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CATEGORY OF PAPER 
Specific action 
required:   Provides Assurance:  For Information:  

 
Board of Directors’ Meeting – 24/05/2018 

Report title: Learning From Policy 

Purpose of report: 
To provide assurance on the Trust’s Learning From deaths Policy 
following the National Quality Board published National Guidance on 
Learning from Deaths 

. 

The purpose of the Responding to Deaths Policy is to describe the 
process by which all deaths in care are identified, reported and 
investigated. It aims to strengthen arrangements, where appropriate, to 
ensure learning is shared and acted upon. It seeks to ensure the Trust 
engages meaningfully and compassionately with bereaved families and 
carers and supports staff to find all opportunities to improve the care the 
NHS offers by learning from deaths. 

For many people death under the care of the NHS is an inevitable 
outcome and they experience excellent care from the NHS in the 
months or years leading up to their death. However some patients 
experience poor quality provision resulting from multiple contributory 
factors, which often include poor leadership and system-wide failures. 
NHS staff work tirelessly under increasing pressures to deliver safe, 
high-quality healthcare. When mistakes happen, providers working with 
their partners need to do more to understand the causes. The purpose 
of reviews and investigations of deaths is to learn in order to prevent 
recurrence. Reviews and investigations are only useful for learning 
purposes if their findings are shared and acted upon 

 

 

Issue previously considered by: Clinical Effectiveness Group, Quality Committee and Executive Team  

Recommended actions: For information only 

Sponsor / approving director: Medical Director 

Report author: Clinical Effectiveness Manager 

Governance and assurance 

Link to Trust corporate objectives: 
(please tick) 

1 2 3 4 5 6 

         

Link to CQC / KLOE: 
(please tick) 

Caring Responsive Effective Well Led Safe 

     

Link to Trust values: 
(please tick) 
 
 
 

Pride Strive for 
excellence Respect Compassion 

Take 
responsibility 

& be 
accountable 

Make a 
difference – 

day in & 
day out 

      



Policy Template 

Version No. 2  Page 2 of 20 
 

(Please explain how this paper supports the 
application of the Trust’s values in practice) 
 

 

Any relevant legal / statutory issues? 
 N/A 

Equality analysis completed 
If this is not relevant please explain 
why: 

Yes No Not Relevant 

    

      

Key considerations Details 

Confirm whether any risks that have 
been identified have been recognized 
on a risk register and provide the 
reference number: 

. 

Please specify any Financial 
Implications 
 
Please explain whether there are any 
associated efficiency savings or 
increased productivity opportunities? 

Business case has been approved for a temporary Band 6 clinician to 
assist with this and the audit on long waits. 

 

Are any additional resources required 
e.g. staff capacity? 

As above  

Is there any current or expected 
impact on patient 
outcomes/experience/quality? 

It is envisaged this will have a positive impact on patients  

Specify whether appropriate clinical 
and/or stakeholder engagement has 
been undertaken: 
(stakeholders could include staff, other Trust 
departments, providers, CCGs, patients, carers or 
the general public) 

      

Are there any aspects of this paper 
which need to be communicated to 
our stakeholders (internal or 
external)? 
(Please tick – if ‘yes’ then please complete all 
boxes. Please briefly specify the key points for 
communication and ensure the Comms team are 
informed via mailto:publicrelations@neas.nhs.uk) 

Yes No Positive Negative 

      
Proactive Reactive Internal External 

     

Please enter specified points 

 
 

*The Trust corporate objectives are: 
 
1. To continuously improve the quality and safety of our services, ensuring the CQC fundamental 

standards are achieved and patient outcomes are improved. 

mailto:publicrelations@neas.nhs.uk
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2. To achieve financial break-even position in 2017/18. 
3. To improve organisational culture, aligned to Trust mission, vision and values to achieve delivery 

of our strategy. 
4. Develop a future workforce with the correct staffing levels and skill mix across both clinical and 

non-clinical functions to support safe, effective and compassionate care and employee well-being. 
5. To deliver the agreed Transformational and Vanguard programmes. 
6. To plan, agree and implement a front line operational delivery model aligned to current and future 

need and planned performance improvement. 
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Learning from Deaths 
Document Control Sheet 
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Version Number  01 

Document Author Clinical Effectiveness Manager 

Lead Executive Director Sponsor Medical Director 

Ratifying Committee Quality Committee 

Date Ratified Click here to enter a date. 

Date Policy Effective From Click here to enter a date. 

Next Review Date  Click here to enter a date. 

Keywords   

Unless this copy has been taken directly from the Trust Quality Management site (Q-Pulse) 
there is no assurance that this is the most up to date version.  
This policy supersedes all previous issues.   
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Version Control - Table of Revisions 
All changes to the document must be recorded within the ‘Table of Revisions’.  
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number 

Document 
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Description of change and reason (e.g. initial 
review by author/ requested at approval 
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Author/ 
Reviewer  
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revised 

     

     

     

     

     

 
This page should not be longer than one single page. 
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1. Introduction 
The National Quality Board published National Guidance on Learning from Deaths: A 
Framework for NHS Trust and NHS Foundation Trusts on Identifying, Reporting, 
Investigating and Learning from Deaths in Care. The First Edition was released in 
March 2017. One of the regulations set out in this guidance (Chapter 1 sections 6, 12 
and Annex C – Responding to Deaths) states that “Each Trust should have a policy in 
place that sets out how it responds to the deaths of patients who die under their 
management and care.” This policy closely follows the detailed guidance set out in 
Annex C. NHS Improvement and the Care Quality Commission stipulate that the 
Responding to Deaths Policy should be approved and in place in Trusts by September 
2017. 

2. Purpose 
The purpose of the Responding to Deaths Policy is to describe the process by which 
all deaths in care are identified, reported and investigated. It aims to strengthen 
arrangements, where appropriate, to ensure learning is shared and acted upon. It 
seeks to ensure the Trust engages meaningfully and compassionately with bereaved 
families and carers and supports staff to find all opportunities to improve the care the 
NHS offers by learning from deaths. 

For many people death under the care of the NHS is an inevitable outcome and they 
experience excellent care from the NHS in the months or years leading up to their 
death. However some patients experience poor quality provision resulting from 
multiple contributory factors, which often include poor leadership and system-wide 
failures. NHS staff work tirelessly under increasing pressures to deliver safe, high-
quality healthcare. When mistakes happen, providers working with their partners need 
to do more to understand the causes. The purpose of reviews and investigations of 
deaths is to learn in order to prevent recurrence. Reviews and investigations are only 
useful for learning purposes if their findings are shared and acted upon 

3. Scope 

The policy applies to all staff, volunteers and contractors who are providing clinical 
care to patients. 

 

4. Definitions 
Refer to section 5.6 Glossary of Terms 
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5. Duties - Roles & Responsibilities 
 Trust Board 

The Trust Board is responsible for gaining assurance that this policy is complied with. 

 Chief Executive 

The Chief Executive is ultimately responsible for the statutory duty of quality and takes 
overall responsibility for the standard of patient care that NEAS delivers to patients. 

 Medical Director 

The Medical Director has delegated responsibility from the Chief Executive to be the Board 
lead for Learning from Deaths; to take responsibility for the Responding to Deaths policy; to 
publish, through a quarterly paper to the Public Board meeting, estimates of the number of 
avoidable deaths; to ensure that from June 2018 the annual Quality Account summarises the 
data published by the Board, including learning and action as a result of this information and 
an assessment of the impact of actions that the Trust has taken. 

 Lead Consultant Paramedic 

The Medical Director and lead Consultant Paramedic have responsibility for providing 
support, guidance and direction to the Trust in respect of the clinical standard of 
practice for the management of cardiac arrest and the recognition of life extinct. 

 Chief Operating Officer 

To ensure all operational staff are supported to fulfil their duty to engage in responding to 
deaths; to identify specific Operational Staff  to be involved in case record reviews and 
investigations and to meet the Duty of Candour requirements. 

 Director of Finance 

To ensure adequate resources are made available to enact the Responding to Deaths policy 
and other requirements such as set out in the Quality Account regulations. 

 Director of Strategy, Transformation and Workforce 

To ensure HR policies make it clear that clinical staff have a duty to engage in learning from 
deaths, to contribute to case record review and investigations when required and to fulfil 
Duty of Candour requirements 

 All staff 

All staff, Employees, Volunteers and Contractors, have a duty to engage in responding 
to deaths; to be involved in case record reviews and investigations as required and to 
meet the Duty of Candour requirements. 

6. Glossary of Terms 
This policy uses the following terms: 
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Term Description 

Case record review The application of a case record/note review to determine 
whether there were any problems in the care provided to the 
patient who died in order to learn from what happened. The 
review should use a recognized methodology of case record 
review, for example Structured Judgement Review delivered 
by the Royal College of Physicians or the PRISM 
methodology. This policy identifies two main types of case 
record review – a concise first stage review designed to be 
used in all deaths to identify any deaths that warrant a more 
in-depth second stage review that identifies whether the 
death is due to a problem in care. 

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

Death due to a 
problem in care 

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

Duty of Candour Health and Social Care Act 2008 Regulation 20. The intention 
of this regulation is to ensure that providers are open and 
transparent with people who use services and other 'relevant 
persons' (people acting lawfully on their behalf) in general in 
relation to care and treatment. It also sets out some specific 
requirements that providers must follow when things go wrong 
with care and treatment, including informing people about the 
incident, providing reasonable support, providing truthful 
information and an apology when things go wrong 

ePCR The Electronic Patient Care Record (ePCR) is the primary 
mecahnsm by which Emergency Care Staff document the 
assessment, treatment and disposition of patients 

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, 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. The process aims to identify what may need to 
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Term Description 

change in service provision in order to reduce the risk of future 
occurrence of similar events. The Serious Incident Policy 
details the process of investigation, including the different 
levels of investigations required in specific circumstances  

ROLE The process of recognising life extinct, when a none medical 
practitioner is on scene and identifies that the patient is 
beyond resuscitation.  

Ulysses This is the trusts incident reporting system. 

7. General Policy 
 Recognition of Life Extinct 

When a death occurs the attending clinician has a duty to inform the coroner, except where 
the patients GP has confirmed they are willing to complete the Death Certificate. The Trust is 
developing a process to ensure that bereaved families are informed that the Trust reviews all 
deaths; this does not mean that there has been a problem in care, but if a significant problem 
is identified that was not known about at the time of death that they can chose to be informed 
about this.  
 

 First stage case record review 

It is intended that all deaths that have occurred whilst a patient is in receipt of care from the 
Trust will receive a first stage case record review. The initial first stage review will identify 
whether there is any reason why a more in-depth review would be potentially useful. On 
average, this first stage review will take about 15 minutes and should seek to identify any 
areas where there could be a problem in the care of the patient, such as a delay in responding, 
problems in the recognition of deterioration, or in the care delivered (this list is indicative, it 
is not intended to be exhaustive – clinical judgement will always be required to identify when 
a second stage review would be potentially helpful). Brief details of the review should be 
recorded in the Trusts case record review system (see below). 
 

 Recording the reviews  

All reviews will be documented within a database in order to identify how many cases 
have received a first stage and/or second stage review.  It will also capture who has 
undertaken the review and the conclusions of the reviewer.  An example of a mortality 
database is Assure RCR (see below). 
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 Clarity: Assure RCR 

The Trust are investigating the possibility of using a secure, on-line database (called Assure 
RCR) to facilitate the process of case record review. This system was developed with the help 
colleagues across the region and with funding from the Academic Health Science Network 
for the North East and North Cumbria. The system can be linked to the ePCR system so that 
the Trust can reliably identify all deaths of patients in their care and within 24 hours of 
arriving in hospital. It allows deaths to be allocated (and re-allocated where necessary) to 
clinical teams for first stage case record review and to mortality review group as appropriate. 
The link also allows basic factual information about a patient to be pre-populated into the 
review, saving time for clinical reviewers. The system records reviewers’ judgements of the 
preventability of deaths (as required for publication – see section on Governance and 
Accountability) and qualitative elements of the review that are suitable for identifying 
problems in care and opportunities for improving care. All case record reviews will, in time, 
need to be recorded in the system.  

 Investigations 

All deaths are cross referenced to the Trust’s incident reporting system (Ulysses) to identify 
any death which has an incident related to it. Where an incident has been recorded, second 
stage case record review will be carried out in order to judge whether the incident was part of 
a problem in care that contributed to the patient’s demise. Second stage reviews will also be 
carried out for an patient identified as suffering from a learning difficulty and this will also be 
reported to the LEDER network. 
Case record review is not a replacement for investigation, which includes root cause analysis 
(RCA), which involves reviews of case records but goes beyond this to include discussions 
with staff. Second stage case record reviews may identify the need for incident reporting and 
subsequent investigation, in line with Trust Policies. 
 

 Cross-system Reviews and Investigations 

In many circumstances organisations other than the Trust are involved in the care of a patient 
who dies whilst in the care of the Trust, with the most common ones being secondary care, 
primary care, and mental health services. In the past, case record review has largely been 
restricted to a review of records held by the Trust however it is sometimes possible to identify 
problems in care at earlier stages of care. In the last few years it has been possible to ask for 
reviews to be carried out by other organisations, however this has largely been restricted to 
other acute Trusts and the National Quality Board’s regulations make it clear that the NHS 
needs to substantially strengthen arrangements. As these arrangements come into place, it is 
expected Trust staff will engage with cross-system reviews and investigations as required. 
 

 Duty of Candour 
In most cases, problems in the delivery of care are known to the team managing the care of a 
patient at the time of their death and suitable discussions should be held with the bereaved 
family at the time or as soon as practical afterwards. However case record review or 
investigation can identify problems that were not known about at the time and where it would 
be appropriate in line with our statutory duty to inform the families. 
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 Learning from deaths 

The purpose of reviews and investigations into deaths, where problems in care might have 
contributed to the death, is to learn in order to prevent recurrence. Reviews and investigations 
are only useful for learning purposes if their findings are shared and acted upon. It is beyond 
the scope of this policy to outline all the organisational and educational mechanisms that can 
be employed to do this. However, it is clear that case record reviews and investigations must 
include summaries of the lessons that need to be learnt and disseminated. The Trust will 
collate themes and report on action taken as a result. 
 

 Governance and Accountability arrangements 

 
Board Leadership will be provided by a Non-Executive Director and the Medical Director. 
The public section of the Trust Board will receive a quarterly report detailing the 
implementation of this policy in relation to deaths, reviews, investigations and learning to 
ensure the executives remain aware and non-executives can provide appropriate challenge. 
Specifically, the paper will include a dashboard, as set out by the National Quality Board 
regulations, detailing for the previous quarter, the number of deaths, the proportion reviewed 
and the percentage where a problem in care was identified and where reviewers judged that 
the death had a greater than 50/50 chance of being preventable. 
 
All aspects of the Trusts approach to learning from deaths will be overseen by the Mortality 
Surveillance Group (MSG) which reports via Quality Governance Group. 
 
The annual Quality Account, from July 2018, will contain a section detailing how the Trust 
ensures that learning from reviews and investigations is acted on to influence sustainable 
change in clinical and organisational practice, to improve care. 
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8. Training Required for Compliance with this Policy 
All staff involved in the review of deaths should receive bi-annual training to ensure 
competency. 

9. Equality and Diversity 
This policy has had an equality assessment undertaken.   

10. Monitoring Compliance with and Effectiveness of 
this Policy 
 Compliance and Effectiveness Monitoring 

Arrangements for the monitoring of compliance with this policy and of the 
effectiveness of the policy are detailed below. 
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 Compliance and Effectiveness Monitoring Table for this policy 

Process in the 
policy 

Monitoring and audit 
Key Performance 
Indicators (KPI)/ 

Criteria  

Method Who By Committee  Frequency Learning/ Action Plan 

Stage 1 reviews 
undertaken 

The % of stage 1 reviews 
being undertaken. 

Report to Clinical 
Effectiveness Group 

Learning from 
Deaths Co-
ordinator 

Clinical 
Effectiveness 
Group 

Quartley  

Stage 2 reviews 
undertaken 

The % of stage 2 reviews 
being undertaken. 

Report to Clinical 
Effectiveness Group 

Learning from 
Deaths Co-
ordinator 

Clinical 
Effectiveness 
Group 

Quartley  
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11. Consultation and Review of this Policy 
This policy has been reviewed in consultation with medical directorate. 

12. Implementation of this Policy 
Enter text here.  

13. References 
This document refers to the following guidance, including national and international standards: 

CQC Learning, Candour and Accountability: http://www.cqc.org.uk/content/learning-candour-and-
accountability 
 
National Guidance on Learning from Deaths: https://www.england.nhs.uk/wp-content/uploads/2017/03/nqb-
national-guidance-learning-from-deaths.pdf  
 
National reporting dashboard: https://www.england.nhs.uk/wp-content/uploads/2017/03/nqb-learning-from-
deaths-dashboard.xlsx  
 
Health and Social Care Act 2008: http://www.legislation.gov.uk/ukpga/2008/14/contents  
 

14. Associated Documentation 
This policy refers to the following Trust documents: 

• Recognition of Life Extinct Policy 

• Serious Incident Policy  

  

http://www.cqc.org.uk/content/learning-candour-and-accountability
http://www.cqc.org.uk/content/learning-candour-and-accountability
https://www.england.nhs.uk/wp-content/uploads/2017/03/nqb-national-guidance-learning-from-deaths.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/03/nqb-national-guidance-learning-from-deaths.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/03/nqb-learning-from-deaths-dashboard.xlsx
https://www.england.nhs.uk/wp-content/uploads/2017/03/nqb-learning-from-deaths-dashboard.xlsx
http://www.legislation.gov.uk/ukpga/2008/14/contents
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15. Appendices 
Appendix A ROLE Form  
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 Recognition of Life Extinct Form   
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 Appendix B : Process 
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 Appendix C 
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