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1.0  SUMMARY PAGE 

The Trust is committed to reducing the numbers of avoidable deaths within its patients. This aim is supported by having 
a formal mortality review process in place. The information gathered from this process is used to disseminate lessons 
learned across the Trust. 
 
The Avoidable Mortality Reduction Group (Chaired by the Associate Medical Director for Clinical Governance ) oversees 
all improvement work relating to mortality. 
 
Directorates have local arrangements to meet the aims of this policy. The arrangements in each directorate ensure a 
suitable form of leadership for the mortality review process and that appropriate local mortality meetings are scheduled. 
This allows local learning. Divisional and Trust-wide learning will be managed through the Divisional teams and the 
Avoidable Mortality Reduction Group. 
 
The Trust aims to engage empathetically and effectively with bereaved families. 
 
The systems and processes in place have been developed to meet best practice/national guidance in learning from 
deaths. 
. 
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2.0 INTRODUCTION 

In February 2017 the CQC set out new requirements for the investigation of deaths: ‘Learning, candour and 
accountability: A review of the way NHS trusts review and investigate the deaths of patients in England’. The key points 
made were that learning from deaths not given sufficient priority in some organisations and that more could be done to 
engage families and carers. 
 
In March 2017 the National Quality Board published guidance and recommendations for learning from deaths entitled 
‘National Guidance for Learning from Deaths – A Framework for NHS Trusts and NHS Foundation Trusts on Identifying, 
Reporting, Investigating and Learning from Deaths in Care’. This document included the following recommendations: 
Acute Trusts should use an evidence based methodology for reviewing the quality of care provided to those patients 
who die; and that Trusts should adopt the methodology developed by the Learning disabilities Mortality review (LeDeR) 
programme when reviewing mortality in patients with learning disabilities. 
 
Objective 

This document describes the reasons for completing mortality reviews including reference to national guidance; the 
mortality review process at Aintree; and provides guidance for those performing the mortality reviews. The document 
also gives a description of how the process will be governed to ensure lessons are learnt and appropriate cases are 
escalated for further review. 
 

3.0 ROLES & RESPONSIBILITIES 

3.1 The Trust Board will maintain oversight of learning from deaths through receiving and discussing regular reports. 
These reports will be provided through the trust’s standard assurance processes. 
 
3.2 A Non-executive Director will be assigned an oversight role with respect to learning from deaths and will provide 
appropriate challenge to the executive team on the subject. 
 
3.3 An Executive Team member will be the Patient Safety Director and they will take responsibility for the trust 
learning from deaths in the trust. This will usually be the Medical Director. 
 
3.4 The Associate Medical Director for Clinical Governance and Deputy Medical Director(s) will support the 
Patient Safety Director in all areas of this work and act as the Chairs of the AMRG  
 
3.5 The Avoidable Mortality Reduction Group (AvMRG) will be responsible for complying with national guidance on 
learning from deaths. This will include oversight of the Mortality review Group. The group will consider themes and 
trends identified from mortality reviews as part of the Quarterly Mortality Report. The group will ensure learning is 
disseminated across the trust from the results of these reviews. Terms of Reference and Membership included as 
Appendix 2. 
 
3.6 Trust Mortality Lead will have responsibility for managing the mortality review system and process for structured 
judgment reviews, MDT reviews and themed reviews. They will chair the Mortality Review Group Meetings 
 
3.7 The Mortality review group is chaired by the Trust Mortality Lead and meets every 2 weeks. It is responsible for 
structured judgement mortality reviews and performing additional and multi-disciplinary reviews with invited speciality 
representatives where appropriate. Membership includes SJR reviewers, divisional mortality leads and safeguarding 
leads. It reports to the AvMRG. 
 
3.8 The Head of Performance will be responsible for producing the monthly mortality report. This will contain 
information on numbers and type of mortality reviews and trends/themes identified. When requested they will support 
the production of ad hoc reports allowing more detailed mortality investigations 
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3.9 The Aintree Business Intelligence (aBI) Team will produce a monthly list of deaths; this will be circulated by email 
to consultants and mortality leads. They will develop suitable reporting systems to analyse the results of mortality 
reviews recorded within the Mortality Review System. (The aim is to produce lists on a weekly basis - 2019) 
 
3.10 The Software Development Team will be responsible for developing the mortality review system. They will ensure 
it links to other trust data sources to minimize unnecessary data entry and that it imports accurate data from other 
systems. 
 
3.11 Clinical Directors will be responsible for ensuring their directorate has a nominated mortality lead(s) and that a 
suitable departmental meeting is in place to review deaths, consider mortality reviews and learn from the findings. 
 
3.12 Directorate mortality leads will be responsible for ensuring that mortality reviews are undertaken for patients that 
died in (or after care in) their directorate. They will organize and run their directorate’s mortality review process and 
meetings to ensure that the meetings aim to identify weaknesses or failings in care, learn from these findings and 
undertake local actions to try to prevent the same things occurring in the future. Directorate Mortality leads will usually 
be members of the AMRG representing their directorate. They will provide local feedback and escalate actions/learning 
points to divisional or Trust mortality leads where appropriate. They will be responsible for completing actions from local 
meetings and those from DAG, MRG and AvMRG. 
 
3.13 Directorate mortality meetings must happen regularly and link with local Governance and assurance teams. The 
meetings must have minutes and documentation of lessons learnt, action plans and feedback from SJRs 
 
3.14 Consultants will be responsible for undertaking timely mortality reviews in line with the local arrangements within 
their directorate. These reviews will be conducted using the provided on-line mortality review system. They should aim 
to identify weaknesses or failings in clinical care, assess the preventability of the death and seek to identify what could 
have been done differently and any lessons learned from the review. 
 
3.14 Trainee and non-consultant medical staff will assist in the mortality review process and take part in mortality 
review meetings under consultant supervision. 
 
3.15 Nursing and AHP staff should contribute to the mortality review process in line with their directorate’s local 
processes and meeting arrangements. 
. 

4.0 CONTENT OF THE POLICY 

4.1.Review of patient deaths 

The review of a patient death will be performed using an initial primary review proforma followed by a more detailed 
structured judgement review (SJR) as required in certain categories of cases. This secondary review is a more detailed 
phase of care review and will be undertaken by a member of the Mortality review group (MRG) followed by a discussion 
at the MRG meeting.  
The review forms are based on the methodology described in the RCP National Mortality Case Record Review 
Programme (https://www.rcplondon.ac.uk/projects/outputs/national-mortality-case-record-review-nmcrr-programme-
resources)  

 
4.1.1.Primary Review 

A list of mortality cases generated by Aintree business intelligence is emailed to each directorate mortality lead on a 
regular basis.  
Information is uploaded from the bereavement office database onto the online mortality review tool.  
The primary review is then completed using the Mortality review tool which is pre-populated with patient information and 
cause of death. The review will be performed using the provided mortality review intranet website:  
http://mortalityreview.aintree.nhs.uk/#/ 
The review is completed by a Consultant who was not directly involved in the patient’s care. The allocation of cases is 
determined by the directorate mortality lead. Appropriate cases are discussed at local mortality review meetings 

https://www.rcplondon.ac.uk/projects/outputs/national-mortality-case-record-review-nmcrr-programme-resources
https://www.rcplondon.ac.uk/projects/outputs/national-mortality-case-record-review-nmcrr-programme-resources
http://mortalityreview.aintree.nhs.uk/#/
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determined by the directorate mortality lead. Cases with significant concerns will be flagged up for Structured Judgment 
review (SJR) if not done automatically by the review system. Good practice will be highlighted. A DATIX report should 
be considered if significant concerns are identified or overall care is deemed to be less than adequate. If other 
specialities are required to review the case then a referral for MDT review can be made using the online mortality review 
tool. 
Any case where a learning difficulty is identified will result in an email notification to be sent automatically to the 
Safeguarding lead (in line with the LeDeR guidance). 
The reviewer is required to make a judgement on the overall quality of care received by the patient on a scale of 1 to 5 
as below: 

1. Very poor care 
2. Poor care  
3. Adequate care 
4. Good care 
5. Excellent care 

 
Where overall care is deemed less than adequate an SJR is triggered (and a critical incident report should be completed 
on DATIX(Trust’s incident reporting system ). The reviewer will also be asked if there were any specific problems with 
healthcare and whether they caused harm to the patient. Again if any incidents of harm are identified a DATIX should be 
completed. 
 
Cases where care is assessed as adequate, good or excellent and no harm is identified, no further investigation or 
review is required unless the case triggers a mandatory SJR.  
 

4.1.2 Structured judgment review (SJR)  
 
Automatic triggers for SJR 

1. Cases where anyone has raised concerns 

2. Learning disabilities  

3. Severe mental illness 

4. Cases where harm or poor care was identified 

5. All deaths in areas where people are not expected to die e.g. elective procedures 

6. Deaths in under 18s 

7. Deaths where learning will inform provider’s improvement work (e.g. sepsis, CUSUM alerts) 

8. Further sample of other deaths as part of assurance process i.e. cases that have had a primary review and 

been deemed not preventable to ascertain if the MRG agree with the initial findings 

 
If SJR required (automatically or by choice of primary reviewer) the case is highlighted in the mortality review tool as 
awaiting SJR. An email notification is automatically sent to the Trust mortality lead who then allocates cases to SJR 
reviewers. Once completed the cases are discussed at the next MRG meeting. 
Cases requiring MDT are also reviewed and discussed at mortality review group with invited speciality representatives 
as required.  
Once discussed at MRG the review outcome is documented within the mortality review tool.  
This includes an assessment of overall care (five point scale as before) and an assessment of ‘Avoidability’: 

1. Definitely avoidable 
2. Strong evidence of Avoidability 
3. Probably avoidable (more than 50:50) 
4. Probably avoidable but nit very likely 
5. Slight evidence of Avoidability 
6. Definitely not avoidable 

 
The suggested actions and the directorate /division responsible are also documented. 
 
A structured report is then sent to named individuals and teams to complete the action plan. This can be at directorate, 
divisional or Trust level. The communication plan for disseminating lessons to learn is also documented within the 
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mortality review tool. The mortality group will not be responsible for completing the actions where these have been 
directed to particular divisions or directorates. It is expected that actions will be discussed in their governance meetings 
and added to their action log. Where an action needs to be escalated to the Avoidable mortality reduction group this will 
be documented within the action plan. (Templates for the different level reports are in Appendix…) 
 
4.1.3 Timescales  
Mortality reviews, including SJR should be completed within 6 weeks of the patients death.  
 
4.2 Learning from Death reports 
The Trust mortality lead will produce a quarterly mortality report to be presented to the AvMRG initially, followed by the 
CEEG and then the HMB.  
The reports will include: 

 The total number of deaths 

 The number of primary mortality reviews completed 

 The number of deaths judged to have overall poor or very poor care 

 The number of deaths undergoing SJR 

 The number of probably avoidable deaths (Score 1 to 3) 

 Themes and trends arising from reviewed cases 

 A summary of the key findings of cases with score of 3 or less 

 Any learning points, recommendations and actions from the reviewed cases 

 Assurance that action plans and the Duty of candour process have been completed 

 
4.3 Family and carer involvement  
All bereaved families will be supplied with a copy of the trust’s bereavement support information (inpatient bereavement 
booklet). This will include a full range of support information for families after the death of loved one. It will include 
information on how to raise concerns relating to the care of their relative during their hospital stay. It will give information 
on the mortality review process and how to trigger a mortality review if they have concerns about their deceased 
relatives care.  
Communication with bereaved families will be open and honest in line with the Trust’s values. Where there is a formal 
duty of candour identified in relation to a patient safety incident the appropriate steps will be taken to keep the family 
informed. Communication will be in line with the National quality board’s guidance (LfD Guidance for NHS Trusts on 
working with bereaved families and carers’. July 2018).  

 

5.0 MONITORING OF COMPLIANCE 

 

Minimum 
requirement 

to be 
monitored 

Process for 
monitoring e.g. 
audit/ review of 

incidents/ 
performance 
management 

Job title of 
individual(s) 

responsible for 
monitoring and 

developing 
action plan 

Minimum 
frequency 

of 
monitoring 

Name of 
committee 

responsible 
for review of 
results and 
action plan 

Job title of individual/ 
committee responsible for  
monitoring implementation 

of action plan 

Review rates by 
directorate.  

 

Quarterly 
divisional reports 
to AMRG  

Mortality Lead  Quarterly  Divisional 
Assurance 
Group (DAG) 
and AMRG  

Directorate Mortality Clinical Lead 
(for directorates and Divisional 
Mortality Lead for Division.  

Lessons learned 
and action plans  

Reports to DAGs  Mortality Lead  Quarterly  DAG  Divisional Medical Director/DGM  

Delivery of 
actions  

Reports to DAGs  Mortality 
Lead/Divisional 
Governance 
Manager (DGM)  

Quarterly  DAG  Divisional Medical Director/DGM  
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Minimum 
requirement 

to be 
monitored 

Process for 
monitoring e.g. 
audit/ review of 

incidents/ 
performance 
management 

Job title of 
individual(s) 

responsible for 
monitoring and 

developing 
action plan 

Minimum 
frequency 

of 
monitoring 

Name of 
committee 

responsible 
for review of 
results and 
action plan 

Job title of individual/ 
committee responsible for  
monitoring implementation 

of action plan 

Review of SI 
after deaths 

Review in 
Avoidable 
Mortality 

reduction group 

Mortality review 
Lead 

Quarterly aMRG aMRG 

 
6.0 EQUALITY, DIVERSITY AND HUMAN RIGHT STATEMENT 

 
The Trust is committed to an environment that promotes equality and embraces diversity in its performance both as a 
service provider and employer. It will adhere to legal and performance requirements and will mainstream Equality, 
Diversity and Human Rights principles through its policies, procedures, service development and engagement 
processes. This policy should be implemented with due regard to this commitment. 
 
7.0   LEGAL REQUIREMENTS 
 

The process described in this document conforms to the requirements of the Data Protection Act (2018) and to the EU 
General Data Protect Regulation (EU 2016/679). It is consistent with the requirements of the NHS Executive set out in 
Information Security Management: NHS Code of Practice (2007) and builds upon the general requirements published by 
NHS Digital/Connecting for Health (CfH). 

8.0.  REFERENCES 

 
1. National guidance on Learning from deaths: accessed on https://improvement.nhs.uk/resources/learning-

deaths-nhs/ 
2. RCP National Mortality Case Record Review Programme  

Accessed on (https://www.rcplondon.ac.uk/projects/outputs/national-mortality-case-record-review-nmcrr-
programme-resources)  

 
 
  

https://improvement.nhs.uk/resources/learning-deaths-nhs/
https://improvement.nhs.uk/resources/learning-deaths-nhs/
https://www.rcplondon.ac.uk/projects/outputs/national-mortality-case-record-review-nmcrr-programme-resources
https://www.rcplondon.ac.uk/projects/outputs/national-mortality-case-record-review-nmcrr-programme-resources
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APPENDIX 1 
 

 
SJR outcome letter_TRUST LEVEL_DATIX 
 
Dear     (Directorate Mortality Lead) 
Patient Details 
 
The above patient’s care has been reviewed by the Mortality Review Group as part of the Structured Judgment Mortality 
Review Process. 
 
The outcome of the structured review is attached. 
 
The following issues with care were identified: 
1. 
2. 
3. 
4. 
A DATIX has been submitted outlining these concerns with ref: WEBxxx 
The risk team will support the decision as to whether a full root cause analysis is required. Please can you discuss the 
case and the relevant issues in your next Governance/Mortality meeting? 
If no SUI is declared please submit an action plan within the next month for review by the Avoidable mortality reduction 
group (AvMRG).  (Send to the PA of the Medical director and AMD for Governance) 
If an SUI is declared and a full root cause analysis is required please follow the Trust Governance process and submit 
an action plan to the AvMRG for assurance when approved. 
Following review by the AvMRG action plans will be monitored in the Divisional assurance and Governance meetings or 
the patient safety group as determined by the AvMRG. 
 
Kind regards, 
 
Chair Mortality review group and Trust mortality lead  
 
Attached 
Mortality Review Group SJR Summary report 
Cc 
Directorate Clinical Lead, Directorate Governance Lead, Divisional Mortality Lead, Divisional Governance Lead, 
Divisional Medical Director 
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SJR outcome letter_DIVISIONAL LEVEL 
 
 
Dear     (Directorate Mortality Lead) 
Patient Details 
 
The above patient’s care has been reviewed by the Mortality Review Group as part of the Structured Judgment Mortality 
Review Process. 
 
The outcome of the structured review is attached. 
 
The following issue(s) with care were identified which the Mortality Review Group feel  need presenting and discussing 
at Divisional governance, before being actioned within the Directorate: 
1. 
2. 
3. 
4. 
Please can you discuss the case and the relevant issues in your next Governance/Mortality meeting and develop an 
action plan to be presented at Divisional assurance and governance before being recorded in your directorate 
governance action log and monitored through your directorate governance meetings. 
 
Kind regards, 
 
Chair Mortality review group and Trust mortality lead  
 
Attached 
Mortality Review Group SJR Summary report 
Cc 
Directorate Clinical Lead, Directorate Governance Lead, Divisional Mortality Lead, Divisional Governance Lead, 
Divisional Medical Director 
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SJR outcome letter_DIRECTORATE LEVEL 
 
 
Dear     (Directorate Mortality Lead) 
Patient Details 
 
The above patient’s care has been reviewed by the Mortality Review Group as part of the Structured Judgment Mortality 
Review Process. 
 
The outcome of the structured review is attached. 
 
The following issues with care were identified which the Mortality Review Group feel can be addressed at a directorate 
level: 
1. 
2. 
3. 
4. 
Please can you discuss the case and the relevant issues in your next Governance/Mortality meeting and develop an 
action plan to be recorded in your directorate governance action log and monitored through you directorate governance 
meetings. 
 
Kind regards, 
 
Chair Mortality review group and Trust mortality lead  
 
Attached 
Mortality Review Group SJR Summary report 
Cc 
Directorate Clinical Lead, Directorate Governance Lead, Divisional Mortality Lead, Divisional Governance Lead, 
Divisional Medical Director 
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APPENDIX 2 
 

Structured Judgment Review report  

Case ID  

Date discussed at MRG  

Case Summary  

SJR outcome (Was the death avoidable)  

Good care  

Poor care  

Overall comments  

Suggested action (s)  

Directorate/division responsible  

Personnel to receive report 
(E.g. Mortality lead, Governance Lead, 
Clinical lead, divisional leads.) 

 

Communication plan   
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APPENDIX 3 
 
 

 
 
 
 

 
 
 
 
 
 

 

 

 
 
 
 
 
 


