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RM57 – Hospital Mortality Review Policy

Quick Reference Guide – Hospital Mortality Review Policy
Please refer to the full policy for further guidance.
Departmental Mortality Review (e.g. Trauma, Neonates, etc)
Monthly Death Register (DR) received (usually 2nd week of the
month) by HMRG Administrator

Hospital Mortality
Review Group

DR circulated by HMRG Administrator to
Departmental Mortality Leads (DMLs)

Death Register (DR) reviewed every month for
any patients with Learning Disabilities

DMLs work with clinicians to identify patients
they had involvement with and will review

Any patients with Learning Disabilities reported
on the LeDeR Database as soon as identified

DMLs inform HMRG Administrator which
Depts will be undertaking reviews within one
month of receiving the DR

HMRG Administrator assigns HMRG Reviewers
within one month of receiving the DR

Completed Departmental Mortality Review
forwarded to the Division’s Head of Quality

HMRG Administrator informs the HMRG
Reviewer of any completed Departmental
Mortality Review Forms for the patient they are
reviewing

Outcomes of Departmental Mortality Review
and associated action plan discussed and
approved by the relevant Division Risk and
Governance Committee (standard monthly
agenda item)

HMRG Administrator provides the HMRG
Reviewer with the relevant case notes, additional
information (RCA’s, Complaints, CDOP, etc) and
the Primary Review form

Decision if further investigation and review (e.g.
Root Cause Analysis) is required

Completed HMRG Reviews forwarded to HMRG
Administrator. DMLs invited to HMRG meeting.

Completed Departmental Mortality Review
Forms emailed to the HMRG Administrator
within 2 months of patient’s death

HMRG meeting where completed HMRG Reviews
are discussed along with any relevant
Departmental Mortality Review Forms and
associated action plans – within 4 months of
patient’s death

Departmental Mortality Review action plans
followed up monthly in the relevant
Division Risk and Governance Meetings

Decision if further investigation and review (e.g.
Root Cause Analysis) is required

HMRG feedback to DMLs within two weeks of the
HMRG meeting with copy of the review
Quarterly report to Clinical Quality Steering Group
(CQSG) and Division Risk and Governance
Meetings highlighting any identified actions,
further investigations, lessons learnt, etc.
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1

Introduction

1.1

The death of any patient is incredibly difficult for the patient’s family and also
the staff involved.

1.2

The Care Quality Commission’s ‘Learning, Candour and Accountability’
(December 2016) and the National Quality Board’s ‘National Guidance on
Learning from Deaths’ in March 2017, require all NHS Trusts to implement
processes to ensure learning from deaths is integral to the Trust’s clinical
governance and quality improvement work.

1.3

It is essential that learning from mortality reviews is both shared and acted
upon.

2

Definitions

2.1

Departmental Mortality Leads (DMLs) – Nominated mortality lead for a team /
department.

2.2

Departmental Mortality Review – Review conducted at departmental level by
the multidisciplinary team involved in the care of the patient. This can include
mortality reviews for or by external bodies (e.g. Trauma mortality reviews,
Neonatal mortality reviews).

2.3

Hospital Mortality Review Group (HMRG) – Committee established by the
Clinical Quality Assurance Committee (CQAC) to conduct independent high
quality mortality reviews following the death of any hospital inpatients.

2.4

Learning Disabilities Mortality Review (LeDeR) Programme – National
programme delivered by the University of Bristol. It is commissioned by the
Healthcare Quality Improvement Partnership (HQIP) on behalf of NHS
England. The LeDeR Programme was established to support local areas to
review deaths of people with learning disabilities, and to use the lessons
learned to make improvements to service provision.

2.5

Mortality Ratio - Hospital Standardised Mortality Ratio (HSMR) is an indicator
of healthcare quality that measures whether the number of deaths in a
hospital is higher or lower than would be expected in England. HSMR can be
both a measure of safe, high quality care and a warning sign that things are
going wrong. HSMR is reported in the quarterly mortality report to the Trust
Board. The HSMR is the ratio of the observed number of in-hospital deaths
divided by the number that is expected, and is based on 56 diagnoses.
Although the scores are based on a basket of diagnoses that are more
commonly found in adults, it allows a comparison of the performance of Alder
Hey against other Trusts.

2.6

Sequential Probability Ratio Test (SPRT) – SPRT can be used to monitor the
performance of Paediatric Intensive Care Unit (PICU) services in such a way
as to give early warning of potentially irregular results. SPRT charts display

September 2017

Page 5 of 24

RM57 – Hospital Mortality Review Policy

an upper warning limit and an upper action limit to help identify whether
mortality is occurring at a higher level than expected. If these limits are
triggered, this suggests that mortality is occurring higher than expected, and
the deaths should be investigated to determine whether they could have been
prevented. SPRT is reported in the quarterly reports to the Trust Board.
2.7

Death Register – Monthly report produced by the IM&T Department listing all
inpatient deaths in the month.

2.8

Child Death Overview Panels (CDOP) – Local Safeguarding Children Boards
(LSCB) are responsible for ensuring that a review of each death of a child
normally resident in the LSCB’s area is undertaken by a CDOP. The purpose
of the child death review is to learn lessons and help prevent further such
child deaths.

3

Duties

3.1

Chief Executive
Has ultimate executive accountability for the quality of services in the
Trust.

3.2

Medical Director –
Executive Director responsibility for mortality review in the Trust.
Provide the Trust Board with assurance regarding the Trust Mortality
Review process.
Provide support and guidance to the HMRG Chair and Departmental
Mortality Leads as required.
Take action where concern is raised through mortality ratio analysis
and / or mortality reviews.

3.3

HMRG Chair –
Chair the monthly Hospital Mortality Review Group
Produce quarterly reports to the Clinical Quality Steering Group
(CQSG)
Produce quarterly reports to Trust Board
Lead on developing the processes to ensure learning from deaths is
shared widely across the Trust, with the support of the HMRG Group
members.
Ensure that HMRG cases are reviewed within 4 months of patient’s
death.
Where HMRG reviews exceed the 4 month target, take action to
increase the rate of reviews completed and bring reviews back to within
target timescale.
Liaise with the PICU Departmental Mortality Lead to ensure mortality
ratio analysis is presented at the HMRG meetings.
Ensure any concerns / questions raised by the patient’s family are
addressed as part of the HMRG review and acted on accordingly.
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-

Ensure families are given feedback which addresses any concerns /
questions they have raised. The Bereavement Team can provide
support to the family if requested.
Share monthly report to monitor compliance with review timescales
with HMRG members.

3.4

Departmental Mortality Leads (DMLs) –
Share the Death Register with clinical teams (medical / nursing / AHPs)
Inform the HMRG Administrator what teams / clinicians are taking
responsibility for completing the departmental review.
Inform other DMLs if a joint departmental review is indicated
Ensure a departmental review is completed within two months by the
team involved in the patient’s care.
Report to the relevant Division Risk and Governance Committee to
highlight any teams not completing the departmental review in the two
month timescale.
Monitor completion of action plans following departmental reviews
Ensure completed departmental reviews and action plans are
submitted to the Division Risk and Governance Committee for review,
discussion and approval.
Circulate summary learning points following each HMRG meeting to
share learning.

3.5

PICU Departmental Mortality Lead –
Monitor the monthly Cumulative Sum of Mortality (CUSUM) and
Sequential Probability Ratio Test (SPRT) produced by the Paediatric
Intensive Care Unit (PICU), and highlight any concerns immediately to
the Medical Director / HMRG Chair.

3.6

HMRG Administrator –
Liaise with Departmental Mortality Leads (DMLs) to identify the
departments / clinicians completing departmental mortality reviews.
Where case notes are not scanned on Image Now, liaise with Medical
Records Department to obtain the hard copy notes of deceased
patients listed on the monthly Death Register.
Assign the clinicians who will complete the Hospital Mortality Reviews
for the cases listed on the Death Register within one month of the
Death Register being published.
Summary learning points sent to DMLs by the HMRG Administrator
following each HMRG meeting.
Produce monthly report to monitor compliance with review timescales
for the HMRG Chair.

3.7

Heads of Quality (HoQ) –
Ensure completed departmental mortality reviews and action plans are
reviewed at the Division Risk and Governance Committee as a
standing agenda item.
Where a departmental mortality review raises concerns that a death
was avoidable, instigate Trust risk management process to trigger a
further detailed review (e.g. RCA). (Refer to the Management of
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-

Incidents and Serious Incidents Requiring Investigation (SIRI) Policy
(RM2))
If required, and following the Trust process detailed in the Management
of Incidents and Serious Incidents Requiring Investigation (SIRI) Policy
(RM2), ensure the death is reported on the Strategic Executive
Information System (STEIS) where applicable.
Use Trust governance processes to ensure learning from deaths is
shared widely and acted upon across the Divisions.

3.8

Learning Disabilities Clinical Lead Following the publication of the Death Register, review all patients
aged 4 years old and above, residing in England at the time of their
death, to identify any patients with a Learning Disability.
Ensure the Learning Disability Liaison Team are reporting the deaths of
all patients with Learning Disabilities onto the Learning Disabilities
Mortality Review (LeDeR) database.
Attend HMRG meetings to raise appropriate questions in relation to
patients who had a Learning Disability.

3.9

CDOP Lead Nurse –
Ensure where available that sudden unexpected death in infancy
(SUDI) and sudden unexpected deaths in childhood (SUDiC) reports
and Child Death Overview Panels (CDOP) reports are shared with the
HMRG Administrator to aid HMRG reviewers in their review process.
Attend monthly HMRG meetings. If CDOP Lead Nurse not available a
Safeguarding Representative to attend where possible.

3.10

Bereavement Team –
Will inform family members at an appropriate time that the policy of
Alder Hey Children’s NHS Trust is to review the deaths of all inpatients.
Offer families the opportunity to raise any questions or concerns they
may have in relation to the patient’s last admission, or from an earlier
stage in the patient’s medical journey if the family feel it is relevant to
the review of their child’s death.
Attend HMRG meetings to represent and share the questions and
concerns of deceased patients’ families.

3.11

Departmental Mortality Review Lead Clinician –
When conducting the Departmental Mortality Reviews, lead clinicians
should ensure all relevant staff are invited to attend the mortality review
meeting to discuss the case.

4

Conducting HMRG Mortality Reviews

4.1

The HMRG mortality reviews should make use of all available data sources to
enable a detailed and thorough review of events leading up to and following a
patient’s death. This includes, but is not limited to:
-

Patient’s case note on Image Now / Meditech / hard copy notes
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-

Clinic letters on Medisec
Incident reports
Any investigations (e.g. Root Cause Analysis (RCA) Reports)
SUDI and SUDiC reports
CDOP forms
Post mortem reports
Coroner’s Reports
Death Certificate
PALS concerns
Formal Complaints / Trust response
External mortality reports (e.g. Trauma, Neonatal)
Safeguarding reports
Claim reports

4.2

Where available, this information will be made available to the HMRG
reviewer by the HMRG Administrator.

4.3

The Structured Judgement Review documentation recommended in the
National Quality Board’s ‘National Guidance on Learning from Deaths’ (2017),
is not currently being used at Alder Hey as it is not validated for children and
young people. Until further national guidance for paediatrics is published, the
Departmental and HMRG Mortality Review Forms in Appendix A and B will
continue to be used.

4.4

For Departmental and HMRG Mortality Reviews, the Trust’s Being Open and
Duty of Candour Policy (RM47) may apply to the review of a patient’s death,
where a moderate or above incident is reported. Policy processes will be
followed.

4.5

For Departmental and/or HMRG Mortality Reviews, where an incident is
logged on Ulysses following a patient’s death (e.g. due to the death being
deemed avoidable), the Trust process detailed in the Management of
Incidents and Serious Incidents Requiring Investigation (SIRI) Policy (RM2)
will be followed. Advice will be taken from the Governance and Quality
Assurance Team regarding the level of Root Cause Analysis (RCA) required.
The Chair of the HMRG will be informed and the resulting RCA will form part
of HMRG group’s consideration. Where applicable, the death must be
reported on the Strategic Executive Information System (STEIS).

5

Learning Disabilities

5.1

Following the preventable death of Connor Sparrowhawk in July 2013 at
Southern Health NHS Foundation Trust, the independent Mazars (2015)
review was commissioned by NHS England. The report highlighted that
unexpected deaths of adult Mental Health and Learning Disability patients
were not sufficiently reviewed or investigated. The report also highlighted the
views and concerns of families were not actively sought, and where concerns
were raised they were not responded to.
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5.2

Many adult Trusts only conduct mortality reviews on cases where the death is
unexpected or is flagged through an incident report. At Alder Hey Children’s
NHS Foundation Trust, all inpatient deaths are reviewed.

5.3

The Learning Disabilities Mortality Review (LeDeR) Programme was set up to
ensure all deaths of patients with Learning Disabilities are comprehensively
reviewed. Following notification of a patient’s details to the LeDeR database,
all deaths will receive an initial review by LeDeR. If any concerns are
identified about the death by LeDeR, or it is felt that further learning could
come from a fuller review of the death, a detailed, multiagency review will be
held. Where possible this will be through the HMRG process, with a LeDeR
representative present.

5.4

Since January 2017, all patients aged 4 years old and above, residing in
England at the time of their death, are required to be reported to the LeDeR
database. Further details of the LeDeR process can be viewed on their
website: http://www.bristol.ac.uk/sps/leder/

5.5

Reviewers conducting Departmental Mortality Reviews and HMRG Reviews
must consider the implications of a patient’s Learning Disability.

6

Concerns of families

6.1

The publication ‘National Guidance on Learning from Deaths’ (2017), requires
Trusts to ask bereaved families if they have any concerns about the quality of
care received by the deceased patient.

6.2

At Alder Hey, this process will be led by the Bereavement Team, who actively
support families throughout the bereavement process.

6.3

The Bereavement Team will inform family members at an appropriate time
that the policy of Alder Hey Children’s NHS Trust is to review the deaths of all
inpatients. The Bereavement Team will offer families the opportunity to raise
any questions or concerns they may have in relation to the patient’s last
admission, or from an earlier stage in the patient’s medical journey if the
family feel it is relevant to the review of their child’s death.

6.4

Any concerns raised should be notified by the Bereavement Team to the
HMRG Administrator as soon as possible, in order that the concerns / queries
can be incorporated into the HMRG review process.

6.5

Raising concerns as part of the HMRG process, does not exclude families
also raising these concerns through the Patient and Liaison Service (PALS)
and Complaints process. In this situation, the processes in the Complaints
and Concerns Policy (RM6) will be followed. If during the complaint
investigation, it is found at any point that a patient safety incident has
occurred, the Trust process detailed in the Management of Incidents and
Serious Incidents Requiring Investigation (SIRI) Policy (RM2) will be followed.
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(A patient safety incident is any unintended or unexpected incident which
could have or did lead to harm for one or more patients receiving NHS care.)
6.6

Following completion of the HMRG review, where no further investigation is
required (e.g. RCA), feedback should be provided to the family by clinicians.
The Bereavement Team can provide support to the family if requested. The
format of this feedback (e.g. face to face meeting, letter, phone call, etc.) will
be led by the family.

6.7

If a moderate or above incident has been logged relating to the patient’s case,
this feedback will be as part of the Trust’s Being Open and Duty of Candour
Policy (RM47). In this situation Senior Managers / Clinicians will feed back to
the family in a face to face meeting if acceptable to the family. The
Bereavement Team can provide support to the family if requested.

7

Learning Lessons from Mortality Reviews

7.1

The three reports: ‘National Guidance on Learning from Deaths’ (2017),
‘Learning, Candour and Accountability’ (December 2016) and ‘Independent
review of deaths of people with a Learning Disability or Mental Health problem
in contact with Southern Health NHS Foundation Trust April 2011 to March
2015’ (2015), all agree that more needs to be done to ensure learning from
deaths is shared and acted upon.

7.2

The process for sharing information from mortality reviews needs to be
managed in a number of ways to ensure the maximum number of staff have
access to the information. These include, but are not limited to:
-

-

Reports to key Trust committees (e.g. Division Risk and Governance
Committees, Clinical Quality Steering Group (CQSG), Trust Board,
Infection Control Committee, etc)
Summary learning points sent to DMLs by the HMRG Administrator
following each HMRG meeting.
Trust internal communication methods (e.g. Trust intranet, Trust
newsletter, etc)
Presentations (e.g. Grand Round)

7.3

Monitoring actions arising from mortality reviews will be the responsibility of
the action lead, with the Division’s Head of Quality and the Chair of HMRG
monitoring compliance.

7.4

Any opportunities to spread the learning from deaths further than Alder Hey
should be taken (e.g. presenting at meetings and conferences, etc) .

September 2017

Page 11 of 24

RM57 – Hospital Mortality Review Policy

8

Monitoring

8.1

The following monitoring will take place to confirm compliance with this policy:
Monitoring
Report produced
to monitor
compliance with
mortality review
timescales
Report produced
summarising
findings and
learning points
from all
completed
mortality reviews
Report produced
summarising
findings and
learning points
from all
completed
mortality reviews

Lead
Responsible
HMRG
Administrator

Frequency

HMRG Chair

Quarterly

Clinical
Steering
(CQSG)

HMRG Chair

Quarterly

Trust Board

Monthly

Responsible
Committee
HMRG

Quality
Group

9

Further Information

9.1

National Quality Board (2017), National Guidance on Learning from Deaths
https://www.england.nhs.uk/wp-content/uploads/2017/03/nqb-nationalguidance-learning-from-deaths.pdf

9.2

Care Quality Commission (2016), Learning, Candour and Accountability - A
review of the way NHS trusts review and investigate the deaths of patients in
England https://www.cqc.org.uk/sites/default/files/20161213-learning-candouraccountability-full-report.pdf

9.3

Mazars (2015), Independent review of deaths of people with a Learning
Disability or Mental Health problem in contact with Southern Health NHS
Foundation
Trust
April
2011
to
March
2015
https://www.england.nhs.uk/south/wpcontent/uploads/sites/6/2015/12/mazars-rep.pdf

9.4

Management of Incidents and Serious Incidents Requiring Investigation (SIRI)
Policy (RM2)

9.5

Being Open and Duty of Candour Policy (RM47)
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9.6

Policy for Supporting Staff Involved in Traumatic/Stressful Incidents,
Complaints or Claims (E31)

9.7

Complaints and Concerns Policy (RM6)

9.8

Equality Analysis
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Appendix A -
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Departmental Mortality Review Form
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Appendix B -

September 2017

Hospital Mortality Review Group (HMRG) Review Form
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