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Executive Summary
This report provides a summary of the national picture and guidance for learning from deaths, and the trusts progress with meeting this guidance. Appendix A summarises the responsibilities of the Board of Directors. In addition the report details the work of the Trust-wide Mortality Review Group over the last 18 months which has enabled the Trust to be in a good position in relation to the first edition of the national guidance on learning from deaths published by the National Quality Board in March 2017.

A refresh of the information on the number of deaths and learning from these up to the end of September 2017 will be presented in the incident, mortality and patient safety report due to Board next month, October 2017.

Governance Route/Approval Process
The Trust-wide Mortality Review Group in August 2017 and the Quality Committee in September 2017 have received and discussed the report.

Recommendation:
The Board is asked to note the report. 


Author and title: 	Jane Kershaw, Head of Quality Governance
                                     	
Lead Executive Director:	Ros Alstead Director of Nursing and Clinical Standards





Learning from Deaths

This report provides a summary of the national picture and guidance, and the trusts progress with meeting this guidance. In addition it details the work of the Trust-wide Mortality Review Group over the last 18 months which has enabled the Trust to be in a good position in relation to the national guidance published in March 2017.

1. Background and context
Following a series of national reviews including the; Mid Staffordshire Hospitals NHS Foundation Trust Public ‘Francis’ Inquiry Report (Feb 2013), the review of care provided by 14 NHS Trusts with the highest mortality rate (July 2013), and the ‘Mazars report’ into the investigation of deaths by Southern Health NHS Foundation Trust (Dec 2015), the Trust carried out a self-assessment against the national recommendations. The self-assessment was completed in April 2016 with the findings reported to the Board of Directors in April 2016 and our commissioners in May 2016. A working group, called the Mortality Review Project Board, was established from February 2016 to oversee the completion of the self-assessment, identify areas for improvement, to improve communication to the Board of Directors and to ratify national data returns around deaths to NHS England and the CQC. The Trust-wide Mortality Review Group was set up which superseded the working group from May 2016; this group is chaired by the Medical Director and reports to the Safety Quality sub-committee.

Oxford Health asked the Mazars Group to carry out a piece of joint work from August to November 2016 which included an; independent review of our self-assessment against the national recommendations, assessment of the reporting processes for deaths, observation of the Trust-wide Mortality Review Group, a review of the quality of a sample of initial review reports and serious incident investigation reports into deaths. The outcome of the work has helped to focus the work undertaken by the Trust, which was presented to the Trust-wide Mortality Review Group in December 2016 and March 2017, and a Trust Board seminar in January 2017.

In December 2016 the CQC published a review of the way NHS trusts review and investigate the deaths of patients, which identified a number of recommendations for national bodies, commissioners and providers. This was followed in March 2017 by the first edition of the national guidance on learning from deaths published by the National Quality Board and supported by NHS England, the CQC and NHS Improvement. The guidance was launched at an event attended by the Trust’s Medical Director and Chairman. The Chairman was the nominated non-Executive Director lead for mortality; however from September 2017 this has changed to the new chair of the Quality Committee. 

From June 2017 the CQC have requested they are routinely sent information about all unexpected mental health deaths for current inpatients and community patients, backdating this to 1st April 2015. The Trust had previously been sending information to the CQC about deaths of detained patients or mental health inpatient deaths only. This change is as a result of the responsibilities the CQC inherited for patient safety from the HSE (Health and Safety Executive). 

NHS Improvement published an additional guidance document ‘implementing the learning from deaths framework: key requirements for trust boards’ in July 2017 which accompanies the national guidance on learning from deaths published by the National Quality Board.

2. National guidance on learning from deaths
The national guidance on learning from deaths sets out the following actions in table 1 for NHS Trusts and our current position is included. All actions have been implemented except one. The one action outstanding is to revise and publish the Trust’s policy around reporting and learning from deaths; this has been started and is currently out for consultation and approval. The revised policy will be published on the Trust’s internet as per requirement by 29th September 2017.





Table 1.
	
	National Quality Board Recommendation
	Trust Position and Evidence

	1
	Trusts should ensure their governance arrangements and processes include, facilitate and give due focus to the review, investigation and reporting of deaths, including those deaths that are determined more likely than not to have resulted from problems in care. 
	· A Trust-wide Mortality Review Group has been established with multi-disciplinary membership including governors. The group meets bi-monthly and reports to the Safety Quality sub-committee (terms of reference are embedded below). 

· Whilst the directorate level mortality review processes establish the Trust-wide clinical weekly review meeting reviews all unexpected deaths or those deaths where there are concerns about the care provided.

· A quarterly incident, mortality and patient safety report is presented to the Trust’s Quality Committee and Board of Directors, and published.

	2
	Existing executive director take responsibility for the learning from deaths agenda and an existing non-executive director take responsibility for oversight of progress. 

(see appendix A for national guidance on board leadership and responsibilities)

	· The Medical Director chairs the Trust-wide Mortality Review Group which reports into the Safety Quality sub-committee.

· Patient Safety Executive Director lead takes responsibility for learning from deaths - Ros Alstead, Director of Nursing and Clinical Standards. The Director of Nursing and Clinical Standards chairs the Safety Quality sub-committee.

· Non-Executive Director lead – Martin Howell, chairman and chair of the Trust’s Quality Committee. Responsibility has recently transferred to Jonathan Asbridge.

· Seminars with board members have been held on reporting, reviewing and learning from deaths in April 2016, January 2017 and April 2017.

	3
	Providers should review and, if necessary, enhance skills and training to support this agenda. Providers need to ensure that staff reporting deaths have appropriate skills through specialist training and protected time under their contracted hours to review and investigate deaths to a high standard. 
	Reporting and screening deaths;
· The Trust introduced a new process and guidance around screening all deaths including using a categorisation tool linked to a decision tree about what further review/ investigation may be required. This is currently being embedded.

· A workshop has been held with staff to develop and practice using a categorisation tool. Further workshops are planned.

Review and investigate deaths;
· The training for investigators reviewing SIs has been reviewed, the 1 day foundation training course was revised and new additional half day modules on human factor analysis, involving families and cognitive interviewing techniques were introduced from June 2017. An external expert co-facilitates the human factors analysis module, and we are working with a charity to co-facilitate the working with families’ module.

· A new requirement has been introduced whereby an investigator can only undertake an SI investigation if they have completed the 1 day foundation training course within the last 3 years. (we currently have around 215 staff who received training in the last 3 years)

· The Trust has a hybrid model for investigators; a small amount of dedicated resource for SI investigations (permanent from February 2017) and then clinical staff undertake about 75% of investigations.

· The quality of the Trusts SI investigations have been reviewed by two independent organisations in the last 18 months. The Trust is continually improving the processes and recently updated the report templates and guidance for investigators to use.

	4
	Providers should have a clear policy for engagement with bereaved families and carers, including giving them the opportunity to raise questions or share concerns in relation to the quality of care received by their loved one. Providers should make it a priority to work more closely with bereaved families and carers and ensure that a consistent level of timely, meaningful and compassionate support and engagement is delivered and assured at every stage, from notification of the death to an investigation report and its lessons learned and actions taken. 
	· The Trust currently has an Incident Reporting and Management Policy currently (RMHS01) which includes the management of deaths. The policy has been revised and renamed the ‘Policy for reporting and learning from incidents and deaths, including serious incidents’. The Policy is currently being consulted upon and approved ready to be published by 29th September 2017 as per the requirements.

· The above policy links closely to the Being Open and Duty of Candour policy (CORP24).

· The SI process has clear check points to ensure a carer or family has been offered a genuine opportunity to be involved in developing the scope of the investigation, hearing their concerns and receiving a copy of the final investigation report (this is in line with the duty of candour requirements).

· A new information leaflet for patients and families has been developed with family input to explain the serious incident investigation process, the importance of their involvement and what they can expect from the process; this was rolled out in August 2017. In addition when a bereaved family is approached to be involved in an investigation of their loved ones care relevant information is provided about how to find support which is available via help is at hand/ cruse bereavement care.

· The Trust-wide clinical weekly review meeting discusses new SIs and complaints, so if a concern about care is raised by a bereaved family through the complaint process then this would be identified and linked into the initial review report and/ investigation. 

	5
	The following minimum requirements are being introduced;
· Publish an updated policy by Sept 2017 on how it responds and learns from deaths to include; response and reporting following a death, which patient deaths would be considered for a review e.g. inpatient/ outpatient, current/ former patients, how deaths are selected for a review of care (e.g. a care record review) (minimum is inpatient deaths), and the approach to reviewing care (e.g. a care record review).
· From April 2017, Trusts will be required to collect and publish on quarterly basis specified information on deaths (focus is on inpatient deaths). This should be through a paper and an agenda item to a public Board meeting in each quarter to set out the Trust’s policy and approach (by the end of Q2) and publication of the data and learning points (from Q3 onwards). 
· Changes to the Quality Accounts regulations will require that the data providers publish be summarised in Quality Accounts from June 2018
	· The Trust currently has an Incident Reporting and Management Policy currently (RMHS01) which includes the management of deaths. The policy has been revised and renamed the ‘Policy for reporting and learning from incidents and deaths, including serious incidents’. The Policy is currently being consulted upon and approved ready to be published by 29th September 2017 as per the requirements.

· Alongside this a new guidance document (embedded below) for staff on the requirements and approach for the screening, reporting and reviewing of deaths has been developed, consulted upon and introduced. The guidance is included in the revision of the above policy. The Trust’s guidance describes a 3 step process on our approach to review deaths; (i) screening for all deaths with a note of the outcome in the patients’ health record, (ii) depending on the outcome of the screening, the death may meet the criteria to report it on the Ulysses incident reporting system and complete an initial review report, (iii) depending on the outcome of the initial review report an investigation maybe requested, this will include deaths that meet the SI criteria. The criteria for the selection of which deaths to complete an initial review report/ investigation is in line with the national Quality Board guidance.

· A quarterly report ‘incident, mortality and patient safety’ is written with clear sections on the number of deaths and areas for learning, serious incident/ homicide investigations and any recommendations from a coroner following their review of a death. The report is presented to the Safety Quality Sub-Committee, Quality Committee, Board of Directors and our commissioners. The report which goes to board is published, this last happened in June 2017.

· The Trust published our figures on deaths and learning in the annual Quality Account for 2016/17 (a year ahead of time)



3. Work of the Trust-wide Mortality Review Group
Over the last 18 months the focus of the Trust-wide Mortality Review Group has been on reviewing and developing the systems and processes we have to identify, report and review deaths. Going forward the focus is on learning from the reviews and investigations completed.

Table 2 below sets out the progress made against the internal actions identified originally by the working group (mortality review project board) in February 2016 and then taken forward by the Trust-wide Mortality Review Group from May 2016. The below position also identifies the focus of work for 2017/18.



1

Table 2.
	Internal action identified
	Link to terms of reference for Trust-wide mortality review group
	Progress with action
	Evidence
	Next steps 2017/18
	Relevant document

	Establish a Trust-wide mortality review group

	Support the sharing of best practice and learning from deaths across the Trust

Ensure the Trust remains in line with national guidance and recommendations around the governance and review process for deaths

To ensure relevant policies around the mortality process are in place and implementation is monitored.
	Completed
	The multi-disciplinary group established from June 2016 and has met every 2-3 months. Meetings took place in June 2016, August 2016, October 2016, Dec 2016, March 2017, May 2017, June 2017 and August 2017.

The terms of reference for the group were finalised June 2016 and refreshed in July 2017 (embedded). Membership in the group has developed over the year and we now have representation from governors. The membership is broad to cover the diverse services provided by the Trust. A diagram of how the Trust-wide Mortality Review Group fits into the Trust’s governance structure is included at the end of the terms of reference.

Directorate level mortality review groups and processes are newly established (from July 2017) to support the work of the Trust-wide group.

New guidance on reviewing, reporting and investigation into deaths has been developed, consulted on and rolled out, embedded below. The guidance will be included in the Trust’s policy reporting and management of incidents and deaths following its current review to be completed by the end of Sept 2017. More details below.
	Review terms of reference in July 2018.
	



	Agree and communicate to staff definitions of expected/ unexpected deaths. Review and develop scope of what deaths are reported onto the incident system, and level of review/ investigation
	To ensure there are appropriate collection systems so that mortality data is timely, robust and in line with national best practice
	Completed
	Definitions of deaths agreed. In addition categorisation tool for deaths developed with support from the Mazars Group. A workshop was held with senior clinicians in September 2016 to develop the categorisation tool which has now been rolled out.

Guidance document (embedded) for staff has been developed, consulted and circulated to introduce new requirements to document a screening for all deaths on the patient’s health record, scope for reporting onto the incident system and level of review/ investigation required. This is currently at version 7 and expected to evolve over time.

The guidance is included in the Trust’s revised policy on the reporting and management of incidents and deaths, which will be finalised and published by the end of Sept 2017.
	Complete consultation and publish revised policy.

Amend reporting form for deaths on the incident system.

Hold a series of workshops to build confidence around categorisation with clinical staff.

Carry out an audit in 6 months (Dec 17-Jan 18) to review documentation of screening a death and to track a death through the governance process.

Review and ensure approach of review is ‘fit for practice’ for the review of deaths of people with a learning disability. The Trust will review the death of anyone who is diagnosed with a learning disability and complete at least an initial review report. The death will also be reported to the multi-agency Oxfordshire vulnerable adult mortality review group and nationally to NHS England via LeDeR (Learning Disabilities Mortality Review Programme).
	


	Agree system wide approach for review of deaths in more primary care services provided by the Trust and learning from (unexpected) deaths with relevant external partners
	Develop sharing and learning with other organisations across the healthcare system e.g. the acute trusts, GP federations…

	Completed elements within the Trust’s control
	There has been development and improvement of multi-agency reviews into deaths; however there are still some gaps across the system.

The Trust attends the following multi-agency groups to review deaths; the Oxfordshire vulnerable adult mortality review group (focused on learning from the deaths of people with a learning disability), the child safeguarding boards in each county which review every child death as part of the national CDOP process, Oxford University Hospitals NHS FT mortality and morbidity groups.

The Trust-wide Mortality Review Group membership includes people working regionally e.g. the Professor of Psychiatry at Oxford University Centre for Suicide Research and the Suicide Prevention Lead.

Where the Trust identifies the need for a multi-agency review of a death and there is no established group to facilitate this, the details of the death are sent to the commissioner to facilitate. 

A diagram (embedded) has been developed to describe the information flows and how concerns are raised and shared across the wider system.

In May 2017 a review was completed to check if all detained patient deaths had been reported to the coroner as required following a change in requirement from July 2013. All but one death which occurred in an acute hospital premise (not on our Trust’s premises) has been referred to the coroner appropriately. The one death not referred to the coroner was subject to an internal SI investigation and referred later to the coroner who decided to take no further action. Learning was identified following the mistake not referring one death to the coroner; to improve the liaison between the legal team and the MHA office, and to improve medic knowledge about the requirements and responsibilities to report a death to the coroner. 

A coroner will issue a Regulation 28 to prevent any future deaths if they feel any actions or learning is not being acted on sufficiently. The Trust has received two Regulation 28 rules in 2016/17, both were responded to within the requested timescales. The detail and actions from both deaths were presented to the Quality Committee in July 2017.

The Trust participates in multi-agency homicide and domestic homicides as appropriate. A summary of all investigations backdated to 2011 with outcomes and progress against any recommendations is reported 6 monthly to the Quality Committee, last reported in July 2017.

The Trust has started to voluntarily work with the Healthcare Safety Investigation Branch (HSIB), proposing a theme around transitions to ask for their expertise to identify improvements. The HSIB was established from April 2017.
	The Trust is joining the new regional mortality review group being established by the Oxford Academic Health Science Network, the first meeting is likely to be in Oct 2017. 

The Trust currently uploads information about all unexpected deaths to the NRLS; the scope of which deaths are reported is being reviewed to be in line with other NHS trusts (likely to reduce the number being reported). 
Nationally NHS England is reviewing the child death and overview process (CDOP) and following the outcome of this the Trust will change any processes as required.
	


	Improve the reporting of unexpected deaths onto the incident reporting system
	To ensure there are appropriate collection systems so that mortality data is timely, robust and in line with national best practice

	Completed
	The Trust’s guidance embedded above describes a 3 step process on our approach to the review of deaths; (i) screening for all deaths with a note of the outcome in the patients’ health record, (ii) depending on the outcome of the screening, the death may meet the criteria to report it on the Ulysses incident reporting system and complete an initial review report, (iii) depending on the outcome of the initial review report an investigation maybe requested, this will include deaths that meet the SI criteria. The criteria for the selection of which deaths to complete an initial review report/ investigation is in line with the national Quality Board guidance.

A workshop was held in August 2016 with relevant information system leads to map the data sets and identify how to bring these together.

A significant amount of work has been completed to set up processes to routinely bring together and analyse the following data sets with information about people who have died; the 5x patient information systems checked against a national trace, the incident reporting system, coroners information (for COD etc..) and MHA information. 

A series of data quality checks are used to scrutinise the data sets prior to analysis each quarter. This is in addition to the screening of every death.
	Continue to improve automation to bring data sets together for analysis and reporting.

Expectation that as a result of the new guidance more deaths will be reported through to the incident reporting system.

	

	Improve the use of data on deaths held on incident reporting system/ electronic health record systems
	To have oversight on the data on patient deaths, including identifying and being curious about any outliers and considering any themes

To receive the results from investigations into any concerns relating to deaths raised by the Care Quality Commission or other regulatory body

To identify and commission work/ actions as required to reduce unexpected/ unnatural deaths

	Completed
	As part of improving the accuracy and bringing together different data sets, the analysis and usefulness of the information has developed. A range of analysis is now routinely applied quarterly to look at themes/ trends in the information around deaths. The Trust routinely looks at inpatient and community/ outpatient patient deaths, those for current patients and former patients seen within 6 months of their death.

A quarterly report is written with clear sections on the number of deaths and areas for learning, serious incident/ homicide investigations and any recommendations from a coroner following their review of a death. The report is presented to the Safety Quality Sub-Committee, Quality Committee, Board of Directors (and is published) and our commissioners. The report which goes to board is published, this last happened in June 2017.

In addition the Trust published the figures on deaths in 2016/17 in the last annual Quality Account published.

As well as data provided as part of thematic reviews, a thorough analysis of data on all deaths covering a 3 year period was presented and discussed at the;
· Trust-wide Mortality Review Group in March 2017
· Trust Board seminar in April 2017

The Trust-wide Mortality Review group discusses information provided on the number of deaths quarterly looking back to trends from April 2014. The data refreshed with Q1 (April-June 2017) was discussed at the meeting in August 2017.
	Continue to develop analysis including by the new categorisation groups.
	

	Develop the completion of thematic reviews
	To identify and commission work/ actions as required to reduce avoidable deaths

Commission and review the findings from thematic reviews

Support the sharing of best practice and learning from deaths across the Trust


	Partially completed
	The following outcomes from thematic reviews have been presented to the Trust-wide mortality review group;
· Themes from suspected and confirmed suicides (presented in Dec 2016)
· Themes identified from a review of serious incidents across adult mental health services (presented March 2017)
· Themes from mortality reviews for community hospitals (presented in May 2017)
· Inpatient deaths (presented June 2017)
· Review of deaths of people with a learning disability people within Oxfordshire who died between April 2011 - March 2015. (presented August 2017)

In addition the following thematic reviews have been completed and presented to senior clinicians in workshops; 
· Suspected and confirmed suicides (January 2017)
· Serious harm and deaths for people who were diagnosed with a personality disorder (August 2017)
	The following thematic reviews are underway;
· Refresh of suspected/ confirmed suicides
· Joint working between children and adult services

Develop a programme of thematic reviews.

Develop a standardised template for thematic reviews.

Improve how the Trust disseminates learning across the organisation and with other organisations.
	

	Review timeliness and approach to involving families in reviews/ investigations (duty of candour/ being open)
	This is managed as part of the SI process.
	Partially completed
	A session for all new starters is delivered during the Trust staff induction, about the Trust’s expectation of being open when things go wrong. 

Training has been delivered in 2016/17 on ‘making families count’ delivered by the charity hundred families, to improve how we involve and support families after a death. 

Having ‘difficult conversations’ and the root cause analysis training for staff who investigate serious incidents has been reviewed and amended, with additional content on working with patients and/or their families during an investigation. An additional half day module on working with families during an investigation has been developed and delivered from June 2017.

We have also incorporated questions about the duty of candour into the peer review tools used for team visits to monitor/ provide assurance.

A new information leaflet for patients and families has been developed with family input to explain the serious incident investigation process, the importance of their involvement and what they can expect from the process; this was rolled out in August 2017. In addition when a bereaved family is approached to be involved in an investigation of their loved ones care relevant information is provided about how to find support which is available via help is at hand/ cruse bereavement care.

Reporting templates for the initial review report into an unexpected death and full root cause analysis investigation report into a serious incident have been revised and rolled out. These are more explicit about expectations for staff about patient/ family involvement throughout the process, and the report format is more user friendly.

The Trust’s management of the SI process has clear check points to ensure a carer or family have been offered a genuine opportunity to be involved in developing the scope of the investigation, hearing their concerns and receiving a copy of the final investigation report.
	Using a family liaison role has been piloted for two deaths; a proposal is being developed to take this forward to give families more support following a death of their loved one. 

Development of a new Trust-wide suicide prevention strategy and leadership group to oversee implementation (to start from Sept 2017)

Develop the half day module on working with families during an investigation to be co-facilitated with the charity hundred families 
	

	Support for staff
	Ensure and develop support for staff following an (unexpected) death or serious incident
	Partially completed


	A staff information leaflet (embedded) identifies some of the current internal and external support available to staff, in addition to routine support from their line manager. This includes the psychological debriefing service available and service from the occupational health team. Information on support for staff is included in the reviewed policy to be finalised by the end of Sept 2017.

Training for staff within and external to the Trust has and continues to be provided around suicide awareness and prevention.

Local MDT reviews have been introduced following every suicide.
	The Trust’s suicide prevention lead and the Associate Director of psychological therapies are reviewing and developing a proposal around staff being able to more easily access psychological support as required.
	




Appendix A – Board Leadership and Responsibilities
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In addition the following responsibilities are stated in the national guidance for non-Executive Directors;
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Trust-wide Mortality Review Group 
 


Terms of Reference 
 
Date last reviewed 
Revised June 2017 (agreed at the Trust-wide Mortality Review Group on 20.06.17) 
 
Role and Purpose 


- To have oversight on the data on patient deaths, including identifying and being curious about 
any outliers and considering any themes 


- To identify and commission work/ actions as required to reduce avoidable deaths 


- Commission and review the findings from thematic reviews 


- Support the sharing of best practice and learning from deaths across the trust 


- To ensure there are appropriate collection systems so that mortality data is timely, robust and in 
line with national best practice 


- Develop sharing and learning with other organisations across the healthcare system eg the acute 
trusts, GP federations… 


- Ensure the trust remains in line with national guidance and recommendations around the 
governance and review process for deaths 


- To receive the results from investigations into any concerns relating to deaths raised by the Care 
Quality Commission or other regulatory body 


- Ensure and develop support for staff following an (unexpected) death or serious incident 


- To ensure relevant policies around the mortality process are in place and implementation is 
monitored. 


 
Membership and responsibilities of members  


 Mark Hancock –Medical Director or deputy (chair) 


 Jane Kershaw – Head of Quality Governance (deputy) 


 At least one representative from each clinical directorate e.g. chair or deputy from local clinical 
directorate mortality review group 


 Liz Williams - Programme Director, Learning Disability Transition 


 Ros Alstead –Director of Nursing and Clinical Standards or deputy 


 Mary Buckman – Head of Social Care 


 John Campbell - Chair from the end of life/ palliative care steering group 


 Ian Neale – GP lead, Older People’s directorate 


 Hannah Faux – Inquests and Claims Manager 


 Rebecca Kelly – Trust Professional Lead, Occupational Therapy 


 Jane Fossey – Associate Director of Psychological Services 


 Karen Lascelles – Lead Nurse for Suicide Prevention 


 Pam Treadwell – Patient Safety Service Manager 


 Governor representatives (patient, carer or general public) 
 
Co-opted members:  


 Keith Hawton – Consultant Psychiatrist and Professor of Psychiatry at Oxford University Centre for 
Suicide Research 


 Dominic McKenny – Chief Information Officer 


 Commissioner representatives 


 Other professions internally and externally to the organisation as required 


 Sarah Smith - Medic/ clinician from the Oxford University Hospitals Trust 
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Frequency of meetings 
At least quarterly 
 
Reporting 
The group will report to the Safety Quality Sub-Committee and Board of Directors quarterly. See diagram 
below of governance structure. 
 
The Executive Team and Board will use the following 5 key questions to gain assurance around processes 
overseen by the group;  


1. Do we identify and report deaths correctly?  
2. Do we review and investigate unexpected deaths properly and without delay?  
3. Do we meet our obligations to others?  
4. Do we learn from deaths?  
5. Are we being transparent and open in our reporting and investigating of deaths?  


 
The following groups will feed into the trust-wide mortality review group; 


- Local clinical directorate mortality review groups 


- End of life/ palliative care steering group 


- Physical health group 


- Suicide and self-harm reduction leadership group 
 
The trust-wide mortality review group will share information with the below multi-agency groups; 


- Public health groups 


- Children safeguarding boards (as part of child death overview process) 


- Adult safeguarding boards 


- Oxfordshire multi-agency vulnerable adults mortality sub group 
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Diagram of how the Trust-wide mortality review groups fits into the quality governance structure. 
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Revised Mortality Review Process v7 


 


Initial Screening 
An initial screening of the care provided to the patient should be carried out for all patients who have 
died whilst in the care of Oxford Health NHSFT or have had a face to face clinical interaction with services 
within the last six months.1 The only variations to this will be for; 


 GP OOH service – each death will be screened whereby the service was the last professional to see 
the person face to face prior to their death or if any concerns were raised by their family about the 
care provided.  


 Community hospitals – the care of all patients who die within 90 days of being discharged will be 
screened or where a concern has been raised about the care. 


 


The screening will be a review of care (using the clinical record) by at least two clinicians; one of which 
should be a senior member of the team (e.g. team leader/ward manager). This review should determine 
any immediate care concerns and also categorise the death using the tool below. It does not need to be 
in-depth but a thorough enough overview to identify potential care concerns (including those not 
specifically contributable to the death). The outcome of this review e.g. the category of the death and 
reasoning for this decision, must be documented in the progress notes and titled as ‘initial screening of 
death’ so that it can be easily found within the patients care record.  
 


The initial screening should consider where information is available: 


 Past medical/mental health history and ensure all aspects of physical and psychological care are 
considered within care provided. 


 Events prior to the patient’s death (chronology/changes in presentation/actions taken/appropriate 
assessments) 


 For patients who die in our care, the screening should also ensure that the family of the patient has 
been contacted and condolences offered. 


 


The below categorisation tool is to support the screening and decision making process. A regular audit will 
be carried out to review the screening e.g. the category of the death and reasoning for this decision. 
 


Deaths to be reported onto the Ulysses Incident Reporting System; 


 Majority of unexpected deaths of service users/patients (children, adults of working age and older 
people) currently under the care of Oxford Health NHSFT or who have received a clinical interaction 
within the last six months (at a minimum categories UN2 and UU see below). Those services which 
provide a ‘single contact’ such as street triage services/GP OOH will only need to enter such deaths 
if the care provided was the last care prior to death or if concerns were identified in the initial 
screening. 


 Expected deaths where any care concerns or areas for learning were identified through the initial 
screening by the clinical team. 


 All deaths of patients with a learning disability. 


 All inpatient mental health deaths. 


 All deaths of patients who are detained. 
 


All deaths reported onto the Ulysses incident reporting system should have an initial review report 
completed and sent to the Head of Service and Head of Nursing within 5 days of knowing about the death. 
For child deaths where a CDOP ‘form B’ has been completed this will act as an equivalent initial review 
report. 


                                                           
1
 On a weekly basis a check between the electronic patient information systems and the national DBS trace will be 


used to help identify deaths of ex-patients who have died for directorates/ clinical teams to review. 
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Categorising and Decision making tool  


(part of initial screening) 


 
Definition of an Expected Death: 
Where a patient’s demise is anticipated in the near future and his/her Doctor (GP or consultant) 
has seen the patient within the last 14 days before the death (for the condition that they died 
from).  
 
Definition of an Unexpected Death: 
All other deaths that do not fit the criteria for expected. 


 


Type Example Description and action to take 


Expected 
Natural (EN1) 


A group of deaths that were expected to occur in an expected time frame. e.g. 
people with terminal illness or perhaps in palliative care services.  
 
Action: These deaths should be screened to ensure there were no concerns with 
care delivery however they are unlikely to need a further review.  If any concerns 
are identified a Ulysses incident form and initial review report should be completed.  
Initial review report to be sent to the Head of Service and Head of Nursing within 5 
days. 
 
Documentation of the initial screening by the clinical team must be completed in the 
patients care record within the progress notes headed ‘initial screening of death’ 
including as relevant confirmation of communication with family and condolences 
given (in line with the duty of candour).  


Expected 
Natural (EN2) 


A group of deaths that were expected but were not expected to happen in that 
timeframe. e.g. someone with cancer, liver cirrhosis, heart failure, or respiratory 
disease but who dies earlier than anticipated.  
 
Action: These deaths should be reviewed by the clinical team as part of an initial 
screening and in some cases e.g. if lessons can be learned for future patients or 
care concerns are identified, will benefit from further review through reporting the 
death on Ulysses and completing an initial review report.  Initial review report to be 
sent to the Head of Service and Head of Nursing within 5 days. 
 
Documentation of the initial screening by the clinical team must be completed in the 
patients care record within the progress notes headed ‘initial screening of death’ 
including as relevant confirmation of communication with family and condolences 
given. 


Expected 
Unnatural (EU) 


A group of deaths that are expected but not from the cause expected or timescale 
e.g. some people who misuse drugs, are dependent on alcohol or with an eating 
disorder. These may be individuals who are resistant to treatment. 
 
Action: These deaths should be reviewed by the clinical team as part of an initial 
screening and in some cases, e.g. if lessons can be learned for future patients or 
care concerns are identified, will benefit from further review through reporting the 
death on Ulysses and completing an initial review report.  Initial review report to be 
sent to the Head of Service and Head of Nursing within 5 days. 
 
Documentation of the initial screening by the clinical team must be completed in the 
patients care record within the progress notes headed ‘initial screening of death’ 
including as relevant confirmation of communication with family and condolences 
given 
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Type Example Description and action to take 


 


Example Description and action to take 


 


Unexpected 
Natural (UN1) 


Unexpected deaths which are from a natural physical health cause e.g. a 
sudden cardiac condition or sudden stroke. 
 
Action: These deaths should be reviewed by the clinical team as part of an 
initial screening and in some cases, e.g. if there are concerns identified 
regarding recognition of illness, management of symptoms etc...  will need 
further review through reporting the death on Ulysses and completing an initial 
review report. Initial review report to be sent to the Head of Service and Head 
of Nursing within 5 days. 
 
Documentation of the initial screening by the clinical team must be completed 
in the patients care record within the progress notes headed ‘initial screening 
of death’ including as relevant confirmation of communication with family and 
condolences given. The death should be reported onto the Ulysses incident 
recording system. Consideration should also be given as to whether it is 
necessary to follow the Serious Incident process. 


Unexpected 
Natural (UN2) 


Unexpected deaths which are from a natural cause but which didn’t need to be 
e.g. side effects of medication, some alcohol dependency and where there 
may have been care concerns (non-recognition of deteriorating patient), death 
following seizure. 
 
Action: These deaths should be reviewed in the initial screening and reported 
on Ulysses, and an initial review report should be completed and sent to the 
Head of Service and Head of Nursing within 5 days. 
 
Documentation of the initial screening by the clinical team must be completed 
in the patients care record within the progress notes headed ‘initial screening 
of death’ including as relevant confirmation of communication with family and 
condolences given.  Consideration should also be given as to whether it is 
necessary to follow the Serious Incident process. 


Unexpected 
Unnatural (UU) 


Unexpected deaths which are from unnatural cause e.g. suicide, homicide, 
poisoning, abuse or neglect. 


 
Action: These deaths should be reviewed in the initial screening and reported 
on Ulysses, and an initial review report should be completed and sent to the 
Head of Service and Head of Nursing within 5 days. 
 
Documentation of the initial screening by the clinical team must be completed 
in the patients care record within the progress notes headed ‘initial screening 
of death’ including as relevant confirmation of communication with family and 
condolences given.  Consideration should also be given as to whether it is 
necessary to follow the Serious Incident process. 


 
Following a suicide or serious near miss each team is encouraged to carry out a 
multi-disciplinary team clinical review as well. 
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Mortality Reviews – Information & Escalation Flows 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Ulysses Incident Management 
System 


(as per guidance – not all deaths are 
reported) 


*information provided by the 


quality & risk team 


Patient Health Record checked 
against national DBS trace  


*information ran by the 
Informatics Team and provided 


to the quality & risk team 


Directorate 


weekly review of 


deaths x3 


Trust-wide weekly 


clinical review 


meeting 


Directorate monthly MRG x3 


(or dedicated section in 


directorate quality committee 


monthly) 


Trust-wide 


quarterly MRG 


Trust-wide quarterly 


Safety quality sub-


committee/ Quality 


Committee/ Trust 


Board 


SI or potential SI/ 


concerns about 


other agencies 


Share concerns with 


commissioner and multi-agency 


mortality review groups attended 


such as Oxfordshire Vulnerable 


Adult Mortality Group (VAM), 


CDOP etc… 


As required 


Link with relevant cross organisational 


mortality & morbidity groups, such as 


those with acute trust OUH, child death 


and overview process (CDOP) 
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Staff support 


Staff support: For all trust staff   


involved in an incident, claim or 


complaint 
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British Medical Association (BMA) 


The BMA has a doctor’s support service providing access to 


confidential support which can be by telephone and/ or face to 


face. This can also include access to the BMA counselling 


service. 


 National Contact: 0300 123 1233  


Royal College of Nursing 


The professional body provides free short-term counselling 


and psychological support for members. 


 National Contact: 0345 7726100 


 counselling@rcn.org.uk 


 


Should you be involved in a stressful or traumatic event 


such as a complaint made against you, involvement in an 


incident or an inquest it is important that you can access 


appropriate support from within or outside the Trust at 


the time you need it. This information sheet outlines 


what is available to help you access the right support for 


you. 


To find out more about how a complaint or serious incident is 


investigated please contact: 


 Claire Price, Head of Complaints : 0800 3287971 


 Paul Butler, Patient Safety Lead : 01865 902559 
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Career Development Unit (CDU) 


The Career Development Unit covers the Thames Valley area as 


part of Postgraduate Medical and Dental Education. The CDU 


provides coaching/mentoring for doctors, or dentists who self-refer 


or are referred.  


 Contact: 01865 785570 


 cdu@oxforddeanery.nhs.uk  


UNISON 


A service providing support for members and dependants, 


including expert legal advice. 


 National contact: 0800 0857857 


Oxfordshire and Buckinghamshire Social Care Staff 


For all County Council staff a confidential counselling services is 


provided, which staff can self-refer to via the Occupational 


Health Service. 


 Oxfordshire: 01865 815505 


 Buckinghamshire (PAM Assist): 0800 8824102  


Psychiatrists' Support Service 


The Psychiatrists' Support Service is a confidential support and 


advice service for members, trainee members and associates of 


the Royal College of Psychiatrists.  


 National Contact: 020 7245 0412  


 pss@rcpsych.ac.uk 
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Internal Support  


Line Manager 


Your line manager will arrange an opportunity for you to 


discuss what has happened and agree with you how you would 


like to be supported. 


If an incident occurs out of usual working hours the on-call 


manager, and/ or Consultant will be able to provide support.  


Spiritual and Pastoral Care 


You can self-refer or ask your line manager to make a referral. 


The service offers spiritual and pastoral care. The team also 


provides confidential listening, short term counselling and 


team support following serious incidents.  


 Oxfordshire: 01865 902760 


 Swindon, Wiltshire B&NES: 01865 902760 


 Buckinghamshire: 01865 901723   


 spiritual.care@oxfordhealth.nhs.uk                                                         


 


 


The following information supports the health and wellbeing guide 


and the following policies: RMHS 1 (Incident reporting and            


management), CP38 (concerns, complaints & compliments), HR31 


(workplace stress presentation & response) or CORP17 (legal claims, 


legal advice and inquests). 
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Occupational Health 


You can self-refer or ask your Line Manager to make a referral. 


The OH team offers advice and support to managing your 


health. The service can also offer fast track access to 


physiotherapy and counselling. 


 Contact 01865 902504 


Legal Services 


If you are contacted by a Coroner’s Office and asked to provide 


a report to a Coroner or to attend an inquest, please contact 


the inquests and claims manager as soon as possible. The 


inquests and claims manager will arrange support for you and, 


if appropriate, access to the Trust’s solicitors. 


 Contact: 01865 902963 


Psychological De-briefing 


Psychological debriefing refers to the opportunity for a group 


of colleagues to meet together in order to explore serious 


workplace incidents that may have caused distress, and to do 


so in an organised and structured way. The Trust has a number 


of trained facilitators who may be contacted via 


staff.debrief@oxfordhealth.nhs.uk  
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External support  


 


 


 


 


UNITE 


A service providing support for members and dependants, 


including expert legal advice. 


 National contact: 01753 313820. 


The British Association of Social Workers 


The professional body provides advice and representation as 


well as access to the Social Workers Union, for expert legal 


advice. 


 National Contact: 0121 622 3911 


Improving Access to Psychological Therapies 


The Improving Access to Psychological Therapies service can 


help through offering a range of short term talking therapy 


treatments. You can self-refer to the service. 


 01865 901600 (Healthy Minds, Buckinghamshire) 


 01865 901222 (Talking Space, Oxfordshire) 


 01793 836836 (LIFT, Swindon) 


   


You may also wish to access support from an external service. The 


following agencies should be able to help or signpost you to an  


appropriate service. Please note this is not an exhaustive list. 
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Human Resources 


The Human Resources Team can provide advice and 


information. 


Contact one of the HR business partners via: 01865 902316  


Chartered Society of Physiotherapy 


The professional body provides support for members including 


expert legal advice  


 National Contact: 020 7306 6666 


Safeguarding Children Team 


You can contact a member of the team for guidance and to 


request individual supervision in relation to a case. Contact 


details for the team are available on the intranet under patient 


safety/safeguarding/safeguarding children. 


Safeguarding Adult Team 


You can contact a member of the team for support including 


advice on the Mental Capacity Act. Contact details for the team 


are available on the intranet under patient safety/


safeguarding/safeguarding adults 
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Oxford Health NHS Foundation Trust 


Trust Headquarters 


Warneford Hospital 


Warneford Lane 


Headington 


Oxford 


OX3 7JX 


 


Switchboard  01865 901 000 


Email   enquiries@oxfordhealth.nhs.uk 


Website   www.oxfordhealth.nhs.uk 


COR 142.16  



mailto:enquiries@oxfordhealth.nhs.uk

http://www.oxfordhealth.nhs.uk/
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