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SUMMARY OF POLICY 
 
This policy describes when and how deaths of patients or service users will be reviewed and/or 

investigated. It takes into account concerns raised by families, other care givers, staff or other 

stakeholders such as commissioners, other providers, the police or the Coroner. 
 

The aim of any investigation or review is to ensure that key questions regarding the quality of 

care and preventability of the death are considered and that any learning identified, is shared 

and embedded across and beyond the Trust. 
 

The policy describes the criteria for review for each service, the process of the investigation / 

review and the outcome. 
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Learning from Deaths Policy  

 
1. INTRODUCTION & PURPOSE  
 
1.1  Following the publication of the National Guidance on Learning from Deaths, the Trust had 

already recognised the importance of Learning from Deaths and concluded that reviewing 
the care provided to people who have died can help improve care for all patients by 
identifying problems associated with poor outcomes, working to understand how and why 
these occur so that meaningful action can be taken. There is also an opportunity to adapt 
and strengthen the mortality process to ensure that there is a culture and focus on learning 
from deaths, improving care, and supporting families, carers and staff. 
 

1.2 The board’s role will be to provide visible and effective leadership to ensure the organisation 
addresses significant issues identified in reviews and investigations.  

 
 
2. SCOPE & DEFINITIONS  
    
2.1 This policy applies to bank, locum, permanent and fixed term contract employees (including 

apprentices) who hold a contract of employment or engagement with the Trust, and 
secondees (including students),  volunteers (including Associate Hospital Managers), Non-
Executive Directors, governors and those undertaking research working within Solent NHS 
Trust, in line with Solent NHS Trust’s Equality, Diversity and Human Rights Policy.  It also 
applies to external contractors, Agency workers, and other workers who are assigned to 
Solent NHS Trust. 

 
2.2         Solent NHS Trust will implement the requirements outlined in the Learning from Deaths 

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

 
2.3 Solent NHS Trust is committed to the principles of Equality and Diversity and will strive to 

eliminate unlawful discrimination in all its forms. We will strive towards demonstrating 
fairness and Equal Opportunities for users of services, carers, the wider community and our 
staff. 

 
3. PROCESS/REQUIREMENTS  
  
3.1        TRUST-WIDE PROCESSES 

 
This policy sets out the procedures for identifying, recording, reviewing and investigating the 
deaths of people in receipt of services from  Solent NHST Trust.  
 
It describes how Solent NHST Trust will support families  and carers who have suffered a 
bereavement , 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 a person who received services 
from the Trust  
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It sets out how the trust will seek to learn from the care provided to patients who die, as 
part of its work to continually improve the quality of care it provides  
 
 
 The Trust has adopted a number of core principles, which are detailed below: 
 

Deaths identified from Spine “Look Back”
MH – on active Caseload/ less than 1 yr since last 
contact/discharge
Adult Services – on active caseload, less than 7 
days since last contact
Children Services / Primary Care – all deaths

Deaths 
identified in 

Service

Meets 
Service 
Criteria

Record 
Decision

%age of 
random 

case 
reviews

Record on 
Ullysses

Requires
Strategy
Meeting

Strategy 
Meeting

Mortality 
Review  

including 
structured 
clinical tool

SI / HRI

NO
Yes

Key Learning points from all Mortality 
Reviews are discussed and captured 

Mortality reports and learning points are 
submitted to the Quality Improvement and 

Risk Group

Cases are 
discussed at 
Service Line 
Governance 

Meetings

· All  AMH / OPMH/LD deaths and any Adult Services Inpatient deaths  will be 
subject to a mortality review and will trigger an incident review

· Where a mortality review leads to significant concerns an Incident Review 
Meeting will be held to consider if a Serious Incident  (SI) investigation is 
required

· All deaths subject to mortality review and or strategy meeting are to be 
reported on the Trusts Incident Management System ( Ulysses)

· These reviews will consider opportunities for learning, change, and quality 
improvement

· The review and investigation of deaths will adopt principles of openness, 
transparency, and learning rather than blame. 

· The review and investigation of deaths will include the involvement of 
families and those close to the deceased where this is possible and 
appropriate.

Reports to Assurance Committee and 
Board according to National Requirements

Deaths identified from R$ / 
Inform “Look Back”
Dental – active casload / 
seen within last 30 days
Sexual Health – HIV patients

 
 
 

3.2        REVIEWING AND INVESTIGATING 

 

3.2.1  Due to the variety of services offered across Solent NHS Trust, each service line (and in 

some cases sub service) has its specific process for reviewing and learning from deaths. 

These are included in Appendix B. 

The criteria for whether an investigation is required, be it a Learning from Death Review , 

Serious Incident (SI) or High Risk Incident (HRI) will take into account any concerns raised 

about the death from key stakeholders:  

· Family or carers 
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· Primary Care 

· Clinicians 

· Service Line Governance Team 

· Corporate Quality and Safety Team 

· External partners (eg Police, Coroners, Commissioners,  CQC other providers) 

 

 

External to the organisation 

 

· The Trust will respond to requests from other organisations to review the care 

provided to people who are its current or past patients but who were not under its 

direct care at time of death. 

· The Trust will collaborate with others to carry out reviews and investigations when a 

person has received care from several health and care providers. 

· The Trust will ensure that the deceased’s relatives or carers are asked whether they 

have any significant concerns with the care provided by the trust (this will then 

trigger a review or investigation). 

 

3.3 PROCESS  
 
Recording and Reporting  

 
There are specific requirement and recording processes relating to certain types of death for 
which review is mandated: 
 

· people with learning disabilities: Annex D of the National Guidance on Learning from 
Deaths; all deaths to be reported to the Learning Disabilities Mortality Review 
(LeDeR) programme 

· mental health: Annex E of the National Guidance on Learning from Deaths; under 
regulations, mental health providers are required to ensure that any death of a 
patient detained under the Mental Health Act is reported to the Care Quality 
Commission without delay 

· children and young people: Annex F of the National Guidance on Learning from 
Deaths 

 
The decision as to whether a death meets the Trust / service line criteria for a  Learning from 
Death Review will be recorded by the Service Line  in a central system 
 
Incident Review Meetings will be held for: 

· all deaths that are deemed to fulfil criteria for SI/ HRI 

· any deaths where there are specific concerns regarding care and/or preventability 

· any deaths following a Learning from Death Review where the structured clinical 
decision tool indicates an Incident Review Meeting is required. 

 
3.3.1 Trust Level  
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· For deaths subject to Incident Review meeting: the Quality and Safety Team  are 
responsible for uploading the minutes of the Incident Review meeting and the Initial 
Management Report (IMR). 

· For deaths subject to SI/HRI investigation: the Quality and Safety Team are 

responsible for attaching the investigation report and resulting action plans to the 

Ulysses. 

 
3.3.2 Service Level 

 

Learning from Death reviews will be individually discussed in monthly service line 

governance groups, with a view to identifying any learning. Case record review using the 

clinical judgement review methodology is a method used to determine whether the death 

was avoidable or if there were any problems in the care provided to a patient within a 

particular service. It is undertaken routinely to learn and improve in the absence of any 

particular concerns about care. This is because it can help identify problems where there is 

no initial suggestion anything has gone wrong. It can also be done where concerns exist, 

such as when bereaved families/carers or staff raise concerns about care. 

 

· A structured clinical judgement  tool (Appendix D) will be implemented to ensure 

that all deaths are reviewed consistently during a Learning from Death Review  

· The summaries of these reviews will be presented monthly to the Mortality Review 

panel for scrutiny and shared learning. In turn the  learning  will be reported to the 

Quality Improvement and Risk Group (QIR) meeting the Assurance Committee  

onwards to  the Board. 

· The service lines are responsible for reporting on Ulysses and uploading the 

Mortality Review form which will be attached to the incident. 

· Random case reviews will be carried out in every service line in accordance with 

Appendix E. 

· The information team will report on numbers of deaths reported in each service-line 

and at Trust level to enable a trust wide view of trends or areas of concern. Reports 

will be produced quarterly for the Assurance Committee. 

· The Information Team will send a monthly report based on NHS spine data to each 

Service Line detailing the list of people who have died over the last month, and who 

fulfil the inclusion criteria set by the individual Service Line for any Learning from 

Death Review . These criteria may be different for each Service Line. 

· A process of periodic review of mortality (every 6 - 12 months) will identify themes 

and trends. External stakeholders will be invited to engage in this process. 

· The outcomes from the Incident Review Meetings in the main may be: 

o SI investigation led by the Trust, with input for other providers if appropriate 

o Learning from Death Review  

o If there are concerns raised about another care provider 

(acute/community/social care / Primary Care) commissioners may be 

notified. 

o If a death requires joint investigation Commissioners may be notified 

· Our internal process will be linked to the system wide mortality process: 



8 
 

o Linking with Commissioners on multi-agency issues, 

o When appropriate, regional/national programmes (eg Learning Disability 

Mortality Review (LeDer), Child Death Overview Panel (CDOP) and with 

Coroners Court 

o Linking in with other providers when appropriate 

 

 

3.3.3 SUPPORTING AND INVOLVING FAMILIES AND CARERS 
 
In accordance with the National Guidance on Learning from Deaths, the Trust will  
meaningfully and compassionately engage with bereaved families and carers at all stages of 
responding to a death and details the key principles that Trusts should follow. 
 

· The Trust will offer families and carers an opportunity to talk about the death and 
care in the time leading up to the death, and to raise concerns about any aspects of 
the person’s care (verbal and written opportunities), and the Trust will respond to 
concerns (including initiating a review but also how a decision will be made about 
whether or not to investigate). 

· The Trust will share with relevant staff feedback received from families and carers to 

enable individual and team reflection on care provision and opportunity for 

improvement. 

· Appendix  E provides the details of the way we will support families and carers 

 
3.3.4 SUPPORTING AND INVOLVING STAFF 

 
Support is available for staff affected by the death of someone who has been in the trust’s 
care via a number of routes: 

o Individual line managers 
o During Supervision 
o Employee Assistance Programme via Occupational Health 

· The opportunity during supervision to staff individually and collectively (outside any 
formal review or investigation) to reflect on the care provided to people who have 
died and any learning from this to inform their practice and the way that care is 
organised.   

· Staff can access support from the Professional leads for Quality Standards and 

Governance as well as the Quality and Safety Team before, during and after any 

review or investigation, including recognition that most problems in care will derive 

from systems and processes, not individual negligence or reckless behaviour. 

· Staff can get guidance on obtaining legal and other advice from the Quality and 

Safety Team. 

 
 

3.4 LEARNING 
 

3.4.1 The Trust will adopt a proactive approach to learning from mortality and will ensure it 

has governance processes in place at all levels of the organisation to share learning 

from mortality (both vertically and horizontally through management structures and 
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across service lines) and give assurance that where actions are required, these are in 

place in a timely manner and that sustainable quality improvement results from this 

learning. This includes the requirement to identify, report and learn from cases where 

sub- optimal care is identified. 

 

3.4.2 The Trust is committed  to an open and honest culture around lessons learned both 

within the organisation, with external partners, with families, and with those that use 

our services. 

 

3.5         INVOLVING   

 

The Trust is committed to the involvement of families and carers when reviewing or 
investigating the circumstances that lead to a death, and in any learning that results from 
that investigation. This includes (but is not limited to) Duty of Candour. 
 
 

3.6 UNEXPECTED DEATH STANDARD OPERATING PROCEDURE (SOP) 
 

The SOP is detailed in Appendix B and will be implemented in the event of an unexpected 
death. 
 

 
4. ROLES & RESPONSIBILITIES  
 
4.1 The Chief Executive Officer (CEO):  

The CEO has ultimate accountability for the strategic and operational management of the 
organisation, including ensuring all policies are adhered to. 
 

4.2      The Chief Medical Officer (CMO): 
           The CMO is responsible for ensuring that this policy is appropriately implemented and 

periodically updated. The CMO is also the Executive Lead for Learning from Deaths and the 
Chair of the Learning from Deaths Panel. The CMO is the designated Patient Safety Director 
for the purpose of learning from deaths 

 
4.3 Non-Executive Director: 

In accordance with Annex B of the National Guidance on Learning from Deaths 
 
In summary, non-executive director responsibilities relating to the framework include: 

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

o championing quality improvement that leads to actions that improve patient 
safety 

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

4.4        The Clinical Directors (CDs): 
The CDs are accountable for ensuring that mortality processes are implemented within their 
respective service areas, which includes the reporting of deaths /incidents in accordance 
with the Terms of Reference of the Mortality Panel. CDs are also responsible for ensuring 
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the appropriate cascade of the Mortality Policy, in conjunction with the Professional Leads 
for Quality, Governance and Standards. 
 
Further detail on roles and accountabilities are outlined within the Terms of Reference for 
the Mortality Panel. 

 
 
5. TRAINING  
 
5.1   Training for those involved with Learning from Death Review s will be provided by the 

Professional Leads for Quality, Governance and Standards in conjunction with the Quality 
and Safety Team. 

 
 
6. EQUALITY IMPACT ASSESSMENT AND MENTAL CAPACITY 
 
6.1 The Equality Impact Assessment and Mental Capacity Act Assessment identified that this 

policy is unlikely to lead to discrimination against any particular group and that it takes the 
situations of service users who lack capacity to make decisions into account. The Impact 
Assessment is in Appendix F. 

 
 
7. SUCCESS CRITERIA / MONITORING EFFECTIVENESS  
 
7.1        The success criteria for this implementation and adherence to the policy will be that: 

· Deaths fulfilling the criteria for review or investigation are appropriately 
identified, reviewed and/or investigated, and reported 

· random case note reviews are completed 

· In accordance with the Mortality Panel Terms of Reference where actions 
resulting from learning are required these are in place in a timely manner and 
that sustainable quality improvement results from this learning 

   
8. REVIEW  

 
This document may be reviewed at any time at the request of either staff side or 
management, but will automatically be reviewed 3 years from initial approval and thereafter 
on a triennial basis unless organisational changes, legislation, guidance or non-compliance 
prompt and earlier review.  
 

 
9.  REFERENCES AND LINKS TO OTHER DOCUMENTS  
 

· National Guidance on Learning from Deaths March 17 

· Serious Incidents Requiring Investigation (SIRI) Policy 2016.pdf 

· Duty of Candour Policy 2016 
 
 
 
10. GLOSSARY 
 
10.1 
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Abbreviation/ Acronym  

SI Serious Incident 
HRI High Risk Incident 
QIR Quality Improvement and Risk Group 

SOP Standard Operating Procedure 

LD Learning Disability 
LeDR Learning Disability Mortality Review 
CDOP Child Death Overview Panel 
MR Mortality Review 
IR Incident Report 
ILDS Integrated Learning Disabilities Service 
CDT Clinical Decision Tool 

  
 
10.2      DEFINITIONS 
 

The National Guidance on Learning from Deaths includes a number of terms. These are defined 

below: 

· Death certification  
The process of certifying, recording and registering death, the causes of death and any 
concerns about the care provided. This process includes identifying deaths for referral to the 
coroner. 

· Case record review 
A structured desktop review of a case record/note, carried out by clinicians, to determine 
whether there were any problems in the care provided to a patient. Case record review is 
undertaken routinely to learn and improve in the absence of any particular concerns about 
care. This is because it can help find problems where there is no initial suggestion anything 
has gone wrong. It can also be done where concerns exist, such as when bereaved families 
or staff raise concerns about care. 

 

· Mortality review 
A systematic exercise to review a series of individual case records using a structured or semi-
structured methodology to identify any problems in care and to draw learning or conclusions 
to inform any further action that is needed to improve care within a setting or for a 
particular group of patients. 

 

· Serious Incident 
Serious Incidents in healthcare are adverse events, where the consequences to patients, 
families and carers, staff or organisations are so significant, or the potential for learning is so 
great, that a heightened level of response is justified. Serious Incidents include acts or 
omissions in care that result in unexpected or avoidable death, unexpected or avoidable 
injury resulting in serious harm – including those where the injury required treatment to 
prevent death or serious harm – abuse, Never Events, incidents that prevent (or threaten to 
prevent) an organisation’s ability to continue to deliver an acceptable quality of healthcare 
services, and incidents that cause widespread public concern resulting in a loss of confidence 
in healthcare services. See the Serious Incident framework for further information.    

https://improvement.nhs.uk/resources/serious-incident-framework/
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· Investigation 
                A systematic analysis of what happened, how it happened and why, usually following an 

adverse event when significant concerns exist about the care provided. Investigations draw 
on evidence, including physical evidence, witness accounts, organisational policies, 
procedures, guidance, good practice and observation, to identify problems in care or service 
delivery that preceded an incident and to understand how and why those problems 
occurred. The process aims to identify what may need to change in service provision or care 
delivery to reduce the risk of similar events in the future. Investigation can be triggered by, 
and follow, case record review, or may be initiated without a case record review happening 
first. 

 

· Death due to a problem in care 
               A death that has been clinically assessed using a recognised method of case record review, 

where the reviewers feel that the death is more likely than not to have resulted from 
problems in care delivery/service provision. (Note, this is not a legal term and is not the 
same as ‘cause of death’). The term ‘avoidable mortality’ should not be used, as this has a 
specific meaning in public health that is distinct from ‘death due to problems in care’.   

 

· Quality improvement 
A systematic approach to achieving better patient outcomes and system performance by 
using defined change methodologies and strategies to alter provider behaviour, systems, 
processes and/or structures. 

 

· Patient safety incident 
A patient safety incident is any unintended or unexpected incident which could have led or 
did lead to harm for one or more patients receiving NHS care. 
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Appendix A:  Details of Service Line Actions  

Deaths identified 
from Spine “Look 

Back”

Deaths 
identified in 

Service

Meets 
Service 
Criteria

Record 
Decision

Record on 
Ulysses

Requires
Strategy
Meeting

Strategy 
Meeting

Mortality 
Review  

including 
structured 
clinical tool

SI / HRI

NO Yes

YES

Key Learning points from all Mortality 
Reviews are discussed and captured 

Mortality reports and learning points are 
submitted to the Quality Improvement and 

Risk Group

Cases are discussed 
at Service Line 

Governance 
Meetings

All inpatients and all community patients on the caseload – 
including all deaths that occur within 12 months of discharge from 
the Service

· except for patients who are on an end of life pathway (for 
whom a mortality review will be undertaken – 

· unless there is a significant concern regarding the care offered 
by Solent or another provider

· The Learning Disability Service within Solent is participating in a 
national pilot for a Learning Disability Mortality Review process, 
being co-ordinated by the University of Bristol The background 
and information relating to the LeDer project is included in 
Appendix 5

· No random case reviews will be required as the service review 
all appropriate deaths

Adult Mental Health (AMH), Substance Misuse Services (SMS) and Older 
People’s Mental Health (OPMH) services

NO
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Deaths identified from 
Spine “Look Back”

Deaths 
identified in 

Service

Meets 
Service 
Criteria

Record 
Decision

%age of random 
case reviews

Record on 
Ulysses

Requires
Strategy
Meeting

Strategy 
Meeting

Mortality 
Review  

including 
structured 
clinical tool

SI / HRI

NO Yes

Yes

Key Learning points from all Mortality 
Reviews are discussed and captured 

Mortality reports and learning points are 
submitted to the Quality Improvement and 

Risk Group

· All unexpected deaths across all inpatient 
wards, Portsmouth Rehabilitation and Re-
ablement Team (PRRT), and Virtual Wards. 

· Expected deaths associated with significant 
concerns regarding the care received across all 
inpatient wards, Portsmouth Rehabilitation and 
Re-ablement Team (PRRT), and Virtual Wards.

· Expected deaths occurring in all inpatient and 
community teams (except community palliative 
care team), and for unexpected deaths in 
community teams (except community palliative 
care team): 

· For expected deaths in the community 
palliative care team: the team will contact the 
family/carers to offer condolences, and invite 
the family to share comments and questions 
with the team.

Adult Services Portsmouth

NO
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Operational Process 
 

• Clinical Director to review each mortality form. 
 

• All Mortality Reviews will be discussed in Service-line governance forum monthly. The discussion will focus on individual cases, seek to identify 
learning points, consider any changes required, and actively promote engagement with families and carers. These reviews will be completed 
using the 

 

• If, during this process, additional information becomes available, which indicates that a higher-level investigation might be necessary, then 
an urgent referral for an Incident Review Meeting as described in section 2.5 will be made by the service line CD. 

 

• Service lines will report all Learning from Death Review s to the monthly Mortality Panel 
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Adults Services Southampton 
 
 



17 
 

Deaths identified from 
Spine “Look Back”

Deaths 
identified in 

Service

Meets 
Service 
Criteria

Record 
Decision

Record on 
Ulysses

Requires
Strategy
Meeting

Strategy 
Meeting

Mortality 
Review  

including 
structured 
clinical tool

SI / HRI

NO Yes

Yes

Key Learning points from all Mortality 
Reviews are discussed and captured 

Mortality reports and learning points are 
submitted to the Quality Improvement and 

Risk Group

Cases are 
discussed at 
Service Line 
Governance 

Meetings

Adult Services Southampton

    

   Inpatient units and virtual wards

· All  deaths within the inpatient wards will be reviewed and 
therefore no random case reviews will be required

· Excluded from this process are Virtual Ward patients fulfilling 
the following criteria: ( after the 5 key questions have been 
asked)

Patients on an end of life pathway when there are no 
concerns regarding the care in the run-up to their death.

Patients who at the time of their death were inpatients on 
an acute ward when there are no concerns regarding the 
community care in the run up to their death 

Community teams

· When it is identified that patients in our care have died 
unexpectedly or when significant concerns regarding the care 
received are raised, In our care constitutes: 

· For patients currently receiving treatment;

· When staff assess they are a key clinician in the patients care 
and / or

· Having clinical input ≥ once per week 

· For patients on waiting lists; 

When identified, deaths for patients on waiting lists will be 
reviewed to ascertain if the cause of death could be related to the 
clinical care the patient was due to receive. If this is the case then an 
investigation should be undertaken.

NO

%age of 
random case 

reviews
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Unexpected Death (potential serious incident) Process 

·     When a death is agreed as unexpected to the service an incident report is completed 

on Ulysses and recorded in the electronic patient record. 
 

·      If agreed with Professional Lead for Quality Governance and Standards as a possible SI the 
service notifies the death to the Quality and Safety  Team as a possible SI – within the 
current SI timeframes – an Incident Review Meeting is convened within 72 hours from the 
time services became aware that the death was unexpected. 

 

·      The service commences the Learning from Death Review  process. 
 

·      The Individual Learning from Death Review  Form will be used in all cases 
and will supplement other SI documentation, NOT replace it, NOR be 
replaced by it. 

 

·      The Service Manager/Matron (8a) /Solent medical staff member/ lead assigned by the 

service manager involved with the patient’s care will complete the form. 
 

·      An Individual Learning from Death Review  form will be completed and submitted within 
3 working days of the Incident being notified to the Quality and Safety Team. If the form 
is incomplete, because of any difficulties in obtaining information from third parties, or 
because further investigation is required – then this will be recorded on the form. 

 

·      An initial management report form/Learning from Death Review  will be submitted to 

the Quality and Safety Team, as the basis for discussion at an Incident Review Meeting. 
 

·      The Incident Review Meeting will be convened and the assembled panel will 

include an Executive Director. The panel will: 
 

o Decide whether the death is an HRI/SI or Learning from Death Review . 
o Agree any further information or points to be addressed in any subsequent 

investigation. 
 

· If the Incident Review Meeting agrees that the death is an HRI or SI – then an 
investigation will proceed as per current Policy. 

 

· If the Incident Review Meeting decides that the death requires a Learning from Death 
Review  (and is not a HRI or SI); then the panel will set any Commissioning Brief 
necessary to determine sufficient information to satisfy themselves that the cause of 
death, Solent service input and learning points can be established. If the Learning from 
Death Review  document is entirely complete at the point of the panel convening – then 
the process may be closed at this point. 

 

· All Learning from Death Review s will be discussed in Service-line governance forum 
monthly. The discussion will focus on individual cases, seek to identify learning 
points, consider any changes required, and actively promote engagement with 
families and carers. 

 

· Service lines will report a summary of all Learning from Death Review s to the monthly 

Mortality Panel. This will include learning from individual cases and assurance regarding 

involvement of family / carers. Anonymised Individual Learning from Death Review  
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forms may be submitted alongside this summary. 
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Children and Families 
 

Solent NHS Trust is a learning organisation and we seek to learn from all of our contacts with 

service users at some level, both in terms of notable practice and practice improvement. The 

death of a child or young person who has had some connection with Solent children’s 

services is no exception. 
 

All child Deaths are recorded on the Trust incident reporting system (Ulysses) at the time the 

service becomes aware of the death. If a child death occurs and the child/young person is not 

known to Solent children’s services, the safeguarding nurses will report this on the Trust 

incident reporting system. A process of analysis and learning then follows, whether this is as 

part of wider system external review processes, or through our own internal processes. Our 

processes are designed to complement the inter-agency Child Death Overview Panel (CDOP) 

processes, including the Serious Case Review process. All unexpected deaths will undergo 

Learning from Death Review  conducted according to the unexpected deaths standard operating 

procedure (as described in section 2.5). All child and young person’s deaths will be discussed at 

the Child and Family Quarterly Mortality Forum, learning points from this meeting alongside a 

monthly report of all child and young person’s deaths will be escalated to the Trusts Learning 

from Deaths Panel.  

· If a child death occurs and the child/young person is not known to Solent children’s 
services, the safeguarding nurses will report this on the Trust incident reporting 
system. 

· A process of analysis and learning then follows, whether this is as part of wider 
system external review processes, or through our own internal processes. Our 
processes are designed to complement the inter- agency Child Death Overview 
Panel (CDOP) processes, including the Serious Case Review process. 
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Notes: 

 

· Learning from the circumstances surrounding a death incorporate what aspects went 

well and how that happened, as well as what was suboptimal and how future care could 

be improved. 

 

· Since all children who die are likely to have had a theoretical link with either a health 

visitor or a school nurse, where contact will usually have been minimal, it is very unlikely 

that Solent will lead any Learning from Death Review  process, or even have a relevant 

contribution to make to any investigation, but any learning from review processes which 

do take place will be brought back to the service line via public health nursing colleagues 

into our governance meetings, and expectations of Solent staff amended where 

appropriate. 

 

· All deaths involving current or recently discharged patients of the child and adolescent 

mental health service where there is any suggestion of suicide or self-harm as a cause will 

automatically be investigated as a SI. 

 

· If it proves possible for the data team to determine from the NHS spine the names of 

children or young people who have died whilst under the care of our specialist services, 

or within a year of discharge of our specialist services, any names about which we did not 

already know will prompt an initial enquiry to determine what learning may be possible 

from the case. 

 

· The Trust believe that expected deaths offer as much opportunity to learn from as 

unexpected deaths, and do not therefore indicate what level of scrutiny is required. 

 

· The Trust intend therefore to develop proposals whereby we will attempt to categorise 

each event by level of importance of learning from the death, with required levels of 

scrutiny and reflection proportionate to it. 
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Sexual Health Services 
 
 
 

Deaths 
identified 

from Spine 
“Look Back”

Deaths 
identified in 

Service

Meets 
Service 
Criteria

Record 
Decision

Record on 
Ulysses

Requires
Strategy
Meeting

Strategy 
Meeting

Mortality 
Review  

including 
structured 
clinical tool

SI / HRI

NO Yes

Yes

Key Learning points from all Mortality 
Reviews are discussed and captured 

Mortality reports and learning points are 
submitted to the Quality Improvement and 

Risk Group

Cases are 
discussed at 
Service Line 
Governance 

Meetings

The service will focus on the review of the HIV 
positive cohort as this group attends the service 
regularly and access long term care. 

Unless a patient dies either on the premises of 
the sexual health services, or as a direct result of 
care from the service (in which case the SI 
process will be followed), those accessing this 
services will not be subject to further mortality 
review processes

Random case reviews not required as Service 
review all eligible patient deaths

NO

Sexual Health Service

 

 
 
 

Process 
 
 

 
Currently the service is informed of deaths by the hospital if the patient is an inpatient, or 
by GP or next of kin. This is wholly reliant on those groups informing the service in a timely 
manner. 

 
Once it has been identified that an HIV patient who is known to the service and has accessed 
care within the last 3 months has died, consideration will be given to identify if this was an 
expected death or unexpected death. The death will be discussed with the Clinical Governance 
Lead (within 48 hours). 

 
If it is identified as an “expected death” the service will not undertake a review in the regional MDT. 

 
Death identified as unexpected will undergo a Learning from Death Review , conducted according 
to the unexpected deaths standard operating procedure In addition, unexpected deaths will be 
subject to Learning from Death Review  at the locality MDT and then the regional MDT (monthly), 
and then presented at the Clinical Governance meeting. This will then be submitted for review to 
the Learning from Deaths Panel for review and discussion. 

 
Whether it is investigated as a SI or Learning from Death Review , each unexpected 
death case will be shared with the team through the education sessions, newsletters 
and locality meetings and any shared learning or examples of good practice will be 
shared. 
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If any actions are identified - leads to be identified and action plans monitored through the Clinical 
governance group. 
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Primary Care and Long-term Conditions Service  
 
 
 
 
 

Deaths identified 
from Spine “Look 

Back”

Deaths 
identified in 

Service

Meets 
Service 
Criteria

Record 
Decision

Record on 
Ullysses

Requires
Strategy
Meeting

Strategy 
Meeting

Mortality 
Review  

including 
structured 
clinical tool

SI / HRI

NO Yes

Key Learning points from all Mortality 
Reviews are discussed and captured 

Mortality reports and learning points are 
submitted to the Quality Improvement and 

Risk Group

Cases are 
discussed at 
Service Line 
Governance 

Meetings

Primary Care

· Primary care surgeries:

· Solent GP surgeries will undertake a significant event (mortality 
review) at team meeting for each death of patient on surgery 
list. The service-line will discuss mortality reviews monthly at 
the service line governance meeting, with particular regard to 
identifying learning.

· No random case reviews will be requires as Primary care discus 
and review all deaths

· Other services (including podiatry, podiatric surgery, and MSK)

Mortality reviews conducted according to the unexpected deaths 
standard operating procedure  will be undertaken for:

· All unexpected deaths across all inpatient and community 
teams, and

· Expected deaths associated with significant concerns regarding 
the care received.

· Podiatry service will review any deaths associated with foot 
ulcers, for patients where Podiatry is the sole service provider 
and the patient has died within 30 days of being seen.

· No random case reviews will be required for MSK and Pain 
services

%age of 
random case 

reviews
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Special Care Dental Service 

Deaths identified 
from Spine “Look 

Back”

Deaths 
identified in 

Service

Meets 
Service 
Criteria

Record 
Decision

Record on 
Ullysses

Requires
Strategy
Meeting

Strategy 
Meeting

Mortality 
Review  

including 
structured 
clinical tool

SI / HRI

NO Yes

Key Learning points from all Mortality 
Reviews are discussed and captured 

Mortality reports and learning points are 
submitted to the Quality Improvement and 

Risk Group

Cases are 
discussed at 
Service Line 
Governance 

Meetings

Patients with LD who have accessed the service 
within the last 12 months

Patients who have received dental treatment in 
the last 30 days

No random case reviews will be required as 
Dental services review all appropriate deaths

NO
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Appendix B 
 
 
 

Unexpected death Standard Operating Procedure (SOP) 
 
1.1 All deaths meeting service line criteria and/or associated with concerns 

raised by key stakeholders will be recorded on the Trust’s Incident 

Management System (Ulysses) together with the outcome of any: 

· Incident Review Meeting 
o with the rationale behind any SI /No SI decision 
o if and when concerns need to be raised with Commissioners 

· Learning from Death Review  and the outcome 

· SI/HRI investigation 
 
1.2 The service notifies the death to the Quality and Safety Team as a 

possible SI and an Incident Review Meeting will be convened. 

 

1.3 The service commences the Learning from Death Review  process and the Individual 

Learning from Death Review  Form will be used (unless the case is within the LD Service in 

which case the LeDer form will be used). This will supplement other SI documentation, NOT 

replace it, NOR be replaced by it. 

 

1.4 The Solent staff member involved with the patient’s care will complete the form. Unless the 

case is within the LD Service, an Individual Learning from Death Review  form will be 

completed and submitted within 3 working days of the Incident being notified to the Quality 

and Safety Team. If the form is incomplete, because of any difficulties in obtaining 

information from third parties, or because further investigation is required – then this will be 

recorded on the form. In the case of a death within the LD Service, the line process will be 

followed. 

 

1.5 An initial management report form will be submitted to the Quality and Safety Team, as the 

basis for discussion at an Incident Review Meeting. The assembled panel will include an 

executive director. The panel will: 

· Decide whether the death is an HRI/SI or Learning from Death Review . 

· Agree   any   further   information   or   points   to   be   addressed   in   any   

subsequent investigation. 

· Identify immediate actions when appropriate 

· Communicate with Commissioners when appropriate 

 

1.6 If the Incident Review Meeting agrees that the death is an HRI or SI – then an investigation 

will proceed as per current Policy. The panel will set any terms of reference for the 

Commissioning Brief, necessary to determine sufficient information, to satisfy themselves 

that the cause of death, Solent service input and learning points can be established. If the 

Learning from Death Review  document is entirely complete at the point of the panel 

convening – then the process may be closed at this point. 
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1.7 All Learning from Death Review s will be discussed in Service-line governance 

forum meetings. The discussion will focus on individual cases, seek to identify 

learning points, consider any changes required, and actively promote 

engagement with families and carers. 

 

1.8 Service lines will report a summary of all Learning from Death Review s to the monthly 

Mortality Panel This will include the identification of sub optimal care, learning from 

individual cases and assurance regarding involvement of family / carers. Anonymised 

Individual Learning from Death Review  forms may be submitted alongside this summary. 
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Appendix C: 
 

Integrated Learning Disability Services Mortality Review Process 
 

 

The healthcare of people with a learning disability is largely managed through 

mainstream primary and secondary care services with a relatively small number of 

people accessing specialist support. This in line with an on-going process of both 

addressing inclusivity and citizenship for people with a learning disability alongside 

greater requirements for mainstream services to be able to make reasonable 

adjustments to the care they offer people with a Learning disability so that access 

for this patient group is enhanced. In terms of demographics we know: 

 

· 2-3% of the general population have a Learning Disability. 

· The population of Portsmouth is approximately 210,000. 

· We expect that 3,900 people with a Learning Disability live in the City (JSNA). 

· The Integrated Learning Disability Service (ILDS) supports 700 people with a Learning 

Disability (approximately 15% of the expected population). 

· It is estimated that a GP caseload of 2,000 will include 40 people with a Learning 

Disability. 
 
 

It has been widely recognised that people with a learning disability have a higher 

level of health need and reduced access to quality healthcare provision than the 

general population. This leads to a number of concerning effects as highlighted by 

numerous reports including the Confidential Inquiry into the Premature Deaths of 

People with Intellectual Disabilities (DoH, 2013 and 2014). We know that people 

with a Learning Disability: 
 

· Are 58 times more likely to die of preventable disease before 50 

· That 18% of all deaths of adults with Learning Disability are avoidable. 

· That 26% of people with a Learning Disability are admitted to hospital each year 

· That Respiratory disease is the leading cause of death for people with learning disabilities 

· The rate of Epilepsy is at least 20 times higher than the general population. 

· Fewer deaths of people with learning disabilities are reported to the 

coroner compared with the general population. 
 

The need to examine and learn from individual deaths and aggregate that learning 

led the Department of Health, via NHS England, to commission Bristol University 

to look at how a Learning Disability Mortality Review process may work. An initial 

pilot was trialled which has informed a second, broader, trial phase of which the 

ILDS is involved. This commenced on 05.05.16 and is referred to as “LeDeR”. 

Alongside this backdrop, more local reports (i.e. Mazars, 2015) raised concerns 

about organisational processes for exploring learning from Mortality Reviews; how 

robust they were, how transparent they were, how inclusive they were, how timely 

they were, and, how were lessons learnt implemented. With this in mind Solent 
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NHS Trust has recently asked external auditors to evaluate its own mortality 

processes and the most significant action from this was for service lines to develop 

clear local mortality processes that reflected a central corporate structure. 
 

This Incident Review is based upon 7 key principles: 
 

Solent will: 

· learn from deaths so that we can improve care for the living. 

· minimise diversion of resource from front-line care. 

· develop a process that is affordable and offers value for public 
resources (avoid creation of a new industry). 

· develop a process that is paper light but rich in learning. 

· develop a process that fully embeds co-production with families/carers. 

· develop a process that is versatile. 

· develop a process that is responsive. 
 

For the ILDS the Mortality Review process also reflects the values of the LeDeR: 
 

· “Committed to reducing premature mortality of people with 
learning disabilities and their families. 

· Committed to improving service provision for people with 

learning disabilities and their families. 

· Committed to encouraging improvement through reflection and 

review of practice-related care.” 
 

There is a need to find a practical yet sensitive model that meets the Mortality 

Review requirements of both Solent and the LeDeR. To achieve this, the ILDS will: 

· Undertake Mortality Reviews for all people with a Learning 
Disability who have been supported by its services within a 12 
month period (i.e. this will include those who were receiving 
support and/or funded care at the time that they died or within 
the previous 12 months). This includes expected as well as 
unexpected deaths. 

· Carry out Solent’s Mortality Review process alongside notifying the 

death to the LeDeR who will then take responsibility for arranging 

their Initial Review process. Solent will assist them by supplying any 

required information held. 
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Mortality Review Form  
Integrated Learning Disability Services 

 
Please complete this form for each death and refer to the ILDS Mortality Review 
process document for guidance. 
 

AER Number 
 

 

Age of Patient 
 

 

Sex 
 

 

NHS Number 
 

 

Date of Death 
 

 

Had the patient active contact with the 
specialist learning disability healthcare 
team in the last 12 months? 
 

Yes/No 
If yes, please 
state why 

 
 
 
 

Was the patient recorded on the At Risk of 
Admission Register (ARoAR) held by the 
CCG? 
 

Yes/No 
If yes, please 
state why 

 
 
 
 

Were there any active safeguarding 
concerns for the individual specifically or 
more generally about the support services 
they received (e.g. concerns around 
institutional abuse, etc)? 
  

Yes/No 
If yes, please 

state why 

 
 
 
 
 

What sources of information have been 
used to inform this review? 
 

 

Have carers/advocates contributed to this 
review? 
 
 

Yes/No 
If no, please 
state why 

 
 
 
 

Pen picture of the individual 
 

 
 
 
 

Pen picture of their support network 
 

 
 
 
 

Case of Death 
 

 

Was the death expected? 
 

Yes/No 
If no, please 
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state why 
 

 
 

Timeline of circumstances leading to the 
person’s death 
 
 

 
 
 
 
 
 
 

Are there any concerns about the person’s 
death or their care leading up to this? 
 

 
 
 
 

Have any potentially avoidable contributory 
factors relating to the person and/or their 
support been identified? 
 

 

Has any good practice around the patient’s 
care been noted? 
 

 
 
 

On balance was the death potentially 
avoidable? 
 

 

Are there any lessons to be learned? 
 

 
 
 

Are there any actions for service 
improvement required? 
 

 
 
 

Any additional comments? 
 

 
 
 

 
 

Name: 
 
Designation: 
 
Date: 
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Appendix D: 
 
 

Structured Clinical Tool 
 
 

Structured Judgement Review  

Any Avoidability Review Score of 3 or below or Quality of Care score of >3 should trigger a 
Incident Review meeting to assess Serious Incident threshold 

 
OUTCOME OF CASE REVIEW 

 
Avoidability Review 
Score 

 Quality of Care Score  

 
 

Hospital Number  

Sex  

Date of admission  
Primary diagnosis reason for admission onto 
ward or caseload / into service 

 

Date of Death  

Reviewers Name  

Responsible Clinician(s)  

Service / Team/ Ward  

Service Line  

Date of review  
 

Avoidability Score Score Quality of Care Score  

Definitely avoidable 1 Very poor care 1 
Strong evidence of avoidablity 2 Poor care 2 
Probably avoidable (more than 50:50) 3 Adequate care 3 
Possibly avoidable, but not very likely (less 
than 50:50) 

4 Good care 4 

Slight evidence of avoidability 5 Excellent care 5 
Definitely not avoidable 6   

 
Cause of Death :if known 

1(a)  

1(b)  

1(c) 
 

2 

 

Case referred to Coroner? Yes /No 

Post mortem performed? Yes / Coroners PM / NO 
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Summary of findings from review 

 

 
 
Learning Points 
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Summary of Care and Judgement Statements 
 
Please rate the care received by the patient  

 
1= Very Poor Care         2= Poor Care          3= Adequate Care         4= Good Care      5= Excellent Care 
 

All Services ( where applicable) Yes/ No/NA 
If NEWS score increased by 2 or above 4 was 
appropriate action taken? 

 

Was there a reasonable management plan?  
Were essential investigations arranged and 
performed 
in a timely manner? 

 

Was the management plan reviewed if there was a 
significant change in the patient’s condition? 

 

Were results of investigations reviewed and acted 
upon appropriately? 
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End-of-life care – if applicable 
 
Summary of Care and Judgement statements 
 
Please rate the care received by the patient  

 
1= Very Poor Care         2= Poor Care          3= Adequate Care         4= Good Care      5= Excellent Care  
 
 

Was the patient receiving palliative care Yes /No 
If no, should the patient have been seen /formally discussed with palliative care Yes /No 
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Assessment of problems in healthcare 
 
In this section, the reviewer is asked to comment on whether one or more specific types of 
problem(s) were identified and, if so, to indicate whether any led to harm. 
 
 
Were there any problems with the care of the patient? (Please Tick) 
 

No    (Please stop here) Yes (please continue below) 

 
If you did identify problems, please identify which problem type(s) from the selection below and 
indicate whether it led to any harm. Please tick all that relates to the case. 

 
 

Problem types Yes/No Did the problem 
lead to harm - 
No/Probably/Ye
s Problem in assessment, investigation or diagnosis   

Problem with medication?   

Problem related to treatment and management plan 
(including prevention of pressure ulcers, falls, VTE) 

  

Problem with infection control   

Problem related to operation / invasive procedure (Other 
than infection control 

  

Problems in clinical monitoring (including failure to plan, to 
undertake, or to recognise and respond to change 

  

Problem in resuscitation following cardiac respiratory arrest 
or with DNACPR decisions (including 
cardiopulmonary resuscitation (CPR) ) 
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Appendix E: 
 

Random case reviews 
 

Adult Services in Portsmouth and Southampton and OPMH Services  will  review 5%  of patients who 

die between 8 and 30 days of on a monthly basis. 
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Appendix F:                              Equality Impact Assessment 
 
 Step 1 – Scoping; identify the policies aims  Answer 

1. What are the main aims and objectives of the document? To implement a Trust wide Learning from 

Deaths process and policy in line with the 

recommendations of the National 

Guidance on Learning from Deaths March 

17 

2. Who will be affected by it? All service lines 

3. What are the existing performance indicators/measures 

for this?  What are the outcomes you want to achieve? 

None. All deaths are suitable reviewed and 
considered. 

4. What information do you already have on the equality 

impact of this document? 

None 

5. Are there demographic changes or trends locally to be 

considered? 

None 

6. What other information do you need? None 

Step 2 - Assessing the Impact; consider the data and 

research 

Yes No Answer  

(Evidence) 

1. Could the document unlawfully discriminate against any 

group? 

 X This policy relates to patients 
/ service users who have 

already died 

2. Can any group benefit or be excluded?  X This policy relates to patients 
/ service users who have 

already died 

3. Can any group be denied fair & equal access to or 

treatment as a result of this document? 

 X This policy relates to patients 
/ service users who have 

already died 

4. Can this actively promote good relations with and 

between different groups? 

 X This policy relates to patients 
/ service users who have 

already died 

5. Have you carried out any consultation 

internally/externally with relevant individual groups? 

 X This policy relates to patients 
/ service users who have 

already died 

6. Have you used a variety of different methods of 

consultation/involvement 

 X This policy relates to patients 
/ service users who have 
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already died 

Mental Capacity Act implications    

7. Will this document require a decision to be made by or 

about a service user? (Refer to the Mental Capacity Act 

document for further information) 

 X This policy relates to patients 
/ service users who have 

already died 

External considerations 

8.  What external factors have been considered in the 

development of this policy?  

X  NHS requirements from 

National Quality Board 

9. Are there any external implications in relation to this 

policy?  

X  Requirement to publish 

findings in Quality Account 

10. Which external groups may be affected positively or 

adversely as a consequence of this policy being 

implemented?  

   

 

If there is no negative impact – end the Impact Assessment here.  

Step 3 - Recommendations and Action Plans Answer 

1. Is the impact low, medium or high?  

2. What action/modification needs to be taken to minimise 

or eliminate the negative impact? 

 

3. Are there likely to be different outcomes with any 

modifications? Explain these? 

 

Step 4- Implementation, Monitoring and Review Answer 

1. What are the implementation and monitoring 

arrangements, including timescales? 

 

2. Who within the Department/Team will be responsible for 

monitoring and regular review of the document? 

 

Step 5 - Publishing the Results Answer 

How will the results of this assessment be published and 

where? (It is essential that there is documented evidence of 

why decisions were made). 

 

 


