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1.0 Introduction
Sussex Partnership NHS Foundation Trust (the Trust) is committed to providing a
safe environment for its patients, staff and visitors and to delivering high standards
of care. Central to this ethos is putting patients, families and carers at the centre of
everything we do.
In March 2017, the National Quality Board published the Learning from Deaths
guidance which builds on the recommendations of the Mazars report into Southern
Health (Dec 2015), the CQC’s Learning, Candour and Accountability publication
(Dec 2016) and the Learning Disability (LeDeR) Programme (2017) placing a
significant responsibility on Trusts to ensure a proportion of unexpected natural
causes deaths are reviewed of people receiving care.
The National Quality Board’s Learning from Deaths guidance (March 2017) requires
all Acute, Mental Health and Community Trusts to review a percentage of
unexpected natural causes deaths.
The Learning from Deaths framework states that mental health and physical health
are closely linked with people with severe mental health problems being at risk of
dying 15-20 years sooner than other citizens. As a consequence, the Learning
from Deaths framework recommends Mental Health and Learning Disability Trusts
should carefully consider which categories of outpatients and/or community patients
are included within the scope of review, taking a proportionate approach and in
particular consider the premature death of those with a mental disorder and the
increased risk of those with physical and mental health difficulties.
Reviewing the care of people who have died due to unexpected physical health
conditions aims improve the care for all service users experiencing a severe mental
health problems or a learning disability. Where they are concerns in regards to the
provision of care or lessons learnt, these are shared and acted upon in a
meaningful way.
1.1 Purpose of policy
The purpose of this policy is to ensure all unexpected physical health related deaths
are reported and investigated appropriately and proportionately to their level of
severity. The Trust will implement the requirements outlines in the Learning from
Deaths (2017) framework as part of the Trusts existing procedures to learn and
continually improve the quality of the care provided to all patients.
The National Quality Board guidance on Learning from Deaths (2017) seeks to
support healthcare providers to ensure robust systems are in place for reporting,
investigating and responding to mortality reviews so that lessons are learnt and
appropriate actions are taken to improve the health outcome of people with serious
mental illness and/or learning disabilities.
This policy describes the Trust's processes for responding to the death of an
individual with a learning disability or severe mental illness. It will also include the
process for determining the categories and scope of deaths requiring a mortality
review.
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1.2 Definitions
1.2.1 Patient Safety Incident
A patient safety incident is any unintended or unexpected incident which could have
led or did lead to harm for one or more patients receiving NHS care.
1.2.2 Level of Investigation
The Learning from Deaths framework defines three levels of scrutiny that a provider
can apply to the care provided to someone who dies:
i.
ii.
iii.

Death Certification
Case Record Review
Investigation

1.2.3 Death Certification
The process of certifying, recording and registering death, the causes of death and
any concerns about the care provided. This process includes identifying deaths for
referral to the coroner.
1.2.4 Case Record Review Concise (Mortality Review Appendix 2- Mental Health and
Learning Disability)
A structured desktop review of a case record/note, carried out by clinicians, to
determine whether there were any problems in the care provided to a patient. Case
record review is undertaken routinely to learn and improve in the absence of any
particular concerns about care. It can also be completed where concerns exist, such
as when bereaved families or staff raise concerns about care. The aim of the review
will be to establish lessons learnt, areas of good practice and to share these via
agreed mechanisms.
1.2.5 Case Record Review Comprehensive (Mortality Review -Appendix 3 Mental
Health and Appendix 4 - Learning Disability)
A systematic exercise to review a series of individual case records using a structured
or semi-structured methodology to identify any problems in care and to draw learning
or conclusions to inform any further action that is needed to improve care within a
setting or for a particular group of patients. This is a more detailed review of the care
and is utilised when potential concerns in care are noted. The aim of the review will be
to establish lessons learnt, areas of good practice and to share these via the agreed
mechanisms.
1.2.6 Serious Incident Investigation
The National Guidance on Learning from Deaths (2017) and the Serious Incident
Framework (2015) are complementary.
Incidents in healthcare are adverse events, where the consequences to patients,
families and carers, staff or organisations are so significant, or the potential for
learning is so great, that a heightened level of response is justified. Serious Incidents
include acts or omissions in care that result in unexpected or avoidable death,
unexpected or avoidable injury resulting in serious harm – including those where the
injury required treatment to prevent death or serious harm – abuse, Never Events,
incidents that prevent (or threaten to prevent) an organisation’s ability to continue to
deliver an acceptable quality of healthcare services, and incidents that cause
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widespread public concern resulting in a loss of confidence in healthcare services. See
the Incident and Serious Incident Policy and Procedure for guidance.
1.2.7 Duty of Candour
The Care Quality Commission (CQC) Regulation 20 (2015) instructs Trust to ensure
that any patient harmed by the provision of health care is informed of the fact
regardless of whether a complaint has been made or a question asked about it. The
Trust is expected to involve the patient / family / carer in a serious incident
investigation with the approach being open, honest and transparent.
1.2.8 Serious Mental Illness
As defined by the Royal College of Psychiatrists (2018), in the context of mortality
reviews, serious mental illness is ' a diagnosis of psychosis' during the last episode of
care.
1.2.9 The Learning Disability Mortality Review Programme (LeDeR)
This programme is currently managed by the University of Bristol on behalf of NHS
England aimed at improving the care of individuals with a learning disability whilst
reducing the occurrence of premature and avoidable deaths. This programme will be
moving fully to NHS England and is a Long Term Plan priority.
1.2.10 Involvement of family/carers.
The Mortality Review process is designed to support the Trust in being able to respond
to concerns from carers, families or staff about aspects of their care. Although the
review incorporates all aspects of the care provided by the Trust, the focus of the
review will be in regards to their physical health. This is so the learning can be
maximised and challenge the mortality gap of people with a serious mental illness or a
learning disability. As guided by the Royal College of Psychiatrists, it is important that
families/carers are aware the Trust complete the case record reviews on a proportion
of deaths and are provided with details of how to raise concerns. It is not therefore
routine to involve family/carers in the Case Record Reviews. The LeDeR review for
people with a learning disability is centred around the family carer perspective and the
Trust mortality process contributes to the LeDeR review.
1.3 Scope of policy
This policy defines the roles and responsibilities of staff in relation to the processes
for reporting, managing unexpected physical health death and applies to all
services, clinical and corporate operated by Sussex Partnership NHS Foundation
Trust. This includes permanent, Bank and Agency Staff, staff with an Honorary
contract or staff part of a joint working arrangement.
This policy provides guidance to ensure that:
•
•
•
•

Staff work in an open, honest and transparent way where the care provided to
the service user is at the centre of the process.
Mortality Reviews are conducted in a timely manner and are of high quality.
Mortality Review reports are written in a language which is understandable and
free of jargon.
Staff are supported following an unexpected death

The policy is applicable to Adults in receipt of care provided by the Trust or have
been discharged in the preceding six months.
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1.4 Principles
This policy when implemented will reflect anti-discriminatory practice. Any services,
interventions or actions must take into account any needs arising from race, gender,
age, religion and belief, communication, sensory impairment, disability, maternity
and sexuality.
The principles of the mortality review process are as follows:
•
•
•
•
•

All deaths are appropriately reviewed to assess if there is potential for
organisational learning.
The deaths selected for further evaluation receive either a concise or
comprehensive mortality review with the level of review determined by the initial
areas of concerns or learning.
The review of deaths is undertaken in the spirit of openness and transparency.
The comprehensive review of deaths will where possible involve families /carers.
Outcomes of the review will be shared with the clinical team and themes across
the organisation.

2.0 Duties
2.1 Chief Executive and Trust Board
The Chief Executive and Board provide the strategic leadership to promote and
develop the Trust’s safety culture. This includes responsibility for effective risk
management within the Trust and to ensure the organisation complies with its
statutory obligations. This is in line with national guidance in regards to Well-Led
organisations (Monitor and CQC April 2015).
2.2 Chief Medical Officer.
The Chief Medical officer is the executive lead for Learning from Deaths and is
responsible for ensuring the systems within the Trust are in place and fit for
purpose. The Chief Medical Officer is accountable for the implementation of this
policy.
2.3 Deputy Chief Nurse
To ensure systems and processes are in place for establishing which deaths are
allocated for a mortality review.
2.4 Associate Director of Nursing Standards and Safety
Ensure appropriate governance is in place in relation to the mortality review
process.
The Associate Director of Nursing Standards and Safety will:
•
•
•
•
•
•

Work with the Performance team to ensure the appropriate systems are in place
to accurately report on the expected and unexpected deaths.
Ensure appropriate systems are in place to obtain, wherever possible the cause
of death.
Produce the quarterly Learning from Deaths report.
Share learning from the Morality Reviews with the teams and others as required.
Have an overview of the grading process for the allocation of unexpected
physical health deaths for mortality review.
Ensure mortality reviews are completed in a timely way
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•

To complete the first scrutiny and sign off for the completed mortality review.

2.5 Mortality Team
•
•
•
•
•
•

Review the deaths reported on NHS Spine on a weekly basis.
Contact the location where the person died to establish the cause of death. This
will include the GP surgery, Bereavement Office at the Acute Hospital or other
authorities who hold these details.
Cross check with Ulysses Safeguard system for reported deaths.
Escalate any deaths reported on NHS Spine that may meet the criteria for a
serious incident to the SI Inbox for action.
Notify the clinical team of the expected / unexpected physical health death and
advise if the death has been allocated for a mortality review.
Complete the mortality review. This is to ensure objectivity ( Learning from
Deaths guidance 2017)

2.6 Clinical Teams
•
•
•
•

If notified of an expected/unexpected death before being informed by the
Mortality Team then to complete an incident form and if the person has a
learning disability make the notification to the LeDeR program
Be familiar with and implement the procedure for reporting incidents and
notifiable deaths.
Co-operate with all reviews or investigations that the Trust undertakes. This is in
line with various NHS and Professional Codes of Conduct and Trust policy.
To implement changes identified as an outcome of the mortality review which
aim to improve the care provided.

2.7 Mortality Scrutiny Group.
The Mortality Scrutiny Group will provide assurance to the Safety Committee that the
appropriate governance systems are in place to ensure that people who unexpectedly
die from natural causes, their deaths will be reviewed in line with the ‘Learning from
Deaths’ agenda with learning established and cascaded via the agreed mechanisms.
In particular:• To meet on a regular basis as defined by the Terms of Reference
• To act as second sign-off for the completed Morality Reviews
• To scrutinise a percentage of the completed Mortality Reviews within in the
meeting to
− Establishing any concerns, lessons learnt and good practice
− Linking to safeguarding adults (if required).
− Recommending if the Mortality review can be closed as completed of if the
death requires further scrutiny.
− Escalate if the completed review potentially meets the criteria for a serious
incident.
• Understand themes and trends in regards to unexpected natural causes deaths in
order to identify areas of good practice and areas of potential concern that require
greater scrutiny.
• Share learning through a variety of mechanisms, such as ‘ Learning from Deaths’
briefings; Patient Safety Matters; learning events and feedback to the team
• Recommend work streams which will lead to improving safety and disseminate of
good practice.
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•

To understand and interpret new national guidance and how this will impact on the
safe delivery of services.

2.8 LeDeR Programme
The LeDeR programme is co-ordinated locally by the Clinical Commissioning Group
(CCG) and a Memorandum of Understanding is in place to share completed
Learning Disability Reviews with LeDeR. Senior clinicians from the Learning
Disability CDS who attend the Mortality Scrutiny Group also attend the CCG LeDeR
Steering Group and LeDeR Learning into Action meetings to share learning.
3.0 Procedure
3.1 Screening of expected and unexpected deaths.
If an expected/unexpected natural cause’s deaths is reported on Ulysses this is
screened by one of the members of the Clinical Governance team to establish if it
meets the criteria for review (Appendix 1).
In addition, the Mortality Team receive a weekly report from NHS Spine of all deaths of
people under the care of the Trust or discharged within the preceding six months. The
reported deaths are then reviewed utilising Carenotes and the GP surgery or the place
of death such as the Bereavement Office at the Acute Hospital are contacted to
ascertain the cause of death. To date, there is no central point to establish the Cause
of Death.
The rationale for the Morality Team to review the expected and unexpected deaths
reported on NHS Spine is to ensure timeliness of reporting as some people under the
care of the Trust may be seen infrequently such as people under the care of the
Memory Assessment Service or for a six monthly out-patient review or had been
discharged within the 6 month timeframe.
If following notification of the expected/ unexpected natural causes death, there are
concerns noted, to assist with grading an Immediate Management Review is
requested. This will be reviewed by a senior member of the Clinical Governance
Team to establish if the expected/unexpected natural cause's deaths meet the criteria
for a serious incident review, mortality review or if no further investigation is required.
This is to ensure the death receives the appropriate level of investigation as guided by
the Learning from Deaths framework (2017).
In addition, the Learning from Deaths framework guides Mental Health and Learning
Disability Trusts to be proportionate in the unexpected physical health deaths reviewed
therefore all physical health unexpected deaths are screened and mortality reviews
completed when learning can be maximised.

3.2 Allocation for Mortality Review
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As guided by the Royal College of Psychiatrists (November 2018), once the expected
and unexpected death has been screened, the decision to allocate a proportion of
unexpected death for a mortality review is based on the following criteria:•
•
•
•
•

Family, carers or staff have raised concerns about the care provided.
Psychiatric inpatient at the time of death or discharged from inpatient care within
the last month.
All patients under the Crisis Resolution and Home Treatment Team (or equivalent)
at the time of death.
Primary diagnosis of psychosis or eating disorder during the last episode of care.
For people with a diagnosis of psychosis, the Trust have agreed the following 'red
flags' to identify which deaths should be allocated for reviews:−
−
−
−
−

People prescribed High Dose Anti-Psychotic Medication.
People prescribed Clozapine
People with a dual diagnosis - SMI and drug/alcohol use
People with a co-morbidity of SMI and COPD.
People with a co-morbidity of SMI and diabetes

The Royal College of Psychiatrists also note Trusts can locally determine 'Red Flags'
depending on local need for other physical health related deaths that may require
review.
In line with the LeDeR programme managed by the University of Bristol, all expected
and unexpected deaths of people with a Learning Disability regardless of age undergo
a mortality review. This may be either a concise or comprehensive review with the
level of review being dependent on the level of concern.
3.3 Timescales for completion.
The Concise or Comprehensive review aim to be completed within 60 working days of
being allocated for a review.
3.4 Scrutiny Process
All Mortality Reviews are completed by an appropriately trained clinician who is
independent of the team. The reviews are predominately completed by clinicians
within the Mortality Team.
The initial findings from the review are shared with the clinical team within the Trust
who were responsible for providing the care.
First stage scrutiny is completed by the Associate Director of Nursing Standards and
Safety.
The second sign off completed by the most appropriate lead professional who is a
member of the Mortality Scrutiny Gorup which includes Consultant Psychiatrists for
Working Age; Consultant Psychiatrists for Older People; Associate Specialists, Lead
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Nurses; Clinical Director for Learning Disability or Nurse Consultant for people with a
Learning Disability.

3.5 Mortality Scrutiny Group
The Mortality Scrutiny Group (MSG) meets on a monthly basis. The membership of
the Mortality Scrutiny Group includes Lead Nurses, Consultant Psychiatrists and an
Associate Specialist, and Clinical Director for Learning Disability, Safeguarding Adults
Lead and Senior Pharmacist. The MSG scrutinise a proportion of all of the reviews
completed which includes all where areas of concern have been noted.
3.6 LeDeR
The Trust is part of the LeDeR network which is managed by the CCG. In addition,
completed Learning Disability reviews are when requested shared with the CCG
appointed LeDeR Co-ordinator. To aide this, a Memorandum of Understanding is in
place.
4.0 Reporting
A quarterly Learning from Deaths report is completed and presented to the Safety
Committee and Quality Committee. The report will include
•
•
•
•
•

The total number of deaths of people who are receiving care from the Trust.
The criteria agreed by the Trust to review unexpected natural causes deaths
The number of unexpected natural causes deaths which have been subject to a
mortality review as outlined by the Learning from Deaths framework (2017), Royal
College of Psychiatrists (2018) and LeDeR programme.
Themes and issues identified from review and investigation including examples of
good practice.
How the findings from the reviews and investigations have been used to inform and
support quality improvement activity and any other actions taken and progress in
implementation.
In addition, a summary of the work undertaken is reported in the quarterly Quality
and Safety report.

5.0 Sharing Learning
The prime objective of the Learning from Deaths framework is that we use the
learning to improve services and the care of those who use them.
To help achieve this, learning from mortality reviews will be shared with the clinical
team providing the care and when recommendations are made within the
Comprehensive reviews, the team will be expected to develop and implement
appropriate actions.
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A number of the areas of learning will require a trustwide approach and example of
this being clarifying which health provider takes the lead for the Annual Physical
Health Check. When this occurs, member of the Mortality Scrutiny Group will link
with Operational Services and external providers / commissioners to agree how to
take this forward.
Learning from the reviews will be shared by the ' Clinical Message of the Month',
Patient Safety Matters and Learning Events. This learning is also supported by e-learning on physical health and serious mental illness.
6.0 Supporting staff.
For supporting staff, please refer to the Critical Incident Stress Management Protocol
and the Employee Support & Wellbeing for Staff involved in Incidents, Complaints &
Claims which contains details of de-fusing and de-briefing meetings. Staff support is
also available through the Employee Assistance Programme.
7.0 Development, consultation and ratification
The structure of the policy is based on NHS Improvement template from Learning from
Deaths policy.
This policy and procedure were developed by the Clinical Governance Team in
conjunction with the membership of the Mortality Scrutiny Group and Safety
Committee.
This policy and procedure was delegated by the Quality Committee to the Professional
Practice Forum for final consultation and ratification.

8.0 Equality and Human Rights Impact Assessment (EHRIA)
This was initially completed as part of the Incident and Serious Incident Policy on
08.10.14, reviewed on 02.10.15 and further reviewed in May 2017 and July 2020

9.0 Monitoring Compliance
This is achieved in the following ways:
• Incident Reporting rates).
• Review of the deaths reported on NHS Spine with the outcome recorded within the
Mortality Team
• Timeliness of review of deaths.
• Where applicable, timeliness of Initial Management Review.
• Timeliness of mortality reviews
• Scrutiny of the mortality reviews
• Attendance and minutes of the Mortality Scrutiny Group.
• Trust Board review of the quarterly Learning from Deaths report including analysis
of learning that has taken place.
In addition, the monitoring of timely completion of the Mortality Reviews is completed
by the Mortality Team
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10.0 Dissemination and Implementation of policy
This policy will be available through Sussex Partnership’s intranet and will be shared
through the CDS’s and other senior forums.

11.0 Document Control including Archive Arrangements
This policy and procedure will be stored and archived in accordance with the
Organisation Wide Policy for the Development and Management of Procedural
Documents.

12.0 Reference documents
•
•
•
•
•
•
•
•
•
•
•

CQC Regulation 20 – Duty of Candour (March 2015)
CQC’s Learning, Candour and Accountability publication (Dec 2016)
Mazars Report - 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 – Published December 2015
Monitor / CQC and NHS Trust Development. Well-Led Framework for Governance
Reviews. Guidance for NHS Foundation Trusts (April 2015)
National Quality Board (2017). 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. First edition March 2017.
NHS England Serious Incident Framework – Updated March 2015.
NHS England Serious Incident Framework 2015/16 – Frequently asked Questions
NHS England Learning Disability Mortality Review Framework LeDeR (2017)
NHS Improvement Template Learning from Deaths policy (2017)
Royal College of Psychiatrist ' Using the Care Review Tool for mortality reviews in
Mental Health Trusts (Nov 2018
Public Health England Severe Mental Illness and Health Inequalities 2018.

13.0 Cross reference
• Incident and Serious Incident policy
• Being Open (including Duty of candour) policy
• Critical Incident Stress Management Protocol.
• Employee Support and Wellbeing for Staff involved in Incidents, Complaints and
Claims.
• Clozapine Guidance
• High Dose Anti-Psychotic Medication guidance
• Physical Health care Policy
• Medicines Code
• Safeguarding Adults Policy
• Raising Concerns – Whistleblowing policy

14.0 Appendices
• Appendix 1 - Mortality Flowchart
• Appendix 2 - Concise Mortality Review - Mental Health or Learning Disability
• Appendix 3 - Comprehensive Mortality Review - Mental Health
• Appendix 4 - Comprehensive Mortality Review - Learning Disability
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Appendix 1 - Natural Causes Deaths Review flow chart

Death Notification via IR1
Ulysses by clinical team or
through NHS Spine

Criteria for deaths requiring Case Notes
Review – Natural Causes
1.

IR1 Sent to central Serious Incident Email
address or NHS Spine Mortality Team review
death on
IR1 Reviewed by Serious
Incident Administrator and
allocates

NHS Spine reviewed by
Mortality Team - if
concerns then escalated to
Si inbox

Potential Serious Incident –
(All incidents and cause of
death not known)

Death indicates Natural
causes, expected &
unexpected deaths. Cause of
Death requested

Incident sent to
senior member of
Clinical Governance
Team for review
and grading

Death sent for
grading using criteria
in green box

No further
action

their death.
Under the care of the service at the
time of their death or had been
discharged within 6 months prior to
their death
Service users under the care of the CRHT
at the time of their death.
All patients with a Learning Disability (this
will also include informing the LeDeR
programme of the death).

b.

5.
6.

Death does not
meet criteria for
mortality review
(Green box)

Outcome
Death
requires
review
Mortality Review
completed

Clinical
Team
informed

60 working days

Mortality
review closed
& learning
shared

Mortality Scrutiny Group
review and next step
agreed/ final sign off

Serious
Incident
Reports into
Safety
Committee
Involve other
providers with
decision made as to
who takes the lead
for the review

Patients who die of unexpected natural
causes who are admitted to a SPFT
inpatient bed.
2. Patients who die of within 28 days
discharge due to unexpected natural
causes
3. Relative or staff who raises concerns
about the physical health care provided.
4. Diagnosis of psychosis or eating disorder
during the last episode of care.
a. Psychosis = schizophrenia, schizoaffective, bi-polar and psychotic
depression. This should be the
primary diagnosis the patient was
receiving treatment for at the time of

Shared with
Clinical
Team

Family

Multi- professional Review
required
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Mortality
review closed
& learning
shared

Shared with
Clinical
Team

Appendix 2 - Concise Mortality Review - Mental health or Learning
Disability

Mortality Review - Mental Health / Learning Disability Concise
This form offers an initial mortality case note review to establish the care provided, any concerns related
to care, learning or if a further Multi-Agency review is required. This review template is based on the
LeDeR guidance.
Incident Number:

1.

INQUEST: YES/NO
Details of Service User
NHS Number:

Patient CIS number:

Age at death:

Date of Death:

Cause of Death as recorded on the Death Certificate
– if not known state reason why.

If applicable, when is the Coroner’s
Inquest?

Type of accommodation:

Where did the person die?

Mental Health Care Team:

Employment Status:
Name and Address/contact details of
family member
Phone number:

2.

Mental Health diagnosis:

Did the person have a learning disability?
(LeDeR review requirement):

Did the person have any known medical conditions
or health problems? (Not Meds)

Was the person subject to any restrictive
legislation such as DoLS, MHA?

Details of the death
Are the family expressing any concerns about the death?
Is anyone else expressing concerns about the death? If yes who and the reasons why?

Concise Review to establish areas of initial learning or concern
Care/Treatment provided by SPFT
Medical History/Medication:
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Physical Health/Medication monitoring:
How did the service user engage with their care?
Does this unexpected natural cause’s death indicate that a comprehensive mortality review is
required?
5.

To be completed by:
Associate Director of Nursing
Standards and Safety.
Please select a category
Please select a category
Please select a category
Please select a category

Areas of good practice.

Areas of Learning
Please select a category
Please select a category
Please select a category
Please select a category
Date:

Completed by (name) and
designation
Associate Director of Nursing
Standards and Safety Sign off:
Second sign off (state name and
designation)

Date:
Date:

Mortality Scrutiny Meeting
Was this review discussed in the Mortality Scrutiny
Group?
Present:

Yes

No

Date:

Mortality Scrutiny Group
Mortality Scrutiny group summary of discussion based on the evidence provided.

Multi Professional Review: Yes/No
Safeguarding: Yes/No
Does this review highlight concerns which will meet the Serious Incident Threshold? Yes/No

15 of 22

Appendix 3 - Comprehensive Mortality Review - Mental Health

Mortality Review - Mental Health Comprehensive
This form offers an initial mortality case note review to establish the care provided, any concerns related
to care, learning or if a further Multi-Agency review is required. This review template is based on the
LeDeR guidance.
Incident Number:

1.

INQUEST: YES/NO
Details of Service User
NHS Number:

Patient CIS number:

Age at death:

Date of Death:

Cause of Death as recorded on the Death Certificate
– if not known state reason why.

If applicable, when is the Coroner’s
Inquest?

Type of accommodation:

Where did the person die?

Mental Health Care Team:

Employment Status:
Name and Address/contact details of
family member
Phone number:

2.

Mental Health diagnosis:

Did the person have a learning disability?
(LeDeR review requirement):

Did the person have any known medical conditions
or health problems? (Not Meds)

Was the person subject to any restrictive
legislation such as DoLS, MHA?

Details of the death
Are the family expressing any concerns about the death?
Is anyone else expressing concerns about the death? If yes who and the reasons why?
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Comprehensive Mortality Review
3.

Care provided to the person prior to their death by Sussex Partnership Foundation Trust
Pen picture of the person
Summary of current referral to Mental Health Services:
Contacts with the Service within the past 12 months:
(i.e. brief summary of contacts, highlighting any key issues, last date of contact)
Event date /
time

Event

Supplementary information

Area of Learning

Current Care Plan(s):
(Note: date written, detail, content, quality of plan including physical health)
How well did the person engage in their care with SPFT?
Were there any safeguarding concerns raised in regards to the care of this person?
If yes, please state
Summary of Physical Health Care interventions provided by SPFT.
Medication person was prescribed (mental health and physical health).
Is there evidence that the person received an annual physical health check in line with NICE
guidance namely:
ECG:
Lipid profile – (cholesterol):
Blood glucose (HbA1c):
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Weight:
BMI:
Prolactin levels:
Who was the lead for this?
Was the person prescribed high dose anti-psychotic medication?
If on high dose anti-psychotic medication, was HDAP monitoring in place?
Any other concerns noted regarding medication: (Polypharmacy)
Did the person smoke and is there any evidence of smoking cessation advice?
Did the person have a past or current substance mis-use issue?
If so please state.
4.

Care provided by others:
Please list any care known to be provided by others and if known, how well did they engage in
this?

5.

To be completed by:
Associate Director of Nursing
Standards and Safety.
Please select a category
Please select a category
Please select a category

Areas of good practice.

Areas of Learning
Please select a category
Please select a category
Please select a category
Date:

Completed by (name) and
designation
Associate Director of Nursing
Standards and Safety Sign off:

Date:

Second sign off (state name and
designation)

Date:
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Mortality Scrutiny Meeting
Was this review discussed in the Mortality
Scrutiny Group?
Present:

Yes

No

Date:

Mortality Scrutiny Group
Mortality Scrutiny group summary of discussion based on the evidence provided.

Multi Professional Review: Yes/No
Safeguarding: Yes/No
Does this review highlight concerns which will meet the Serious Incident Threshold? Yes/No
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Appendix 4 - Comprehensive Mortality Review - Learning Disability

Mortality Review - Learning Disability COMPREHENSIVE
This form offers an initial mortality case note review to establish the care provided, any concerns
related to care, learning or if a further Multi-Agency review is required. This review template is based
on the LeDeR guidance.
Incident Number:

1.

2.

INQUEST: YES/NO
Details of Service User
NHS Number:

Patient CIS number:

Age at death:

Date of Death:

Cause of Death as recorded on the Death
Certificate – if not known state reason why.

If applicable, when is the Coroner’s
Inquest?

Type of accommodation:

Where did the person die?

Learning Disability Care Team:

Name and Address/contact details of
family member

Level of LD (LeDeR review requirement):

Phone number:
Any Mental Health diagnosis?

Did the person who died have any known medical
conditions or health problems? (Not Meds)

Was the person subject to any restrictive
legislation such as DoLS, MHA?

Details of the death
Are the family concerned about the death?
Is anyone else expressing concerns about the death? If yes who and the reasons why?

3.

Care provided to the person prior to their death by Sussex Partnership Foundation
Trust
Pen picture of the person

Summary of current referral to Learning Disability Services and people involved:
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Contacts with the Service within the past 12 months:
(i.e. brief summary of contacts, highlighting any key issues, last date of contact)
Current Care Plan(s):
(Note: date written, detail, content, quality of plan including physical health)
How well did the person engage in their care with SPFT?
Were there any safeguarding concerns raised in regards to the care of this person?
If yes, please state
Medication person was prescribed (mental health and physical health).
Was the person prescribed anti-psychotic medication? If so was the following physical health
check completed?
ECG:
Lipid profile – (cholesterol):
Blood glucose:
Weight:
BMI:
Any other concerns noted regarding medication: (Polypharmacy)
4.

Care known to be provided by others:
Please list any care provided by others – this will be used to inform the LeDeR review.

5.

To be completed by:
Associate Director of Nursing
Standards and Safety.
Please select a category
Please select a category
Please select a category
Please select a category

Areas of good practice.

Areas of Learning
Please select a category
Please select a category
Please select a category
Please select a category
Date

Completed by (name) and
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Designation
Associate Director of Nursing
Standards and Safety Sign off:

Date:

Second Sign off Clinical Director

Date:

Mortality Scrutiny Meeting
Was this review discussed at the Mortality
Scrutiny Group:
Present:

Yes

No

Date:

Mortality Scrutiny Group
Mortality Scrutiny group summary of discussion based on the evidence provided.

Multi Professional Review: Yes/No
Safeguarding: Yes/No
Does this review highlight concerns which will meet the Serious Incident Threshold? Yes/No
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