatment: Questions 1 to 8 refer to care delivered by the
BCH clinical team
1. Was referral and admission to BCH appropriate and timely on this occasion? Yes/No
1 a. If not why not
1 b. Did inappropriate or untimely referral contribute to the patient’s death?
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2. Were medical reviews of a timely and senior enough nature, in relation to the patient’s
condition? Yes/No
2 a. If not why not

2 b. Did either untimely review or lack of seniority contribute to the patient’s death? Yes/No
If Yes please expand:

3. If any procedures were done was the most senior practitioner present of suitable skill and
experience for that procedure on that patient on that day? Yes/No
3 a. If not, why not?
3 b. Did this contribute to the patient’s death?

4. Were there any possible failings in technical skill during the procedure? Yes/No
4a. What were these failings?

4 b. Might any of these have contributed to the patient’s death?

5. Were there any other deficiencies in medical management? E.g. failure of prescribe
antibiotics/anticoagulation/failure to refer to another speciality or PIC- Yes/No
5a. If so what were they?

5 b. Did any of these deficiencies contribute to the patient’s death?

6. Were there any deficiencies in patient monitoring/observation/nursing care identified? Yes/No
6 a. If so what were they?

6 b. Did these contribute to the patient’s death?

7. Were there any delays in accessing support services at BCH? (E.g. Radiology, Laboratory
Medicine, Theatres, PICU) Yes/No
7 a. If so what were they?
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7 b. Did they contribute to the patient’s death?

8. Were there any other concerns relating to the management of this patient? Yes/No
8a. If so what were they?
8b. Did any of these contribute to the patient’s death?

If you believe that the death was preventable in some way that is not covered above, please
record what the major avoidable factors were.

Please note any learning which this case has highlighted irrespective of whether there were any
care management failures.

Section D: Conclusion – this relates to the care delivered by the BCH clinical team
1. The care provided was less than adequate; and different management would reasonably be
expected to have altered the outcome.
2. The care provided was less than adequate; and different management may have altered the
outcome.
3. The care provided was less than adequate; and different management would not reasonably
be expected to have altered the outcome.
4a. Adequate or better than adequate care was provided.
4b. Adequate or better than adequate care was provided; different management may have
altered the outcome (specify options discussed and other possible options).
U. This case cannot be classified without significant further review (proposed further review must
be described)

Section E: Further contact details
Date of review:
Attendance:
Grade:
Name of person completing form (Printed please):
Designation of person completing form:
Preferred contact details for person completing the form:
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Appendix B2 – BCH Mortality and Morbidity Meeting Paediatric Intensive
Care Mortality and Morbidity Meeting Paediatric Intensive Care
BCH Hospital Number

Forename

Surname

DOB

Gender

Admission Date

Admission
Time

Date of Death

Time of
Death

Lead Clinician &
Specialty

Diagnosis

Context/Discussion
Points

Family
queries/concerns to
be answered
Was Patients Death
Anticipated

Cause of Death/Injury

Was Death Potentially Avoidable (select all applicable)





N/A
Non BCH
BCH (Non PICU)
PICU

Risk Identified
Was there timely
referral to PICU

Was there timely
admission to PICU
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Details if No

Y/N

Details if No

Was this a
readmission with 48
hours of PICU
discharge

Y/N

Details if Yes (please indicate if the initial discharge
decision was appropriate)

Were there any other
concerns relating to
the management of
this patient

Y/N

Details if Yes

Were there any
avoidable factors

Y/N

Details if Yes

Coroner Notified

Y/N

Coroners Post Mortem/Inquest

BCH Post Mortem
requested

Y/N

PM/Inquest findings

Referred for
tissue/organ donation

Consent for donation

Conclusion

1

2

Details/Issue

3

4A

Please provide details if conclusion is not 4A

Action Needed

Person to Action

Follow Up Report
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4B

U

Appendix B3 – BCH Corporate Nursing Mortality Audit Template
BCH number

DOB:

Age:

Place of admission:

Date Admitted:

Time admission:

Place of death:

Date of death:

Time of death:

Reason for Admission/ clinical diagnosis:

M/F

Time left unit/dept:
Discharged to: (please circle)
Hospice
Other (please state where)

Death sudden and unexpected:

Y/N

Safeguarding issues: Y / N
Escalated to safeguarding Board:

Y/ N

Was the initial admission for
Intensive care

Y

Was the initial admission for
HDU care

Y

N

Was the patient admitted for
palliative care

Y

N

N

Ward admitted
to:

Day Admitted

M

T

W

T

F

S

S

Day Deceased

M

T

W

T

F

S

S

Monitoring - 24 hours prior to death

Observation required (Please detail)

General TPR BP

Specifics( E.g: PEWS /Neuro)

Nursing care issue?

YES / NO

(details)

Medication Issue

YES /NO

(details)
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Could the patient have received care outside of Hospital?
No

Yes with current
support

Yes with additional
support (available)

Yes with additional
support (not
available)

Bed days in Hospital that could have been in
community
1) Evidence of planning failure in first 48 hours

Y

N

Maybe

2) Evidence of lack of observations

Y

N

Maybe

3) Evidence of lack of responsiveness to nursing
concerns

Y

N

Maybe

4) Did this lack of responsiveness play a factor in
the death

Y

N

Maybe

5) Evidence of miscommunication

Y

N

Maybe

End of Life care planning:
Was there an End of Life Care Plan: Y / N /
NA
Was a preferred place of death identified?
/ N / NA

DNAR order in place?

Y / N / NK

Y Did child die in preferred place of death?
/ N / NA / NK

Y

Comments: Following discussion with family members Intensive care therapy was withdrawn
on the grounds of futility

Bereavement Process
Medical certificate issued Y / N

Post Mortem Y/ N

Organ Donation

Coroners Referral Y / N

If Yes :

Not appropriate Y / N

Coroners Decision (Tick).

Coroners 

Identified Y / N

1) No action 
2) Fast Track Inquest 
3) Full Inquest 

Consented



Full / Limited

Referral Y / N
Approached Y / N
Outcome _ _ _ NO _ _ _ _
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Cremation forms required Y / N

Cause of death as per Medical Certificate

Neonatal deaths.

For children aged over 28 days.

a.

1a.

b.

1b.

c.

1c.

d.

2.

e.

Was the bereavement form fully
completed

Nursing section Y / N

Bereavement Care Section
Y/N

Were bereavement care service
informed of the death?
Notification to the Child Death
overview Panel

Form A: Yes / No

Date

Contact from Bereavement care
Services

Face to face:

Tel:

Yes / No

Accepted / Declined

Rainbow room visit
Follow up appointment offered
(Consultant)

Family Involvement in the Mortality Review
Has the family raised any queries
or concerns to be addressed as
part of this review?
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Y/N (If yes, list concerns and the response)

Conclusion

(please tick which ever description best matches)

1. The care provided was less than adequate; and different
management would reasonably be expected to have altered the
outcome.
2. The care provided was less than adequate; and different
management may have altered the outcome.
3. The care provided was less than adequate; and different
management would not reasonably be expected to have altered
the outcome.
4a. Adequate or better than adequate care provided
4b. Adequate or better than adequate care was provided;
different management may have altered the outcome
U. the case cannot be classified without significant further
investigation (please note that this classification is only used at
stage 1 and 2)

Further contact details
Date of review:
Name of person completing form (printed please):
Designation of person completing form:
Preferred contact details for person completing the form:
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Appendix B4 – BCH Senior Review Template (Stage 2)
SECTION A – Patient details
Hospital Number:
NHS Number:
Lead Clinician(s):

Date of Birth:
Date of Death:

SECTION B – Cause of death
Do you agree with the probable cause of death? YES/NO
If no, what do you believe was the cause of death?
SECTION C – Point for discussion
Do you agree with the assessment of potential issues with treatment? YES/NO
If no, what are the areas of disagreement?
Did the family raise any queries or concerns? If yes, have these been answered by this
review?
SECTION D – How would you rate the care given? please tick which ever description best matches
1. The care provided was less than adequate; and different management would
reasonably be expected to have altered the outcome.
2. The care provided was less than adequate; and different management may
have altered the outcome.
3. The care provided was less than adequate; and different management would
not reasonably be expected to have altered the outcome.
4a. Adequate or better than adequate care provided
4b. Adequate or better than adequate care was provided; different
management may have altered the outcome
U. the case cannot be classified without significant further investigation (please
note that this classification is only used at stage 1 and 2)
If this varies from the conclusion given by the team, please explain why.
Do you think this death requires formal discussion at mortality review group? YES/NO (If yes
please state why)
Name of reviewer.
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Appendix C – Adult Mortality Review SOP
Adult Mortality Reviews will be completed for all maternal deaths, all unexpected
adult deaths in Gynaecology, any expected adult deaths in Gynaecology where
concerns are raised.
1.

Continue with normal notification process to Bereavement Team for all adult
deaths.

2.

As part of clinical care, a senior midwife/nurse or consultant will inform family
that as part of routine practice we will look at the care provided, and ask the
family if they have any specific questions or issues they wish to be addressed.
Any responses will be included in the Bereavement section of the case notes.
If the review has concluded prior to the family providing any queries or
concerns, these will be managed through the PALS/complaints process, and if
something new comes to light, the review can be reopened and reconsidered.

3.

Governance Lead locates patient’s notes (including postnatal notes if maternal
death).

4.

All cases will be reviewed using a standardised mortality review tool, most
appropriate to the specialty, which will look at all aspects of care, generate a
taxonomy and an action plan, and care will be graded for all cases using the
NPSA grading system.

5.

All maternal deaths will be reviewed by an obstetric / midwifery team and
Gynaecology cases meeting the criteria above will be reviewed by a
gynaecologist / nursing team.

6.

Cases will be reviewed promptly while events are still fresh, in case further
information / statements etc are required. For this reason it will be necessary
to revisit the maternal death cases when the postnatal notes are returned and
investigation results are available.

7.

It is essential that all reviews are objective and robust, and root causes should
be sought.

8.

Individual reports will be printed and enclosed in the case notes, to be
discussed with the family at the time of the follow up visit, or as arranged.

9.

Action plans must be completed (using SMART approach). Actions need to
be fed back to the relevant Directorate so they can be uploaded onto the Trust
Risk Management System so the Directorates can monitor them through the
risk/CIG meetings.

10.

All action plans must be reviewed in the appropriate CIG meetings on a
monthly basis.
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11.

The bereavement Team will include all adult deaths in their monthly figures,
which are reported via the Governance Team to CASC and Quality
Committee.

12.

In cases where substandard care that may have impacted on the outcome is
suspected or identified, the risk lead for the Directorate and the CD will be
informed of the concerns and they will decide whether a wider review (current
SIRI process) is undertaken. A SIRI will be undertaken for all direct maternal
deaths.
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Appendix D – FTB Mortality Review Process

BWC recognises that at the present time, there is no documented approach to the
performance of case review after the death of a patient under the care of FTB.
The Trust is committed to the production of a Standard Operating Procedure for this
circumstance by the end of 2017/2018.
Currently the service declares all unexpected/unexplained deaths of service users
and those currently open to services, regardless of the engagement of the patient
with services, as a Externally Reportable Serious Incident and declares these
incidents to the services Commissioner, as per the national guidance.
Due to the nature of the FTB service, deaths may occur whilst the patient is being
treated in the community, this may impact on the timescale of the service being made
aware and the reporting of such incidents, as FTB is dependent on partnering and
other patient services to alert FTB of the death.
A full Root Cause Analysis review of any unexpected death and the events leading
up to the events will be undertaken to determine any service failings are found and
learning is undertaken as per policy. In such cases the review will remain a
reportable serious incident and proceed via that pathway.
In the case of the review being undertaken determining that there is no failing of
delivery of service and the cause of death is not attributable to actions undertaken by
the service, the SI will be requested to be downgraded by the services
commissioners, as per national guidance.
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Appendix E – Policy Review Group Checklist for the Review and
Approval of Procedural Document.
To be completed by the Policy author prior to submission for approval/ratification

Title of document being reviewed:
1.

2.

3.

State Title:
Is the title clear and unambiguous?

Y

Has all of the information on the front page
been completed?

Y

Is it clear whether the document is a
guideline, policy, protocol or standard?

Y

Rationale
Are reasons for development of the
document stated?

4.

5.

6.
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Yes/No/
Unsure

Y

Development Process
Is the method described in brief?

Y

Are people involved in the development
identified?

Y

Do you feel a reasonable attempt has
been made to ensure relevant expertise
has been used?

Y

Is there evidence of appropriate
consultation with stakeholders and users?

Y

Content
Is the objective of the document clear?

Y

Is the target population clear and
unambiguous?

Y

Are the intended outcomes described?

Y

Are the statements clear and
unambiguous?

Y

Is the language used in the document
clear, jargon free and spelt correctly?

Y

Evidence Base
Is the type of evidence to support the
document identified explicitly?

Y

Are key references cited?

Y

Are the references cited in full?

Y

Comments

7.

Title of document being reviewed:

Yes/No/
Unsure

Are supporting documents referenced?

Y

Approval
Does the document identify which
committee/group will approve it?
If appropriate have the joint Human
Resources/staff side committee (or
equivalent) approved the document?

8.

9.

10.

11.

Y
N/A

Dissemination and Implementation
Is there an outline/plan to identify how this
will be done?

Y

Does the plan include the necessary
training/support to ensure compliance?

Y

Document Control
Does the document identify where it will be
held?

Y

Have archiving arrangements for
superseded documents been addressed?

Y

Process to Monitor Compliance and
Effectiveness
Are there measurable standards or KPIs to
support the monitoring of compliance with
and effectiveness of the document?

Y

Is there a plan to review or audit
compliance with the document?

Y

Review Date
Is the review date identified?

Y

Is the frequency of review identified? If so
is it acceptable?

Y

Equality Impact Assessment
Has an EIA been carried out?
12.

Y

Overall Responsibility for the Document
Is it clear who will be responsible for coordinating the dissemination,
implementation and review of the
document?
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Comments

Y

Processes are already in
place for the reviews. Policy
is a framework to formalise
and integrate these
processes.

Policy Review Group Ratification
If you are happy to ratify this document, please sign and date.
Committee /Other Approval
If the committee is happy to approve this document, please sign and date it and forward
copies to the person with responsibility for disseminating and implementing the document
and the person who is responsible for maintaining the organisation’s database of approved
documents.
Name
Signature
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Date

Appendix F
SECTION A: The ‘BEE FAIR’ Screening Tool Lens
1. Name of document being analysed

BWC Mortality Review Policy

2. Person completing analysis

Michelle Ross

3. Contact information

0121 472 1377 Ext 5960

4. Date of analysis

October 2017

5. Is it a policy, strategy, service or
function that is being assessed?

Please specify: Policy

6. Name of the policy/ strategy/ service /
function
7. Provide a brief description of the aims of the
policy/ strategy/ service/ function

Insert name: Mortality Review process

(include details of key objectives and
who your intended customers are)

Purpose and aims: (briefly describe
the overall purpose and aims of the
policy/service – for a new service –
describe the rationale and need for
the proposal, referring to evidence
sources. For a change in service or
pathway – specify exactly what will
change and the rationale/evidence,
including which priorities this will
contribute to).

Birmingham Women’s and Children’s
NHS Foundation Trust (BWC) is
committed to continuously improving the
quality of our services and ensuring that
the safety of our care is of the highest
possible standard. We recognise that an
important component of our quality and
safety strategy is to develop robust
quality systems for reviewing our clinical
outcomes
and
where
possible
identifying
lessons
for
future
development. This policy document sets
out the framework for how mortality
cases will be reviewed at BWC. The key
principles are summarised in the flow
chart on page 3.
The policy applies to all Trust staff.

8. Is responsibility for this policy/
strategy/service/function shared with another
agency?

No
9. Is this policy/service/function/strategy carried
out (partially or completely) by contractors?

No

10. Does the policy/ strategy / service/ function
affect stakeholders? Stakeholders include
customers, service users, staff, the wider
community or other organisations. This
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If yes: describe their involvement in this
process. If a partner has conducted an
Equality Relevance Assessment and/ or an
Equality Analysis Template, please attach this
information.
If yes: please tell us how you will ensure that
due regard is given to the aims of the Public
Sector Equality Duty by the contractor and how
this is monitored via the procurement process.

If the answer is no to both questions 9 and 10
then the policy is not relevant to the Equality
Duty. You must detail and evidence why it is not
relevant. You must also reference any research,

includes commissioned services and
services that rely on the input or resources of
the Trust.

intelligence or data that you have used to come
to this conclusion.

Yes

If the answer is yes to both questions 9 and 10
a full equality analysis must be completed.
See section B

If you answer no to question 9 and yes to
question 10 full equality analysis must be
completed. See section B
11. If you have reached a conclusion that the policy, service or function is not relevant to equalities
and you have clearly evidenced why then exit here and submit this form to:

bwc.beefair@nhs.net

Relevant □ (Complete the details below and go on to complete Section B Full Equality Analysis)
Not relevant □ (Complete the details below and submit the form electronically to the above: retaining a
copy for your records).
Signature (person completing this screening tool lens) ___________________________________
Date _________________________
Head of Service/Dept.
_________________________________________________________________________________
Signature _________________________________________________ ___ Date ______ _______

N.B. Emails received from the responsible officer’s email address will be accepted as
formal submissions. There is no need to provide a hard copy in addition to this.
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Appendix F (i)
SECTION B: Full Equality Analysis

Equality Action Plan – What are the positive and negative impacts of the proposal against each of the protected characteristics
providing details on the evidence
(both qualitative and quantitative) used. If the work is targeted towards a particular group(s) – provide justification e.g. women
Even if you have found no evidence of potential negative impact, you should consider how to improve any positive impacts or
how your policy could be adapted to promote equality.
A=Age / S=Sex / D=Disability/ R=Race / SO=Sexual Orientation / MCP= Marriage/civil partnership / PM= Pregnancy and Maternity /
GR= Gender Reassignment / RB=Religion and Belief

Potential
positive or
negative
impact
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Potential impact
on

Action identified to
resolve

Who will action

When by

N/A

N/A

(please tick)
A

S

D

R

S
O

M P G R
C M R B
P

x

x

x

x

x

x

x

x

x

X=
No
identified

impact

Consultation – How does this proposal affect the rights of patients, staff and other
stakeholders?
What have patients/staff or other stakeholders N/A
already told you about the policy and any
negative impacts? State who has been
consulted and the methods used for the
engagement,
consultation
etc. consultation if N/A
Do you need to
carry out further
so who will you be consulting with and by what
methods?
Monitoring Arrangements – What are the existing and new monitoring arrangements?
Is the service/policy accessible to all
groups?

N/A

If there is a lack of information, what
research will be carried out and for which
group?

N/A

Including people who need to know - Consider the way in which the proposal will be
explained to a wider audience.
Will translation or interpretation materials be required (audio, pictorial, Braille as well as
alternative languages); are there any particular approaches required for different cultures using
outreach or advocacy support; is some targeted marketing required.
Decision Making – Identify what your next step will be for the proposal.
Take the equality analysis and the engagement into consideration, and the responsibilities around the
Public Sector Equality Duty.
Decision steps available

Rationale for your decision

1. Continue unchanged

N/A

2. Adjust the proposal

N/A

3. Fundamental review of/stop the proposal

N/A

Sign Off and publication
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Senior Responsible Officer*
Date signed
Presented to ...................(insert)...........
Committee
Publication date

*as the Senior Responsible Officer you need to be assured that you have sufficient
information about the likely effects of the policy in order to ensure proper consideration
is given to the statutory equality duties.
Once approved by the EA sub-group, the EA will be published on the Trust’s equality and diversity
internet pages. In accordance with the duty “Trusts must publish evidence of the analysis that they
undertook to establish whether their policies or practices would further or would have furthered the
aims of the duty, details of the information that they considered and details of engagement
undertaken when doing the analysis.”1 Publication of the analysis template helps to ensure that we
are being open and transparent in our decision making process.

1

1.

Send the completed Equality Analysis with your document to: bwc.beefair@nhs.net

2.

Make arrangements to have the EA put on an agenda for the appropriate Committee

3.

Use the Action Plan to record the changes you are intending to make to the
document and the review date.

NHS Employers: Equality analysis and equality impact assessments
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Appendix F(ii)
Equality Analysis Sign Off:
This section is designed to be copied and pasted into a blank word document or into the required
paperwork e.g. PID or policy etc. please note: The Equality Analysis Approval Committee have the
key leads from the following key areas:





Workforce (Human Resources & Education & Learning)
Service (Operational, Estates and Facilities)
Commissioners (internal and external partners)

Directorate/Project details

Service/Workstre
m:

<Type name here>

<Type name
here>

Executive Sponsor:

Project Lead:

Project Manager:

<Type name here>

<Type name here>

<Type name here>

Title: <Insert Name of the Strategy/Policy/Project/Service here>
EA details
Version:

Date:

Equality team Lead
Assessors detail:

<Type version here>

<Type date here>

<Type Name & Ext. details >

Is this a: <Tick as appropriate> Relevance Screening □ Full Analysis □
Are the Equality Analysis sub-group assured by the EA?
If ‘No’ please send this document (electronic format only) back to the originator for more
details
If ‘YES’ please
sign

<please sign here>

Please send this signed document to: bwc.beefair@nhs.net
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Appendix G – Plan for Dissemination of Procedural Documents
To be completed and attached to any document which guides practice when submitted to the Policy Review
Group for consideration and approval.
Title of document:

Mortality Review Policy

Date finalised:

October 2017

Previous
document already
being used?

Dissemination lead:
Print name and contact
details

Yes

Michelle Ross
0121 472 1377 ext 5960

If yes, in what
format and where?

Electronic on the intranet

Proposed action to
retrieve out-of-date
copies of the
document:

Governance team to remove previous copies from BCH intranet and Eve and archive

To be
disseminated to:

How will it be
disseminated, who
will do it and when?

Paper
Comments
or
Electronic

All staff

E-staff bulletin

E

Dissemination Record – to be used once document is approved.
Date put on register /
library of procedural
documents

Disseminated to:
(either directly or
via meetings, etc)
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Date due to be
reviewed

Format (i.e.
paper or
electronic)

Date
Disseminated

No. of
Copies
Sent

Contact Details / Comments

Appendix H – Summary of Significant Changes to previous version of Policy

Policy
Title
Version
2.0
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Mortality Review Policy
Date
2017

Author
M Ross
N
Barbosa

Comment (Identify any significant changes to the procedural
document)



BWH and BCH policy merged
Updated in line with national Learning from Deaths Guidance

