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1 Introduction 
 

1.1 After the events of Mid Staffordshire the then Prime minister asked 
Professor Sir Bruce Keogh, NHS Medical Director for England, to review 
14 hospital trusts national mortality records. The investigation looked 
broadly at the quality of care and treatment provided within these 
organisations and noted that the focus on combined mortality rates was 
distracting Boards from the practical steps that could be taken to reduce 
avoidable deaths in NHS hospitals.  
 
These findings were reinforced in the recent Care Quality Commission 
(CQC) report Learning, Candour and Accountability: A review of the way 
NHS trusts review and investigate the deaths of patients in England 2016. 
It showed that in some organisations learning from deaths was not being 
given sufficient priority and that valuable opportunities for improvements 
were being missed.  Importantly the CQC also point out that there is much 
more we can do to engage families and carers and recognise their 
insights and experiences are vital to our learning.  
 
The National Quality Board (NQB)  guidance on Learning from Deaths 
(2017) is the starting point to initiate a standardised approach across the 
NHS to the way NHS Trusts report, investigate and learn from patient 
deaths, which should lead to better quality investigations and more 
embedded learning. These reviews will provide the Trust with valuable 
information in deciding how avoidable the death may have been and how 
Executive Teams and Boards can use these findings.  
 
The Five Year Forward View for Mental Health identified that people with 
severe and prolonged mental illness are at risk of dying on average 15 to 
20 years earlier than other people therefore it is important that 
organisations widen the scope of deaths which are reviewed in order to 
maximize learning. 
 
We will make it a priority to work more closely with families and carers of 
patients who have died  and to ensure meaningful support and 
engagement with them at all stages, from the notification of the death of 
their loved one right through to actions taken following  from an 
investigation (if deemed appropriate).  
 
The Trust fully supports the approach it has developed with other mental 
health trusts in the North of England as part of our collaborative approach 
to learning from deaths.  The trusts participating are: 

 

 Bradford District Care NHS Foundation Trust 

 

 Cumbria Partnership NHS Foundation Trust 

 

 Humber NHS Foundation Trust 
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 Leeds and York Partnership NHS Foundation Trust 

 

 Cumbria Northumberland, Tyne and Wear NHS Foundation Trust 

 

 Rotherham, Doncaster and South Humber NHS Foundation Trust 

 

 Sheffield Health & Social Care NHS Foundation Trust 

 

 South West Yorkshire Partnership NHS Foundation Trust 

 

 Tees, Esk and Wear Valley NHS Foundation Trust 

 
Working collaboratively will enable shared learning and good practice, 
valid comparisons across organisations and shared capacity.  
 
This policy sets out the principles that guide our work and how we will 
implement them.  
 
This policy should be read in conjunction with the Trust’s Incident Policy –  
CNTW(O) 05. 
 

  
2 Purpose 
 
2.1  Working with families/carers of patients who have died offers an invaluable 

source of insight to improve services. Therefore there is a need to ensure 
appropriate support is provided at all stages of the review process and an 
understanding that treating bereaved families/carers as equal partners in 
this process is vital. In line with the NQB guidance on Learning from 
Deaths, every Trust must have a policy in place that sets out how it 
identifies, reports, investigates and learns from a patient’s death. This 
should include the care leading up to the patient’s death and considering 
if this could have been improved. 

 
This policy informs the organisation of staffs’ roles and responsibilities 
relating to learning from deaths and promotes a culture of learning lessons. 
 

 

Learning from a review about the care provided to patients 
who die in our care is integral to the Trust’s governance 
and quality improvement work. 

 
 

The purpose of this policy is to set out the Trusts expectation / principles 
on how it responds to deaths in our care and identifies the scope of review 
for each death and how the trust will learn from them. 

This policy sets out how staff can support the involvement of families and 
carers when a death has occurred and how to engage with them to ensure 

https://www.cntw.nhs.uk/about/policies/incident-policy-practice-guidance-note/
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there are easy opportunities to discuss or ask questions about the care 
received by their loved one to their preferred timescale. 
 

2.2 Objectives 

 

While a focus on process is important, everything that is done should place 
emphasis on the outcomes of learning from deaths and supporting families 
and carers.   
 
The core objectives of this policy are:  
 

 To priorities and enable consistently effective, meaningful 
engagement and compassionate support between families, carers and 
staff that is open and transparent to allow them to raise questions 
about the care provided to their loved one.  

 

  To help to identify what can be improved to ultimately reduce the inequality 
in the life expectancy of people with a serious mental illness/learning 
disability. 

 

To standardise approaches to reviewing deaths across the northern cohort 
of mental health trusts in order to share information and key learning. To 
enhance learning at a personal, team and organisational level. 

 

  To ensure the Trust engages with other stakeholders (Acute Trusts, 
Primary Care, Public Health, Safeguarding, Health and Wellbeing Boards 
etc.) to work collaboratively, sharing relevant information and expertise to 
maximize learning from deaths. 

 

   To support the evaluation of the Trust’s approach to learning from deaths 
in line with the northern cohort of mental health trusts agreed principles.   

 
 
3 Duties, Accountability and Responsibilities 
 

This policy applies to all Trust staff with a responsibility for patient care as set 
out below. 
 

 

 The National Quality Board Guidance on Learning from Patients Deaths 
applies to all acute, mental health / learning disability and community 
NHS Foundation Trusts.  

 
 
3.1 Roles and Responsibilities 
 

Mortality governance is a priority for all Trust Boards and the learning from 
deaths framework places a greater emphasis on the importance of Board 
Leadership to ensure that learning from patient deaths becomes embedded in 
the organisation. 
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Role  Responsibility 
 

Chief Executive,  
Executive Trust 
Board Directors 
and Non-
Executive 
Directors 

 

 

Trust Boards are accountable for ensuring compliance with 
the 2017 NQB guidance on Learning from Deaths and 
working towards achieving the highest standards in mortality 
governance. They must ensure quality improvement remains 
key by championing and supporting learning that leads to 
meaningful and effective actions that continually improve 
patient safety and experience and supports cultural change. 
They can do this by demonstrating their commitment to the 
work e.g. spending time developing Board thinking; ensuring 
a corporate understanding of the key issues around the 
deaths of service users and by ensuring that sufficient priority 
and resource is available for the work.  

 

The Director of Nursing and Chief Operating Officer has been 
identified as the Board level Safety Director with 
responsibility for learning from deaths.  Additionally a named 
Non-Executive Director has been identified to take 
responsibility for oversight of progress and implementation of 
the trust approach in learning from deaths. 

 

The Board will ensure through receipt and consideration of 
the quarterly Safer Care Report evidencing that: 

 That robust systems are in place for reporting, 
reviewing and investigating deaths. 

 That bereaved families are engaged and supported.  

 That there is evident learning from deaths both 
internally and with our external partners and quality 
improvement is championed. 

 That processes focus on learning, can withstand 
external scrutiny, by providing challenge and support 
and assurance of published information including the 
learning from deaths dashboard 
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Role  Responsibility 
 

Locality Care 
Group Directors, 
Medical Staff, 
Associate 
Directors, Clinical 
Nurse Managers 
Modern Matrons, 
Ward and Team 
Managers and all 
Registered 
Nurses Allied 
Healthcare 
Professionals 

 
Staff should familiarise themselves with this policy and 
understand the process for learning from deaths. Identify the 
key changes required to implement this policy and ensure all 
appropriate action is taken;  
 
In conjunction with the Safety Team, to support staff to 
review and investigate deaths ensuring they have the time to 
carry this process out in skilled way to a high standard, and 
as part of that to:  

 Ensure staff have the right level of skill through 
training and experience; 

 To promote learning from deaths; 

 That sufficient time is assigned in local governance 
forums to outline and plan for any lessons learned;  

 To ensure that learning is acted on and there are 
improvements to care and services. 

 

The Safety Team The Safety Team has the responsibility to ensure: 

 New data is collected and published to monitor 
trends in deaths (April 2017 onwards) with Board 
level oversight of this process  

 Ensuring the Safeguard web based reporting 
system is used to its full potential to record deaths 
(expected and unexpected) in accordance with 
Trust policy.  

 Processing information consistently and precisely 
and in a meaningful way to fulfill governance 
processes required to ensure high standards in 
mortality governance are maintained. 

 To ensure that mortality dashboards are 
maintained and published. 

 

 

The Trust requires all staff to be open, honest and transparent about 
reporting deaths and engaging with families and carers, actively enabling 
them to ask questions about care and identify if care can be improved.   

 

 
 
 
 
 
 
 



CNTW(C)12 

6 
Cumbria Northumberland, Tyne and Wear NHS Foundation Trust 
CNTW(C)12 – Learning from Deaths Policy –- V02-Mar 2020 

 
 
4 Definition of Terms 
 
4.1 Explanation of terminology used within the policy. e.g. Stakeholder is used to 

refer to a person or group with a direct interest, involvement, or investment in 
the policy. For example employees, service users and/or carers, ethnic groups, 
local authorities.  Immediate Life Support is Emergency medical care for 
sustaining life, including defibrillation, airway management, and drugs and 
medications 

 
 
5 Encouraging a Learning from Deaths Culture 
 
5.1 The Trust should ensure that it builds systems and processes for managers and 

staff to feel confident to support families and carers as bereaved relatives. To 
enable questions relating to care and treatment prior to death to be asked and 
responded. 

 
5.2 Family Engagement 
 

 Dealing respectfully, sensitively and compassionately with families and carers 
when someone has died is crucially important. At times families may have 
questions, and/or concerns they would like answers to in relation to the care 
and treatment their loved one received but don’t always want to make a 
complaint.   
If you are reading this as a family member of someone who has recently died, 
and has received care from our Trust and you have anything you would like to 
discuss, you can contact us at patientsafetydl@CNTW.nhs.uk 
 

 
Where clinicians have had close contact with a service user and their 
family/carer, they will often be the first to offer condolences and support and to 
give appropriate information to those involved regarding the opportunity to be 
involved in the review of the care. 
 
There are however some circumstances where the Trust may find out about 
the death of a service user after some delay. In these circumstances a 
discussion should take place between the Safety Team and the clinical team 
involved to determine the best approach.  

 
It is understood that dealing with the death of a loved one is a sensitive matter 
for families, carers and staff and that all situations are different. Staff may need 
to offer the opportunity for on-going involvement in-keeping with the family’s 
needs and wishes.  

 
The Trusts approach should be to treat the family/carer as an equal in the 
review process from the beginning taking their views and opinions into account 
at each stage.  
 

mailto:patientsafetydl@ntw.nhs.uk
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Families/carers, should be invited to contribute to reviews. They should 
understand how they are going to be involved and their expectations should 
be managed appropriately and sensitively. This is important for ensuring that 
the service user is at the centre of the process. 

 
Families can choose how they wish to be involved, this may include:  

 Agreeing at the outset the level of information they wish to receive 
based on the questions they may have, this could include a full copy 
of any report if requested. 

 agreeing the level of the review / investigation (see 5.5)  

 contributing  to the terms of reference for serious incident reviews 

 providing evidence / contributions to the review or investigation e.g. 
providing a pen portrait of the person, time-line of events. 

 Providing an update on the initial findings of any review / investigation. 

 
If it is agreed that the family / carers will receive a full report, ideally this should 
be undertaken in a face to face meeting with a staff member talking the family 
member/carer through the report.  

 
To support families, we will provide a range of information for relatives that 
explains these processes and what they can expect.   

 
If the family member/carer decides they do not want to be involved in the 
review process staff should make it clear they can contact us at any time 
should their decision change and that any relevant information can still be 
shared. If the family does not want contact at all about the process or findings, 
this should be honoured and staff should record their wishes. 

 
Staff should be prepared for the types of questions that families may have such 
as: 

 Why is there an investigation? 

 Can I access the records for my relative? 

 Can I speak to the staff who were caring for my relative? 
 

One way to ensure that answers are provided to the questions that 
families/carers have is to ask them, at an early stage, what they want to know 
and to involve them in writing the terms of reference of any review or 
investigation. Further information and support can be accessed by the Safety 
Team. 
 
 

5.3   Identifying and Reporting Deaths 
 

The Trust has systems that identify and capture the known deaths of its service 
users on its electronic clinical record and where appropriate on its risk 
management systems. This is to help ensure that the Trust Board has a 
comprehensive picture of the deaths of all its services users and the 
opportunities to learn from them.  
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Trust staff must report deaths that they are made aware of on the risk 
management system within 24 hours of being informed and provide the cause 
of death where known.  Once the incident form is submitted, the Safety Team 
can offer support to the clinical about the appropriateness of contact.    
 
This applies to all deaths of patients open to all services including all 
patients who die within 6 months of discharge. 
 

 

All deaths that staff are made aware of must be 
reported through the web based incident system 
to start the process of learning from patient 
deaths.    

 
All incident reports for deaths are reviewed by the Safety Team on a daily 
basis and any unnatural unexpected deaths are taken forward through the 
Serious Incident process.  An update on all reported deaths is provided to 
Directors on a weekly basis including those that are subject to serious 
incident investigation, those that have been submitted to the Learning 
Disabilities Mortality Review Process (LeDeR) and all other natural deaths 
that may be subject to a mortality review. 

 
5.4 The Decision to Investigate or Review 

 
The Trust collects data on all known deaths and has a process in place to 
determine the scope of deaths which require further review or 
investigation. The information below sets out these processes in addition 
to the existing Serious Incident Framework – NHS England – March 2015. 
 
For people with a Learning Disability the Trust supports the approach of 
the LeDer program. 

 

 The NQB National Guidance on Learning from Deaths provides the 
context to the review or investigation of deaths and establishes a number 
of “must dos” in terms of investigations. These include:  
 

 All deaths where bereaved families and carers, or staff, have raised a 
significant concern about the quality of care provision 
 

 All in-patient, out-patient and community patient deaths of those with 
learning disabilities 
 

 All deaths in a service specialty, particular diagnosis or treatment group 
where an ‘alarm’ has been raised with the provider through whatever 
means 
 

 All deaths in areas where people are not expected to die, for example 
in relevant elective procedures 
 

 Deaths where learning will inform the provider’s existing or planned 
improvement work, for example if work is planned on improving sepsis 
care, relevant deaths should be reviewed, as determined by the 
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provider. To maximise learning, such deaths could be reviewed 
thematically 
 

 A further sample of other deaths that do not fit the identified categories 
so that providers can take an overview of where learning and 
improvement is needed most overall. This does not have to be a 
random sample, and could use practical sampling strategies such as 
taking a selection of deaths from each weekday. 

 
The NQB guidance requires that all inpatient, outpatient and community 
patient deaths of people with severe mental illness (SMI) should be subject 
to case record review. 
 
In relation to this requirement, there is currently no single agreed definition 
of which conditions/criteria would constitute SMI. The term is generally 
restricted to the psychoses, including schizophrenia, bipolar disorder, 
delusional disorder, unipolar depressive psychosis and schizoaffective 
disorder. It is acknowledged that there is substantive criticism of this 
definition; personality disorders can be just as severe and disabling, as 
can severe forms of eating disorders, obsessive compulsive disorder, 
anxiety disorders and substance misuse problems.    
 
Further national guidance is expected to clarify expectations about 
mortality review in mental health and community services in the future 
however in the meantime, trusts have been asked to use the above 
description of SMI.  
 
In order to support consistency in determining the scope of deaths for 
further review, the cohort of Northern Mental Health Trusts have agreed 
the following approach: 
 
Where the Trust provides a wide range of clinical services across inpatient, 
community and other provider organisations this can lead to both a degree 
of confusion as to who is responsible for the reporting and investigating of 
a patient’s death and the risk of double reporting and investigation. 
 
To support staff in their decision making staff should refer to the following 
guidelines. However if there is any doubt staff should contact their line 
manager for advice.   
     
A We are the main provider if at the time of death the patient was 

subject to: 
 

 An episode of inpatient care within our service. 

 An episode of community treatment under Care Programme Approach. 
An episode of community treatment due to identified mental health, 
learning disability or substance misuse needs.   

 A Community Treatment order.  

 A conditional discharge.  

 An inpatient episode or community treatment package within the 6 months 
prior to their death (Mental Health services only). 
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 Guardianship 

 

B Patients who meet the above criteria but are inpatients within another 
health care provider or custodial establishment at the time of their 
death.  

  
In these circumstances the death will be reported by the organisation under 
whose direct care the patient was at the time of their death. That organisation 
will also exercise the responsibilities under duty of candour.  However there will 
be a discussion to agree on if it is to be a joint or single agency investigation 
(this will be determined by the cause of death) and in the case of joint 
investigations who the lead organisation will be.  
   
C  Services provided by the Trust where we are not classed as the main     
     Provider. 
  
For the following services the Trust is only providing a small component of an 
overarching package of care and the lead provider is the patients GP. 
 

 Tissue viability 

 Dietetics 

 District Nursing 

 The drug and alcohol shared care services 

 Care home liaison 

 Acute hospital liaison 

 Community physiotherapy 

 Macmillan Nurses 

 Health Visitors 

 Podiatry 

 

D Exception  
 
In addition to the above, if any act or omission on the part of a member of Trust 
staff where we are not classed as the main provider is felt to have in any way 
contributed to the death of a patient, an investigation will be undertaken by the 
Trust. 
 
Where problems are identified relating to other NHS Trusts or organisations the 
Trust should make every effort to inform the relevant organisation so they can 
undertake any necessary investigation or improvement. A culture of 
compassionate curiosity should be adopted and the following questions should 
be asked: 
  

 Which deaths can we review together? 

 What could we have done better between us? 

 Did we look at the care from a family and carers perspective? 

 How can we demonstrate that we have learnt and improved care, systems 
and processes? 
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In addition the Northern Mental Health trusts have identified a number of 
potential triggers for a Review / Investigation.  These include deaths:  

 

 Where a Family / clinical staff / risk management staff flag or raise a concern 
 

 Where medication with known risks such as Clozapine was a significant part 
of the treatment regime   

 From causes or in clinical areas where concerns had already been flagged 
– (possibly at Trust Board level or via complaints or from data) 
  

 Where they had been subjected to a care intervention where death wouldn’t 
have been an expected outcome e.g. ECT, rapid tranquilisation 
 

 Where the service user had no active family or friends and so were 
particularly isolated e.g. with no one independent to raise concerns 

 

 Where there had been previous safeguarding and public protection 
concerns. 
 

 where there had been known delays to treatment e.g. assessment had taken 
place or a GP referral made but care and treatment not provided, or where 
there was a gap in services 
 

 Associated with known risk factors / correlations  

 

Also: 
 

 Particular causes of death e.g. epilepsy 
  

 Where a proactive initial assessment of a death has potentially identified that 
there was a deterioration in the physical health of a service user which wasn’t 
responded to in a timely manner 

 

 Random sampling. 

 

5.5 The Types of Review 
 

Practice varies across Trusts with regard to how deaths are reported and 
categorised. Each trust has core processes around: 

 

 An initial screen of each death e.g. at a weekly meeting, at a Huddle which 
will always necessitate the collection of core date around the service user 
and his or her death and sometimes the use of a structured tool 
  

 A way of making a judgement about which deaths are subject to further 
review which might be explicit and transparent against a set of criteria or 
sometimes more reliant on individual and clinical judgement 
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 A way of deciding the level of further review however this is described e.g. 
local review, clinical review. In this practice around the use of structured 
judgment review (SJR) is still emergent. 
 

 
Mortality Review 
 

            Following the Business Development Group Safety meeting any non-serious 
incidents deaths that require a review are discussed with the service and the 
review completed using an evidence based tool (available at appendix 3). 
Once this decision has been made then the family will be informed a review 
will be taking place and be asked how they would like to be involved.   

 
When the family/carers wish to be involved, their preference regarding how, 
when and where they want to engage will be paramount and built on the 
principles of compassionate engagement. A summary of any findings will always 
be prepared with or for the family.  

 
5.6 Governance process / ensuring Learning 
  

The prime objective of a Learning from Death Policy is that we can improve 
services and the experience of those services of the people that use them.  
 
We are working with eight other mental health trusts to develop a consistent 
framework around learning. This will focus on whether the activity  we do under 
the guidance of this policy (i.e. talking to the families of those who died, the 
investigations, thematic reviews, the analysis of data, the review of case notes 
including SJR) makes a difference. 
 
How we measure the impact of the work will develop over time as the 
information we access improves, as we evaluate the policy overall including 
feedback from families and as the national guidance emerges.  
 
We will all assess learning against a common framework that:  
 

 Identifies potential improvements  
 

 Develops a shared understanding of what these improvements might be 
across the trust 
 

 Leads to a series of actions locally, that should be able to be measured  
 

 Provides knowledge of the difference made by those actions   
 
We will take the opportunity to share learning with our partner trusts and other, 
local stakeholders. For example, there may be common issues we could 
commission thematic reviews of.  
 
The actual practice in each trust will differ for a variety of reasons: different 
cultures, priorities and ways of doing things. This co-existence of cohesion and 
diversity will be a strength as we will have the opportunity (through our continued 
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regional work) to share and learn from each other’s approaches and see which 
ones work best.  
 
The Trust will ensure that lessons learnt result in change in organisational 
culture and practice by; identifying themes and trends in formal meetings and in 
the Quality Account; commissioning thematic reviews on a regular basis by the 
Learning and Improvement Group and ensuring that associated action plans are 
implemented.  If this policy is successful we should not see a repeat of the same 
lessons to learn, but potential for lessons to change over time, and to decrease 
in significance. 
 

 
 
5.7 Data Reporting 
 

We will disseminate the learning from deaths across all appropriate clinical 
services by sharing the Safer Care report through the Corporate Decisions 
Team – Quality meeting, so that all Directors are appraised of the current 
learning from all activity, and can discuss this appropriately in the care groups 
governance groups. 
 
From April 2017 the Trust has published it’s Learning from Deaths information 
in the quarterly Safer Care report and it is available on the Trust Internet under 
the Board of Director papers.  

 

5.8 Definitions 

  

Term Definition 

Case record review  Reviewing case records/notes to determine whether there 
were any problems in the care provided to the patient who 
died in order to learn from what happened. The Royal 
College of Physicians Structured Judgement Review 
methodology provides an agreed template for this. 

Death due to a problem in 
care 

A death that has been clinically assessed using a 
recognized methodology of case record/note review and 
determined more likely than not to have resulted from 
problems in healthcare and therefore to have been 
potentially avoidable.  

Investigation  The act or process of investigating; a systematic analysis of 
what happened, how it happened and why.  This draws on 
evidence, including physical evidence, witness accounts, 
policies and procedures, guidance, good practice and 
observation – in order to identify the problems in care or 
service delivery that preceded an incident to understand 
how and why it occurred. 
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6 Identification of Stakeholders 
 

This is a reviewed Policy that relates to operational and / or clinical practice 
and was previously circulated to the following for a two week consultation 
period: 

 

 North Locality Care Group 

 Central Locality Care Group 

 South Locality Care Group 

 North Cumbria Locality Care Group 

 Corporate Decision Team 

 Business Delivery Group 

 Safer Care Group 

 Communications, Finance, IM&T 

 Commissioning and Quality Assurance 

 Workforce and Organisational Development 

 NTW Solutions 

 Local Negotiating Committee 

 Medical Directorate 

 Staff Side 

 Internal Audit 

 

 
7 Training 
 
 Levels of training are identified in the training needs analysis and are 

included within the Training Guide which can be accessed via this link: 
 

http://nww1.ntw.nhs.uk/services/index.php?id=3796&p=2780 

 
8 Implementation 
 

This Policy has been completely written in line with the current NHS England 
Serious Incident Framework (March, 2015) and National Guidance on 
Learning from Deaths (A framework for NHS Trusts and NHS Foundation 
Trusts on Identifying Reporting, Investigating and Learning from Deaths in 
Care) March 2017. 
 

9 Equality and Diversity  
 

In conjunction with the Trust’s Equality and Diversity Officer this policy has 
undergone an Equality and Diversity Impact Assessment which has taken into 
account all human rights in relation to disability, ethnicity, age and gender.  The 
Trust undertakes to improve the working experience of staff and to ensure 
everyone is treated in a fair and consistent manner. (See Appendix A)  

 
 
 
 
 

http://nww1.ntw.nhs.uk/services/index.php?id=3796&p=2780
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10 Fair Blame (mandated paragraph) 
 

The Trust is committed to developing an open learning culture.  It has endorsed 
the view that, wherever possible, disciplinary action will not be taken against 
members of staff who report near misses and adverse incidents, although there 
may be clearly defined occasions where disciplinary action will be taken. 

 
 
11 Fraud, Bribery and Corruption (Example of paragraph) 
 

In accordance with the Trust’s CNTW(O)23 – Fraud, Bribery and Corruption 
Policy, all suspected cases of fraud and corruption should be reported 
immediately to the Trust’s Local Counter Fraud Specialist or to the Executive 
Director of Finance. 

 
 
12 Monitoring 
 

Please refer to Appendix C 
 

 
13 Associated documents and Information 
 

This Policy document is to be read in conjunction with the Trust’s: 

Incident Policy: CNTW (O)05  

 

Duty of Candour Practice Guidance Note – PGN 06  

 

Learning Disabilities Mortality Review Process  

 

National Quality Board: National Guidance on Learning from Deaths 2017  

 

NHSE Serious Incident Framework 2015: Supporting learning to prevent 
recurrence  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://www.cntw.nhs.uk/about/policies/incident-policy-practice-guidance-note/
https://www.ntw.nhs.uk/about/policies/incident-policy-practice-guidance-note/
http://www.bristol.ac.uk/sps/leder/
https://improvement.nhs.uk/resources/learning-deaths-nhs/
https://improvement.nhs.uk/uploads/documents/serious-incidnt-framwrk.pdf
https://improvement.nhs.uk/uploads/documents/serious-incidnt-framwrk.pdf
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Appendix A 
 

Equality Analysis Screening Toolkit 

Names of Individuals 
involved in Review 

Date of Initial 
Screening 

Review Date Service Area / Locality 

Claire Taylor 
 

Mar 2020 Mar 2023 Trust-wide 

Policy to be analysed Is this policy new or existing? 

Learning From Deaths CNTW(C)12 V02 

What are the intended outcomes of this work? Include outline of objectives and function aims 

 
 
 

Who will be affected? e.g. staff, service users, carers, wider public etc 

 
 
 

Protected Characteristics under the Equality Act 2010. The following characteristics have protection 
under the Act and therefore require further analysis of the potential impact that the policy may have 
upon them 

Disability  Consider and detail any evidence on attitudinal, physical and social barriers. 

Sex  Consider and detail any evidence on men and women (potential to link to 
carers below). 

Race  Consider and detail any evidence on difference ethnic groups, nationalities, 
Roma gypsies, Irish travellers, language barriers. 

Age  Consider and detail any evidence across age ranges on old and younger 
people. This can include safeguarding, consent and child welfare. 

Gender reassignment  

(including transgender) 

Consider and detail any evidence on transgender and transsexual people. This 
can include issues such as privacy of data and harassment. 

Sexual orientation. Consider and detail any evidence on heterosexual people as well as lesbian, 
gay and  bi-sexual people 

Religion or belief  Consider and detail any evidence on people with different religions, beliefs or 
no belief. 

Marriage and Civil 
Partnership 

Consider and detail any evidence on working arrangements 

Pregnancy and maternity 

 

Consider and detail any evidence on working arrangements, part-time working, 
infant caring responsibilities. 

Carers  Consider and detail any evidence on part-time working, shift-patterns, general 
caring responsibilities. 
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Other identified groups  Consider and detail other groups experiencing disadvantage and barriers to 
access. 

 

How have you engaged stakeholders in gathering evidence or testing the evidence available?  

 
 

How have you engaged stakeholders in testing the policy or programme proposals?  

 

For each engagement activity, please state who was involved, how and when they were engaged, 
and the key outputs: 

 

Summary of Analysis Considering the evidence and engagement activity you listed above, please 
summarise the impact of your work. Consider whether the evidence shows potential for differential impact, 
if so state whether adverse or positive and for which groups. How you will mitigate any negative impacts. 
How you will include certain protected groups in services or expand their participation in public life. 

 

Now consider and detail below how the proposals impact on elimination of discrimination, 
harassment and victimisation, advance the equality of opportunity and promote good relations 
between groups. Where there is evidence, address each protected characteristic 

Eliminate discrimination, harassment and 
victimisation  

 

Advance equality of opportunity   

Promote good relations between groups   

What is the overall impact?  

 

Consider whether there are different levels of access 
experienced, needs or experiences, whether there are 
barriers to engagement, are there local variations and 
what is the combined impact? 
 
 

Addressing the impact on equalities  
Please give an outline of what broad action you or any 
other bodies are taking to address any inequalities 
identified through the evidence. 
 
 
 

From the outcome of this Screening, have negative impacts been identified for any protected 
characteristics as defined by the Equality Act 2010? 
 

If yes, has a Full Impact Assessment been recommended?  If not, why not? 
 

Manager’s signature:     Claire Taylor                                                 Date: Mar 2020 
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Appendix B 
Communication and Training Check list for policies 

 
Key Questions for the accountable committees designing, reviewing or agreeing a 

new Trust policy 
 

Is this a new policy with new training 
requirements or a change to an existing policy? 

New Policy  

No new training requirements 

If it is a change to an existing policy are there 
changes to the existing model of training 
delivery? If yes specify below. 

All staff will need to be aware of this new 
policy on National Guide on Learning from 
Deaths document 

Are the awareness/training needs required to 
deliver the changes by law, national or local 
standards or best practice? 

Please give specific evidence that identifies the 
training need, e.g. National Guidance, CQC, 
NHS Resolutions etc.  

Please identify the risks if training does not 
occur.  

The requirement to report incidents is 
covered by current United Kingdom Health 
and Safety Legislation as well as a number 
of National Standards, which are listed in 
the references section of this policy. 

In order to create this policy it has been 
necessary to create a single risk 
management process and single incident 
report form. 

Please specify which staff groups need to 
undertake this awareness/training. Please be 
specific. It may well be the case that certain 
groups will require different levels e.g. staff 
group A requires awareness and staff group B 
requires training.  

As identified in the Training Needs Analysis 

Is there a staff group that should be prioritised 
for this training / awareness?  

As identified in the Training Needs Analysis 

Please outline how the training will be delivered. 
Include who will deliver it and by what method.  
 
The following may be useful to consider: 
Team brief/e bulletin of summary 
Management cascade 
Newsletter/leaflets/payslip attachment 
Focus groups for those concerned 
Local Induction Training 
Awareness sessions for those affected by the 
new policy 
Local demonstrations of techniques/equipment 
with reference documentation 
Staff Handbook Summary for easy reference 
Taught Session  
E Learning 

ALL, with priority given to the following:- 
 
Statutory Mandatory Training 
Induction Training 
Staff Handbook 

Please identify a link person who will liaise with 
the training department to arrange details for the 
Trust Training Prospectus, Administration needs 
etc.  

Claire Taylor 
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Appendix B – continued 

 

Training Needs Analysis 

 

Staff/Professional Group Type of 
training 

Duration 
of 

Training 

Frequency of Training 

 

All clinical and administration staff need to be aware of the policy requirements 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 



CNTW(C)12 

20 
Cumbria Northumberland, Tyne and Wear NHS Foundation Trust 
CNTW(C)12 – Learning from Deaths Policy –- V02-Mar 2020 

 
Appendix C 

Monitoring Tool 
 
Statement 
 

The Trust is working towards effective clinical governance and governance systems.  To 
demonstrate effective care delivery and compliance, policy authors are required to include how 
monitoring of this policy is linked to auditable standards/key performance indicators will be 
undertaken using this framework. 
 

Learning from Deaths Policy -  Monitoring Framework 

Auditable Standard/Key 
Performance Indicators 

Frequency/Method/Person 
Responsible 

Where results and any 
Associate Action plan 
will be reported to 
implemented and 
monitored; (this will 
usually be via the relevant 
Governance Group). 

1 
Safer Care Reporting 
Processes 

Monthly / Head of Safety and 
Security / Patient Safety 
Manager 
 

Corporate Decisions Team – 
Quality 
Locality Care Group _ Quality 
Meeting 

2 Number and timeliness of 
Incident Reports 

Monthly / Head of Safety and 
Security 

Corporate Decisions Team – 
Quality 

3 
Safer Care Report for 
Board of Directors 

Quarterly / Head of Safety and 
Security 
 

Board of Directors 

4 
External scrutiny from 
the NECS / 
Commissioner for StEIS 
Reportable Incidents and 
their timescales 

Monthly / CCG Quality and 
Contract Groups / Head of 
Clinical Risk and Investigations 

NECS / Commissioners 
external assurance of 
processes 

5 
Performance 
management through 
incidents reported 
through to external 
agencies such as Health 
and Safety Executive, 
NHS Protect, and 
National Reporting and 
Learning Service, Care 
Quality Commission in 
line with national 
requirements 

Monthly / 6 monthly / NRLS 
Annually. 
 
As required for Health and 
Safety Executive 
 
As required for Care Quality 
Commission 
 
Head of Safety and Security / 
Head of Clinical Risk and 
Investigations 

National body assurance 
processes in line with 
legislation, quality standards 

The Author(s) of each policy is required to complete this monitoring template and 
ensure that these results are taken to the appropriate Quality and Performance 
Governance Group in line with the frequency set out.  
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Appendix1 

 

Mortality Review  

Death of a patient in our care or has used services within the last 6 months 

Expected natural death -(EN1) -A death that was 
expected to occur in an expected time frame. e.g. 
people with terminal illness or within palliative care 
services. 
These deaths may not be investigated 
These deaths are unlikely to be preventable. 

Expected unnatural death -(EU) A death that was 
expected but not from the cause expected or 
timescale. E.g. some people who misuse drugs, are 
dependent on alcohol or with an existing disorder. 
These deaths should be investigated. 
Some may have been preventable. 

Unexpected natural death (UN1); any unexpected 
death which are from a natural cause e.g. a sudden 
cardiac condition or stroke 
. These deaths should be reviewed and some may 
need an investigation 
Some of these deaths may have been preventable. 

Unexpected natural death-(UN2) An unexpected 
death from a natural cause but didn't need to be e.g. 
some alcohol dependence and where there were 
may have been care concerns. 
These deaths should be reviewed and a proportion 
will need to be investigation 
Likely to be preventable 

Expected natural death-(EN2) -A death that was 
expected but was not expected to happen in the time 
frame. E.g. someone with cancer or liver cirrhosis 
who dies earlier than anticipated. 
These deaths should be reviewed and in some cases 
would benefit from further investigation. 
Some deaths may be preventable. 

Unexpected unnatural death  (UU) An unexpected 
death from unnatural causes e.g. suicide, homicide, 
abuse, neglect - BRIEFING PAPER 
These deaths are like to need investigation 
SI review/Directors Panel 
Always: proximity to care, inpatient, children, in 
public interest, detention 

Being open - make contact with the family/ significant 
others to offer condolences and offer support to the family. 
1. Expected natural death -no action needed or 
consideration of mortality review 
2. Meets Serious Incident threshold- -death reported to 
Clinical Commissioning Group as Serious Incident and 
investigation undertaken 
3. Meets Significant Incident threshold-Level 3 - 
Comprehensive review by service 
4. Review of expected natural, expected unnatural, 
expected natural, unexpected natural for consideration of 
mortality review using a structured case note methodology 
and or significant event analysis/serious incident 

Feedback to Learning and Improvement Group 
1. SI report - complex internal investigation within 60 Days 
2. Level 3 
3. Mortality review 

All mortality reviews shared at Learning & Improvement -Bi 
Monthly Quarterly feedback on all Sis, Level 3 and 
mortality reviews to CDTQ and Trust Board in the quarterly 
Patient Safety Report 

Duty of Candour 
1.Be Open -Meet with the family and 
explain what has happened as soon as 
reasonably practicable (Within 10 working 
days of the death occurring or becoming 
aware of the death)-Offer condolences and 
document within the  patient records. 
2. Explain to the family how the death will 
be investigated. 
3. Meet with the relevant persons/s to 
discuss the findings of the investigation. Be 
open and honest about the areas for 
learning and actions to be taken to prevent 
reoccurrence. 
4. Follow up the meeting in writing, 
confirming the findings and areas for 
learning/actions to be taken following the 
death. 
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Appendix 2 

Structured Judgement Review 
 
 

 Using the structured Judgement Review method-A clinical governance guide to mortality 
case record reviews 

 
 Using the structured Judgement Review method- A guide for reviewers 

 
 Using the structured Judgement Review method-Data Collection Form  

 
*Links accessed on 04.3.2020  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://www.rcplondon.ac.uk/sites/default/files/media/Documents/NMCRR%20clinical%20governance%20guide_1.pdf?token=AS-qWBcA
https://www.rcplondon.ac.uk/sites/default/files/media/Documents/NMCRR%20clinical%20governance%20guide_1.pdf?token=AS-qWBcA
https://www.google.co.uk/url?sa=t&rct=j&q=&esrc=s&source=web&cd=4&cad=rja&uact=8&ved=0ahUKEwiV1vrtrZDWAhXhAcAKHaegAhEQFgg7MAM&url=https%3A%2F%2Fwww.rcplondon.ac.uk%2Ffile%2F5067%2Fdownload%3Ftoken%3DJIl2deHy&usg=AFQjCNH1cZ30iFJvB8RByLIzh-6t6xHh9Q
http://improvementacademy.org/documents/Projects/avoidable_mortality/NMCRR%20data%20collection%20sheet%20England.pdf

