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POLICY STATEMENT 
 
Liverpool Heart & Chest Hospital NHS Foundation Trust has been reviewing all in-patient 
deaths since 2010.  As a consequence of the guidance “Learning from Deaths” issued by 
NHS England in March 2017, the Trust needs to enhance its existing process for mortality 
review to ensure it complies with future directives regarding the process, the reporting of 
avoidable mortality, and ensuring organisational learning.   
 
This policy will improve our standardised methodology for reviewing deaths in our hospital 
with the aim of identifying opportunities for learning and improvement and ensuring these 
improvements result in measurable changes in clinical care.  Instances of avoidable mortality 
(on the balance of probability) will be identified and reported, and the learning published 
nationally via the Quality Account. 
 
1  Role and Responsibilities 
 
The Medical Director is the Board appointed Patient Safety Director, and has responsibility 
for development, implementation and on-going review of this policy.   
 
The Chair of the Quality Committee, an assurance committee of the Board of Directors, has 
responsibility for oversight of the mortality review process. 
 
All clinical staff have a responsibility to engage with the mortality review process and 
contribute to organisational learning.  Where incidents are disclosed by the review process, 
the reviewer has responsibility to report these via the Trusts risk management system, 
DATIX. 
 
The Mortality Review Group (MRG) are responsible for receiving individual reviews, 
challenging & clarifying avoidability and learning points for organisational implementation, 
identifying themes for improvement and ensuring acceptable performance of the process.  
They must also act as the gatekeeper for raising concerns about patient care with other 
involved organisations, and receive concerns about the care of patients at Liverpool Heart & 
Chest Hospital who subsequently die elsewhere identified from an external mortality review. 
 
The Associate Medical Directors are responsible for ensuring the learning and action points 
are presented and discussed at Division specific audit days such that potential changes 
arising from reviews are accepted.  They are additionally responsible for ensuring the final 
set of agreed changes are communicated into the wider workforce within the Divisions. 
 
The Divisional Heads of Operations, Heads of Nursing and the Associate Medical Directors 
working as triumvirate teams have a collective responsibility to ensure any improvements to 
care (clinical and non-clinical) resulting from the reviews results in planned change and the 
delivery of measureable change that can then audited sometime after to ensure the change 
has been delivered and sustained.  Additionally, they are responsible for reporting on such 
changes to senior fora, including Operational Board, the Quality Committee and the Board of 
Directors.  They are also responsible for the conduct of any root cause analyses resulting 
from mortality review. 
 
The Director of Research & Informatics is responsible for ensuring the (end to end) mortality 
review process is delivered and that key statistics regarding mortality review performance 
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are available to the Mortality Review Group, Divisions and the Trust for assurance and 
improvement purposes. 
 
The Mortality Review Coordinator is responsible for the administration of the mortality review 
process, including (but not limited to) the timely identification of deaths, allocation of reviews 
to medical screeners & reviewers and nursing reviewers, capturing the recommended 
learning points from the Mortality Review Group, ensuring the output is tracked into the audit 
days and Divisions, checking on incidents reported and supporting the description of 
improvements achieved. 
 
The Risk Manager is responsible for ensuring any deaths classified as (on the balance of 
probability) avoidable are reported to the National Reporting and Learning System (NRLS) 
and the Strategic Executive Information System (StEIS). 
 
The Director of Strategic Partnerships has a specific role for identifying and reporting back 
any opportunities for improving care resulting from engagement with the Trusts external 
stakeholders. 
 
2 Inclusion & Exclusion Criteria 
 
This policy covers the review of all in-patient deaths; deaths occurring within 30 days of 
inpatient discharge or outpatient attendance are presently excluded. 
 
3 Mortality Review Process 
 
The Mortality Review Coordinator reviews the Patient Administration System and identifies 
inpatient deaths occurring on a daily basis.  All deaths will be allocated to one of seven 
medical screeners within 3 days of the death.  They will provide a high level overview of the 
case (appendix 1), and conclude with: 

 A rating of the overall assessment of care on a 5 point Likert scale (1 = very poor care 
2 = poor care 3 = adequate care 4 = good care 5 = Excellent care) 

 A recommendation to proceed to full review based upon either: 
o A rating of very poor or poor care or 
o The opportunity for organisational learning, including the care of patients 

approaching the end of life.   
 

Reviews concluding in adequate care or better will be fed back to the managing Consultant 
concerned for personal reflection and inclusion in their appraisal portfolio. 
 
Reviews will be completed within 7 days of allocation.  Cases proceeding to full review will 
then be allocated to medical and nursing reviewers within 3 working days of receipt of the 
overview.   
 
Full reviews will be undertaken by medics using the structured judgement review (SJR) 
methodology (appendix 2) and by nurses using a bespoke tool (appendix 3).  Each death 
meeting the above criteria will be allocated on an alphabetical basis to ensure equity in the 
number of reviews allocated each year (past experience suggests this will be 1 - 2 medical 
reviews per Consultant and circa 1 nursing reviews per senior nurse).  Full reviews will be 
completed within 17 days of allocation.  This process applied to all service lines in the 
organisation.    
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There is an organisational expectation that the full (end to end) review process will be 
completed within 30 days to ensure important learning and resultant changes in practice can 
be implemented timely.  Failure of reviewers to adhere to this standard will result in 
escalation to the relevant Associate Medical Director or Head of Nursing after 30 days and 
the Medical Director or Nursing Director after 45 days.   
 
Completed full reviews from medics and nurses are tabled and discussed together at the 
monthly Mortality Review Group.  Recommendations for improvement based upon > 50:50 
probability of avoidability and / or learning opportunities are challenged, clarified and 
sharpened in readiness for organisational review.   
 
Deaths classified as, on the balance of probability (>50:50) avoidable will be subject to root 
cause analysis (RCA) in compliance with the Serious Incident Policy (appendix 4).  These 
will be undertaken by the Division responsible for the care at the time of death.  The 
Divisional Head of Operations will allocate a reviewer to lead a root cause analysis, and be 
responsible for maintaining an audit trail of all decisions pertinent to the resulting 
investigation.   On occasions when an RCA is commissioned, the duty of candour will be 
invoked, and the patients General Practitioner will receive a high level summary of the 
learning points and planned changes in practice resulting from the review. 
 
The MRG will ensure the quality of individual reviews support organisational learning.  As 
such, they must challenge the review findings and recommendations to the point where it 
adds value to our knowledge about why deaths occur and how care in the widest sense can 
be improved.  Where potential improvements in care in organisations who have been 
involved in the management of patients who subsequently died at Liverpool Heart & Chest 
Hospital are identified as part of the review process, these opportunities must be brought to 
their attention.  Equally, if as part of a mortality review undertaken in another organisation, 
care at Liverpool Heart & Chest Hospital has been identified as suboptimal, the management 
of such patients must be subjected to full mortality review from the perspective of this 
deficiency. 
 
Additionally, the MRG will consider thematic analyses of historical reviews in order to identify 
and alert the organisation to any common themes which might otherwise be missed at the 
level of individual review.  These thematic analyses will be shared with the Divisions as part 
of the mortality reporting process. 
 
All reviews, with clarified learning points are sent back to the managing Consultant for 
personal reflection and inclusion in their annual portfolio in preparation for annual appraisal.  
The managing Consultant, in collaboration with his/her extended team will then have 15 
working days to challenge the findings with the MRG after which a final set of learning points 
will be agreed. 
 
These final set of learning points from all mortality reviews are collated by the Mortality 
Review Coordinator and provided to the Associate Medical Directors who will schedule 
deaths with learning points for presentation at the respective (Cardiology MACE, Cardiology 
audit, Respiratory Audit and Surgical Audit days) multidisciplinary clinical meetings. 
 
The review is presented by the original reviewer at the multidisciplinary clinical meeting.  
Learning points are discussed and accepted for implementation.  These actions may be 
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changes to clinical or non-clinical practice. An accurate record of the planned improvements 
will be captured by the Associate Medical Director or senior clinician nominated to act in this 
capacity, and provided to the Mortality Review Coordinator in support of future organisational 
learning.   
 
These actions are fed into the Divisional Governance process by the Associate Medical 
Director.  The Divisional Head of Operations will ensure the actions are allocated a 
responsible owner and timeframe for delivery of the improvement.  It is suggested that the 
Responsible, Accountable, Consulted, Informed matrix (appendix 5) is used by the Division 
to identify roles and responsibilities during the organisational change process. 
Improvements will be presented at the next available Operations Board for consideration of 
organisational learning in accord with the Organisational Learning Policy.  Action plans will 
be multidisciplinary and tracked in Divisional Governance Meetings through to completion.   
 
At an appropriate time following delivery of the improvement, changes will be audited to 
ensure that they have been sustained.  These assurances will also be reported into: 

 The Trusts Quality Committee for assurance, overseen by the Non-Executive Director 
with responsibility for Mortality Reviews and  

 The Operations Board for cross Divisional organisational learning.   
Dissemination of the organisational learning to the staff working within the Division and 
whole organisation will be communicated in accord with the Organisational Learning Policy. 
 
A report to the Board of Directors will also be made in the event of (on the balance of 
probabilities) an avoidable death.  The dashboard published by the National Quality Board 
(appendix 6) will be used to guide this report. 
 
A summary of the evidence of learning and action as a result of mortality reviews and an 
assessment of the impact of actions that the Trust has taken will be published as part of the 
Trusts annual Quality Account. 
 
The above process is presented in appendix 7. 
 
4 Other Routes into the Mortality Review Process 
 
In addition to reviews commissioned internally or from external recommendation, a full 
mortality review may result from: 
 

 The views of bereaved families and carers.  The electronic patient record will be 
reviewed immediately following the death to identify any concerns raised about care, 
and escalated in accord with the process described in appendix 8. 

 Junior medical staff completing the death certificate.  The death certification process 
invites opinion from junior medical staff about opportunities for improvement in the 
care of the deceased 

 A response to an “alarm” from Dr Foster.  Statistically significant and persistently 
elevated (two consecutive months) rates of death for particular epochs of time will 
result in thematic analysis of screens and reviews undertaken in said epoch with the 
possibility that more full reviews and a thematic analysis may be commissioned as a 
result 

 Additional concerns, resulting from example a clinical audit, or concern raised by the 
Care Quality Commission or external stakeholder 
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5 Disclosure and Reporting on Incidents 
 
Where reviewers identify true incidents (omissions and / or commissions of care that did or 
could have led to harm), it is their responsibility to report them.  Incidents recorded on the 
mortality review form will be triangulated with DATIX reports to ensure reporting is taking 
place. 
 
6 Serious Incidents 
 
It is not necessary to wait for the mortality review process to conclude before an avoidable 
death is reported.   
 
Where serious incidents have been disclosed by the Trusts usual risk management 
processes, a root cause analysis will be instigated as per the Trusts serious incident policy.  
Such incidents may relate to avoidable deaths (appendix 4; figure 1).   
 
Where mortality review discloses an avoidable death not previously reported as a serious 
incident, the Serious Incident Policy will be invoked (appendix 4; figure 2).  The avoidable 
death is the trigger for the root cause analysis. 
 
Where mortality review discloses an avoidable death previously reported as a serious 
incident, then a root cause analysis will already be underway.  The mortality review 
compliments the ongoing investigation (appendix 4; figure 3).   
 
7 Special Arrangements 
 
Patients who die in the care of Liverpool Heart & Chest Hospital who have: 
 

 Learning disabilities (a reduced intellectual ability and difficulty with everyday 
activities) 

 Mental health needs (pre-existing, severe) 

 Are a child (< 18 years old) 
 
will all receive full mortality review.  When and if the Learning Disabilities Mortality Review 
(LeDeR) Programme becomes established in the North West, the Trust will participate in the 
multiagency review of these deaths. 
  
8 Wider Organisational Learning 
 
Within and across Divisions, learning from the mortality reviews will be triangulated with 
other quality data such as complaints, incidents, clinical audit findings to inform the Trust’s 
wider strategic plans and safety priorities.  Themes emerging will complement the 
presentation of learning to the Trusts Operational Board in accord with the Organisational 
Learning Policy. 
 
The Director of Strategic Partnerships will feed back directly to Divisions any reported 
opportunities for improving care elicited as part of engaging with the Trusts external 
stakeholders.  
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9  Policy Implementation Plan 
 
A presentation on the new national requirement to enhance the a mortality review process in 
every Trust and report avoidable mortality will be made by the Medical Director at all 
multidisciplinary clinical meetings.  The Policy will be shared with the Divisions via their 
Governance meetings.  The policy will be made available to all staff via the Trusts policy 
intranet site.  Communications regarding the policy being adopted by the Trust will be shared 
via corporate communications. 
 
10  Monitoring of Compliance 
 
The effectiveness of this policy will be measured by the following set of Key Performance 
Indicators: 
 

1. Percentage of deaths allocated within 3 days (standard = 98%) 
2. Percentage of deaths screened within 7 days (standard 95%) 
3. Percentage of reviews completed within 30 days of screening allocation (standard = 

80%) 
4. Percentage of deaths reviewed (standard = 100%) 
5. Percentage of avoidable deaths reported to NRLS, StEIS and Board (standard = 

100%) 
6. Percentage of improvements reported to Operations Board, Quality Committee and 

Board of Directors (standard = 100%) 
7. Percentage of auditable improvements where change has been assured (standard = 

95% within one year of change, although not every change will yield full assurance, 
requiring further cycles of improvement). 
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APPENDIX 1 – SCREENING TOOL 
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APPENDIX 2 – STRUCTURED JUDGEMENT REVIEW FORM 
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APPENDIX 3 - BESPOKE MORTALITY REVIEW TOOL 



 

Version No.1.3 
September 2017 

Mortality Review Policy  
Current version is held on the Intranet 

Check with Intranet that this printed copy is the latest issue 
Page 23 of 32 

 



 

Version No.1.3 
September 2017 

Mortality Review Policy  
Current version is held on the Intranet 

Check with Intranet that this printed copy is the latest issue 
Page 24 of 32 

 



 

Version No.1.3 
September 2017 

Mortality Review Policy  
Current version is held on the Intranet 

Check with Intranet that this printed copy is the latest issue 
Page 25 of 32 

 



 

Version No.1.3 
September 2017 

Mortality Review Policy  
Current version is held on the Intranet 

Check with Intranet that this printed copy is the latest issue 
Page 26 of 32 

 

APPENDIX 4   - SERIOUS INCIDENT PROCESS; INTEGRATION WITH MORTALITY 
REVIEW  

 

 
 
 

Figure 2 Figure 1 Figure 3 
Mortality review discloses 
an avoidable death not 

previously reported as a 
serious incident.  The 
avoidable death is the 

trigger for the root cause 
analysis. 

 

The serious incident 
process. 

Mortality review 
discloses an avoidable 

death previously 
reported as a serious 
incident.  A root cause 
analysis is underway.  
The mortality review 
compliments the 

ongoing investigation. 
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APPENDIX 5 - RESPONSIBLE, ACCOUNTABLE, CONSULTED, INFORMED MATRIX 
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APPENDIX 6 – NATIONAL QUALITY BOARD DASHBOARD 
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APPENDIX 7 – MORTALITY REVIEW PROCESS 
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APPENDIX 8 – CONCERNS RAISED BY BEREAVED FAMILIES OR CARERS 
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Endorsed by: 

Name of Lead Clinician/Manager 
or Committee Chair 
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