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1 Learning from Deaths Strategy 
 
This strategy is designed to ensure that Tameside & Glossop Integrated Care NHS 
Foundation Trust, has an understanding and oversight of published mortality data and is 
able to provide assurance in relation to the clinical care provided to deceased patients, 
with the support of a strong mortality governance framework, with a clear focus of 
improving the quality of clinical care, and preventing avoidable patient deaths.  
 
The Trust continues to seek assurance on the quality of care provided by undertaking 
Medical Examiner & mortality reviews of deaths occurring in hospital.  Where an issue is 
identified we have continued to undertake comprehensive MDT reviews and further 
investigation or external reviews as appropriate. These cases are systematically 
followed up and results reported through the Mortality Steering Group reporting to the 
Service Quality and Operational governance group. 
 
The Trust also will continue to monitor the reported mortality indices, the strategy 
supports the ongoing work to address and improve the current position: identified that 
changes in the clinical coding of severe sepsis implemented by the Trust, as an 
appropriate response to changes in national guidance, and a reduction in the ‘depth’ of 
coded data may have negatively impacted the indices.  
The Trust will continue to take action to continue to improve the depth of coded 
information, primarily through the capture of additional comorbidities, we anticipate that 
this improvement will continue and expect to return the indices to the “as expected” 
position.” 
 
The strategy will support Tameside & Glossop Integrated Care NHS Foundation Trust in 
building on the progress already made, prior to and following the implementation of the 
recommendations from the National Quality Board. National Guidance on Learning from 
Deaths (NQB 2017). 
 
The strategy links with the Trust Strategic Objectives other work programmes and 
agenda’s being undertaken across the Trust including: 

 7 Day Services  
 End of Life Care 
 Deteriorating Patients 
 Write it right – clinical documentation   

 
 
The Trust aims to: 

 Implement Medical Examiners (ME) in line with the National Learning from 
Deaths agenda, to independently review all deaths to improve safety & quality of 
care through learning from individual patient deaths & the reported experiences 

of bereaved families and carer’s. 

 Review the care of all in hospital deaths and provide assurance in relation to the 

quality of clinical care provided, with the ultimate aim of preventing avoidable 

patient deaths. 

 Delivery of harm free care, with a focus on quality improvements that will impact 

positively on all patients not just deceased, improving pathways of care, reducing 

variations in care delivery and supporting earlier recognition and escalation of the 

deteriorating patient  
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 Ensure there is an effective governance structure that monitors delivery of 

improvements, with oversight, scrutiny and challenge from Trust executives and 

non-executives. 

 Promote clinical and coding collaboration to investigate any areas of concern, 

and identify any actions required to provide assurance or improve data quality 

and as a result influence the Trust SMR.  

 

 

 
2  Learning from Deaths Policy  
 
Introduction – purpose 
The National Quality Board (NQB) Learning from Deaths framework requires hospital 
trusts to adopt a standardised and transparent approach to learning from the care 
provided to patients who die. 
 
The Trust started to complete mortality reviews in November 2014 as part of its Quality 
Improvement Programme, following the publication of the National Guidance on 
Learning from Deaths First Edition March 2017, the Trust incorporated the guidance into 
the Learning from Deaths Policy.  
 
3 Purpose of this policy 
 
Tameside & Glossop Integrated Care NHS FT (T&GICFT) will implement the 
requirements outlined in the Learning from Deaths framework, National Guidance on 
Learning from Deaths (First Edition March 2017), as part of the organisations existing 
procedures to learn and continually improve the quality of care provided to our patients.  
Trust Quality Strategy and the Patient Safety Programme.  
 
The policy sets out the procedures for identifying, recording, reviewing utilising the 
mortality review process, and investigating the deaths of patients in the care of 
T&GICFT. 
 
The policy provides guidance for all staff participating in the Mortality Review Process 
(Appendix 1) and sets out the parameters for planning, conducting and completing a 
mortality review. 
 
As a Trust we peer review in-hospital deaths using an agreed standardised mortality 
review proforma Adults (Appendix 2) paediatric deaths (Appendix 3). 
 
 
 
 
 
 
 
 
 
 
 

With an aim of: 

 Promoting  organisational learning and improvement in quality care delivery 
from the outcomes of the completed mortality reviews 

 Ensuring the delivery of  quality of end of life care in accordance with NICE 
QS13 

 Identifying and reducing ‘avoidable’ deaths across the Trust 
 Identifying and minimising avoidable admissions 
 Improving the experience of bereaved carer’s and relatives by providing 

opportunities to feedback their experiences and concerns.  
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This policy should be read in conjunction with the following Trust Policies: 

 Incident Reporting, and Incident and Complaint Investigation Policy 

 Complaints & Concerns Policy 

 Being Open Policy  

 

 
 
4  Scope 
 

The Learning from Deaths Policy applies to deaths where the Trust has been involved 
in the care of the patient, including deaths that have occurred outside of the 
organisation whereby shared care has been provided with another secondary care 
provider, and all patients that die in the hospital. 
The scope of the policy may involve, escalated ME reviews, serious investigations, 
complaints, safeguarding concerns and coronial inquests, wherever possible an 
integrated approach will be adopted and alignment with these process will be adopted. 
 
 
5 Mortality Review Process 
  

The Trust is committed to improving quality governance and patient safety and 
acknowledges that a systematic mortality review process provides a consistent and 
structured methodology for the completion of retrospective case reviews following a 
patient’s death. The Trusts Mortality Review methodology incorporates the PRISM 
Study an evidence-based methodology (2015) and aspects of the RCP - Structured 
Mortality Review Process (2018). The Confidential Enquiry into Stillbirths and Deaths in 
Infancy (CESDI) grading Stratification Tool is utilised to grade the quality of care leading 
up to the patient’s death, and to support the clinicians in identifying potentially avoidable 
deaths.  

 
5.1 The mortality review process is applicable to 

 Adult in-hospital deaths in all specialties  
 All learning disability deaths – incorporating LeDeR methodology 
 Infant or child (under 18) reviews completed in accordance with T&GICFT Policy 

for the review of unexpected deaths in childhood within the Division of 
Paediatrics V3 Reported in accordance with guidance to CEDOP  

 Perinatal or maternal deaths completed in accordance with Divisional process 
and reported Nationally to MBRACE 

 Severe Mental Health needs 
 Reviews of patients who did not die at the Trust but where care-management 

issues have been identified and for monitoring for example 30 Day Mortality 
reviews considered being in scope for review. 

 Externally generated mortality outlier alerts Diagnosis groups identified in 
CQC/Imperial College Dr Foster Mortality Outlier Alerts reviewed and reported 
within the allocated timeframes provided by the Care Quality Commission and 
the relevant actions monitored by the Trust. 

 Complaints received arising from death 
 Areas identified for review by the Mortality Steering Group 
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5.2 Review of Deaths due to COVID-19 
 
National guidance received by Trusts in October 2020 advised that Trusts experiencing 
significant numbers of COVID-19 deaths to either switch focus from previous priority 
patient areas to COVID-19 patients or add them to existing programmes. Consideration 
to be given to including a specific focus on the deaths of individuals from BAME 
communities and other groups suffering from disproportionate impacts from COVID-19. 
 
Importantly where case record review identifies problems in the care, when an incident 
report is generated, the key word COVID is included in the incident description box to 
identify the relevant patient safety incident reports.  
 
A further publication COVID-19 Structured Judgement Review Guidance Document 
published by NHS England and NHS Improvement COVID-19 Structured 
Judgement Review Guidance Document - North West Region March 31st 2021  
has been received into the Trust and the guidance incorporated into the review process.  

 
5.3 End of Life Care - Expected deaths are reviewed by the End of Life Care Facilitator 
to review the provision and delivery of end of life care in accordance with NICE QS13 
Standards. 

 
5.4 Bereaved Relatives and Carer’s - The Trust bereavement pack incorporates 
information on the Trusts Mortality Review Process, informing bereaved relatives and 
carer’s that the reviews all deaths as a matter of course. Contact details are provided to 
support the bereaved carer’s and relatives to provide feedback or any concerns to the 
Trust for action. In line with Learning from deaths - Guidance for NHS trusts on 
working with bereaved families and carers – First Edition NHS England July 2018 
https://www.england.nhs.uk/wp-content/uploads/2018/08/learning-from-deaths-
working-with-families-v2.pdf 
 
The pack also directs bereaved carer’s and relatives to other support services and 
organisations that are available external to the Trust.   

 
5.5 Investigation and Duty of Candour - For cases whereby Duty of Candour is required, 
information and the purpose of the investigation is provided and the bereaved carer or 
relative assigned a personal case contact. This will be co-ordinated by the Patient 
Safety Team in line with the Trusts Being Open (including requirements under duty of 
candour) Policy. Any investigations in relation to these will be managed in line with the 
Trust Incident Complaints and Investigation Policy. 

 
 

6 Corporate Review Programme 
A separate programme of independent mortality reviews will complement the Trusts 
Mortality Review Process, to provide additional scrutiny and assurance. 
These independent reviews of randomly selected completed mortality reviews, will be 
conducted using the trusts mortality methodology.  
Reported outcomes will be reported to the Mortality Steering Group. 
  

https://www.england.nhs.uk/wp-content/uploads/2018/08/learning-from-deaths-working-with-families-v2.pdf
https://www.england.nhs.uk/wp-content/uploads/2018/08/learning-from-deaths-working-with-families-v2.pdf
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7 Reporting & Learning 
 

The Mortality Steering Group (MSG) is a sub group of the Trust’s Service Quality & 
Operational Governance Group (SQ&OGG) 
 
The Mortality Steering Group has a central role in supporting services to achieve and 
maintain high standards of care and through monitoring ensure that the outcomes of the 
mortality reviews and subsequent actions are implemented and embedded. 
 
The Lessons learnt are shared and linked to the quality improvement agenda  
Outcomes, this includes the reported outcomes of MBRACE and CDOP. 
These reports will collectively provide assurance that the Trust is doing all it can to 
identify and learn from episodes of care where harm has occurred and drive 
improvements in clinical care and service delivery for future patients by reducing 
avoidable patient death and harm.  
 
In line with the National Learning from Deaths requirements a summary report will be 
provided to the Trust Board quarterly and an overall annual report reported in the 
Annual Quality Account. 
The Executive and non-Executive team, provide oversight, scrutiny and challenge. 
 
Established reporting mechanisms are in place to escalate any areas of concern and to 
widely distribute the themes identified from completed mortality reviews.  
 
Routine Mortality Surveillance Benchmarked Reports and Alerts supplied by Dr 
Foster are reviewed and actioned and the results incorporated into the widely 
distributed Trust Weekly Performance – Key Performance Indicators Report.  
The ETM Performance Report is widely distributed by a member of the corporate 
information team on a weekly basis and published on the intranet.  
The report incorporates SHMI and HSMR Trends overall trends, monitoring of the CQC 
related indicators (EL, NEL, Weekday and Weekend end and composite indicators) and 
a breakdown of the Diagnosis Level (including RAG rating relating to the alerts) as well 
as local intelligence based on more current data - crude mortality rates for patients 
admitted in an emergency and coding indicators (palliative care, Sign and Symptom and 
Charlson rates). This information is updated monthly 
HSMR, NEL Weekend HSMR, and SHMI are included on the Single Oversight 
Framework in the Quality Indicator Measures section under “Effective”. The CQC Insight 
Report highlights any CQC mortality measures that are “Worse than National “or have 
“Deteriorating Performance” 
 
The board report incorporates monthly updates in relation to the HSMR and SHMI  
 
 

8 Roles and responsibilities 
 

The Chief Executive is the accountable officer with overall responsibility for patient 
safety and quality in the Trust. They shall ensure, via the Medical Director that systems 
exist within the organisation for the delivery of the Mortality Review Process and 
compliance of monitoring and learning from mortality findings. 
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The Medical Director has overall responsibility for the Mortality Review Process and 
will report the outcomes and findings monthly to the Trust Board. 

 Chairing the Trusts Mortality Steering Group 
 Chairing the Trusts Executive Scrutiny Group 
 Provide oversight and scrutiny of the Trusts Mortality Review Process – including 

reports of the Corporate Team Independent Mortality Assurance Reviews – a 
separate mortality review of completed mortality reviews, to provide an 
assurance of the Trusts Mortality Review Process outcomes.  

  
Named Non-executive director has a key role in ensuring their provider is learning from 
problems in healthcare identified through reviewing or investigating deaths. Processes 
are in place and focus on learning, and that the processes can withstand external 
scrutiny. 
   

Mortality Steering Group The Trust Mortality Steering Group is a sub group of the 
Trust’s Service Quality & Operational Governance Group (SQ&OGG). 
The group has defined Terms of Reference will receive mortality associated reports and 
assurance on the mortality review outcomes from specialties and divisions, and monitor 
the associated actions. 
The group incorporates a representative from the CCG and Public Health Team, to 
facilitate effective partnership working in resolving issues involving the wider health 
economy. 
 
Mortality Clinical Lead/s will lead the delivery of the mortality review process and 
provide support and training to clinical colleagues involved in the mortality review 
process. Link with the Trust Management Lead for Mortality provide reports to the 
Mortality Steering Group incorporating review findings, learning points and actions for 
improvement. Support Clinical Coding Team where issues are identified 

 
Trust Management Lead for Mortality has delegated responsibility to support the 
implementation and further development of the Trust’s Mortality Review Process 
throughout the organisation. They have operational responsibility for the application of 
the mortality review process, overseeing corporate learning from the mortality reviews 
and providing assurance reports to the Mortality Steering Group. 
 
Head of Patient Safety, Inquests & Investigations has delegated responsibility to  
ensure that duty of candour requirements are implemented and appropriate  
investigations are undertaken were harm has been caused or suspected.  
The outcomes of these investigation’s, will be managed in line with the Trusts  
investigation processes, and incorporated into the Learning from Deaths Reporting  
Dashboard and fed into the Mortality Steering Group for wider learning. 
 
Mortality Review Team 

 Assess the care management of the deceased patient using the criteria on the 
mortality review forms, highlighting and concerns or areas of good/poor practice. 

 Grade the initial review of care management and escalate any concerns 
identified in line with the Trust Mortality Review Process 

 Any clinical incidents identified during the mortality review process are to be 
reported on through the Trust Incident Reporting System 
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 In accordance with LeDeR guidance ensure that all deaths of people with 
learning disabilities in addition to receiving a Trust mortality review, are reported 
onto the LeDeR system. 
 
 

Divisional Clinical Leadership  

 To ensure engagement of the clinical teams in the Trust Mortality Review 
Process 

 Receive mortality associated reports and outcomes from mortality reviews and 
ensure they are incorporated into the divisional/specialty meetings. 

 To ensure the outcomes of the mortality reviews are widely distributed and that 
learning points are actioned, improvements implemented and monitored.  

 To provide assurance of learning to the Mortality Steering Group for 
incorporation into the board report and annual Trust Quality Account. 

 
Clinical Staff 

 All healthcare professionals should be involved in the mortality review process 
and, this may range from review and receipt of mortality outcomes such as the 
themes published bi-monthly in the Mortality News (MNEWS) or participation in 
the mortality review and the implementation of the actions/recommendations of 
shared learning.  

 
Trust Information Team  

 Generate and produce daily EIS update review 
 Support the Head of Clinical Effectiveness and Audit with developing the 

electronic version of the Mortality Review Proforma 
 Support the Head of Clinical Effectiveness and Audit with generating reports from 

the completed mortality reviews 
 Generate mortality lists on request 

 

Clinical Coding Team 

 Participation in the mortality review process where coding issues have been 
identified 

 Generating and distributing 30 day mortality patient lists 

 Participation in the review of Dr Foster and externally received reviews and 
reports 

 
Local LeDeR Representative 

 Local LeDeR representative will have responsibility of co-ordinating and 
allocating LeDeR reviews  

 Local LeDeR Representative is a member of the Mortality Steering Group and 
will provide feedback and outcomes of completed case reviews and published 
LeDeR updates 

 Ensure that good practice and learning from the outcomes of the mortality/LeDeR 
reviews are shared across organisations.  
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Medical Examiner & MEO’s 
Will work independently to the Trust Mortality Review Process, supporting bereaved 
relatives & carers and improving the process of: 

 Accuracy of death certificates  

 Identification of problems in care – these cases will be referred to the mortality review 

team for secondary review.  

 
 
9 Training 
 
All staff completing mortality reviews at Trust level will receive training from the Clinical 
Effectiveness Nurses and the Mortality Clinical Lead/s, who have received training on 
the standardised judgement review process for mortality reviews delivered by the Royal 
College of Physicians. 
 
10 Consultation, Dissemination and Implementation and review 
 
The Learning from Deaths Policy has been widely distributed throughout the Integrated 
Trust teams, through the Divisional Quality and Safety Boards, Trust Mortality Steering 
Group, Local LeDeR Representative, Learning Disabilities Team, Service Quality and 
Operational Group, Quality Board. The completed document will be ratified by the 
Service Quality and Operational Group, prior to uploading to the Trust Intranet 
Documents section. Awareness training will be delivered to the divisional governance 
forums, at point of care training to medical teams and nursing teams, awareness of the 
process provided to the Junior Doctors at their induction. The publication will be 
promoted through the Trust Team Brief and other communication channels. 
 
11 Policy Review 
 
The policy will be reviewed by the Mortality Steering Group every two years, or following 
receipt of changes to National Policy or Processes from NHS England - National Quality 
Board, CQC – RCP etc.  
Implementation of the Policy will be monitored by reviewing the process and outcomes 
by the Mortality Steering Group, and assurance reports generated for the Trust Board 
providing information on deaths of both adults and children (under 18). 
 
The learning from Deaths Guidance published in March 2017 by the National Quality 
Board for NHS Trusts and Commissioners in England identified the requirement for 
Trusts to report on the numbers and outcomes of deaths in hospital.  
The guidance requires as a minimum adult in patient, ED & Learning Disability deaths.  
 
The Trust for openness and transparency reports on all in hospital deaths, providing a 
summary of: 
• The numbers of in Hospital Adult and Learning Disabilities deaths 
• Number of completed mortality reviews 
• The outcome of the mortality reviews graded using the CESDI grading  
           methodology 
• Numbers of avoidable/amenable deaths 
• Stillbirths 
• Maternal Deaths 
• Paediatric  
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• ED Deaths 
 
The Trust will report annually in the Quality Account providing a detailed narrative 
account on the learning from reviews/investigations and the actions taken in the 
preceding year, including an assessment of their impact and actions planned for the 
next year. 
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17 APPENDIX 3 UNEXPECTED DEATH IN CHILDHOOD REVIEW PROFORMA 
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18 APPENDIX 4   MORTALITY ASSOCIATED DEFINITIONS 
 
Mortality – for the purpose of this document, mortality relates to any in-hospital death, or any 
death occurring within 30 days of discharge selected for review e.g. Stroke, Endoscopy and 
patients discharged to the local hospice 
 
Medical Examiner  
Medical examiners are senior medical doctors who are undertake medical examiner duties, 
outside of their usual clinical duties. Medical examiners are part of a national network of 
specifically trained independent senior doctors (from any specialty). Overseen by a National 
Medical Examiner, they scrutinise all deaths that do not fall under the coroner’s jurisdiction 
across a local area. 
They are trained in the legal and clinical elements of death certification processes. 
 
Medical Examiner Officer 
MEOs work closely with MEs and will undertake tasks such as coordinating the completion of 
death certificates and referrals to the Coroner, and speaking to clinicians and bereaved families. 
 
Case Record Review – A structured review of case records carried out by clinicians to 
determine whether there were any problems in the care provided to a patient and to identify 
good practice. Case record review is undertaken routinely in the absence of any particular 
concerns about care, to learn and improve. 
 
Investigation – A systematic analysis of what happened, how it happened and why, with an 
aim of identifying what might need to change to reduce the risk of similar events in the future, 
investigation can be triggered following a mortality review or may be initiated without a mortality 
review happening first. 
 
Death due to a problem in care – A death that has been clinically assessed and the reviewers 
feel the death is more likely than not to have resulted in problems in care delivery/service 
provision. (Not the cause of death’ or ‘avoidable mortality’).  
 
Quality improvement – a systematic approach to achieving better patient outcomes and 
system performance by using defined change methodologies and strategies to alter provider 
behaviour, systems, processes and/or structures. 
 
MSG – Mortality Steering Group – Multi-disciplinary meeting chaired by Medical Director as 
executive lead – receiving assurance on the mortality review process and learning, receipt of 
mortality associated reports, and benchmarking mortality data 
 
Avoidable/Preventable/Amenable Deaths – terms used interchangeably in the NHS 

 Amenable death is amenable (treatable) deaths from that cause (subject to age limits if 

appropriate) could be avoided through good quality healthcare 

  Avoidable deaths Avoidable mortality, which is based on the concept that premature 

deaths from certain conditions should be rare, and ideally should not occur in the 

presence of timely and effective health care, is used as an indicator to measure this 

contribution 

 A death is Preventable if, in the light of understanding of the determinants of health at 

time of death, all or most deaths from that cause (subject to age limits if appropriate) 

could be avoided by public health interventions in the broadest sense 
 
CESDI Stratification Tool - Confidential Enquiry into Stillbirths and Deaths in Infancy (CESDI) 
Stratification Tool used to evaluate and grade the outcomes of the mortality reviews assisting in 
the identification of Amenable/Avoidable Deaths.  
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Crude Mortality – total number of deaths as a percentage of the total number of hospital spells 
 
HSMR – The Hospital Standardised Mortality Ratio (HSMR) is an indicator of healthcare quality 
that measures whether the mortality rate at a hospital is higher or lower than you would expect 
 
SHMI - The Summary Hospital-level Mortality Indicator (SHMI) is an indicator which reports on 
mortality at trust level across the NHS in England using a standard and transparent 
methodology. 
 
Dr Foster Intelligence is a provider of healthcare information in the United Kingdom, 
monitoring the performance of the National Health Service and providing information to the 
public.  
 
CUSUM Alerts - The Dr Foster Intelligence HSMR CUSUM chart provides an early warning 
system for changing mortality rates. CUSUM = statistical quality control or cumulative sum 
control chart 
 
RCP – Royal College of Physicians 
 
CDOP – Child death overview panel 
 
MBRACE - Mothers and Babies: Reducing Risk through Audits and Confidential Enquiries 
across the UK 
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19 APPENDIX 5 EQUALITY IMPACT ASSESSMENT  
 
Analysis of Effects Assessment (AoE)   Part 1: Initial screening template  

Title of Policy /Procedure / Project / Strategy / Service to be assessed:  Learning From Deaths Policy 

 

Short description of Policy / Procedure / Project / Strategy / Service (aims, objectives and purpose) 
The National Quality Board (NQB) Learning from Deaths framework requires hospital trusts to adopt a standardised and transparent approach to 
learning from the care provided to patients who die. As part of this process the Trust is required to publish a Learning from Deaths Policy. 
This policy is aligned to the National Guidance on Learning from Deaths (First Edition March 2017), the Trust Quality Strategy and the Patient Safety 
Programme.  
The policy provides guidance for all clinical staff participating in the Mortality Review Process, and the process for involving bereaved relatives and 
carer’s in the mortality review process. 
 
Date of assessment: 21st August 2017 
Person responsible for assessment:   Head of Clinical Effectiveness & Audit 

Is this a proposed new policy/proposal?         YES  
 
Is this a review of an existing policy/proposal?   NO  

 

 
1.  Who is responsible for the 
policy/proposal?   
 

 
Mortality Steering Group 

 
2.  Who are the main stakeholders 
in relation to the policy/proposal? 
 

 
All persons identified in Section 6 of the Policy  Roles and Responsibilities 
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3.  What outcomes are expected / 
desired from this policy/proposal? 

 
National and Trust Requirement 
 
The Policy is designed to promote equality 

 
4. The following section requires you to assess the likely negative impact and  positive impact of your policy/proposal on 

the nine Protected Characteristics as defined by the Equality ACT as follows.   Please support any answers with 
evidence. 
 
 

Protected 
Characteristics 

Answers to: 
What likely adverse impact will this Policy 
/ Service have on the public or staff, 
giving particular regard to potential 
impacts negative and positive in relation 
to: 

Evidence: 
(What is your evidence for this answer? 
Consider; both quantitative and qualitative existing 
data.)  

 
a. Race  

 
None 

 
The Learning from Deaths Policy is applicable to all deaths 
identified in the scope of this policy 

 
b. Disability 
 
 

None  
The Learning from Deaths Policy is applicable to all deaths 
identified in the scope of this policy 

 
c. Sex 

 
None 

 
The Learning from Deaths Policy is applicable to all deaths 
identified in the scope of this policy 

 
d. Religion and 

belief 
 
 

 
None 

 
The Learning from Deaths Policy is applicable to all deaths 
identified in the scope of this policy 

file:///C:/Users/jyoti.maisuria/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/EIQA/Analaysis%20of%20Effects%202011/hyperlinks/Negative%20impact.doc
file:///C:/Users/jyoti.maisuria/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/EIQA/Analaysis%20of%20Effects%202011/hyperlinks/Positive%20impact.doc
file:///C:/Documents%20and%20Settings/jyoti.maisuria/Local%20Settings/Temporary%20Internet%20Files/Content.Outlook/LE0O7G2N/hyperlinks/Negative%20impact.doc
file:///C:/Documents%20and%20Settings/jyoti.maisuria/Local%20Settings/Temporary%20Internet%20Files/Content.Outlook/LE0O7G2N/hyperlinks/Positive%20impact.doc
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e. Sexual 

orientation 

 
None 

 
The Learning from Deaths Policy is applicable to all deaths 
identified in the scope of this policy 

 
f. Age 
 

 
None 

 
The Learning from Deaths Policy is applicable to all deaths 
identified in the scope of this policy 

 
g. Carers 
 

 
None 

 
The Learning from Deaths Policy is applicable to all deaths 
identified in the scope of this policy, incorporating the 
involvement of carers 

 
h. Gender 
Reassignment 

 
None 

 
The Learning from Deaths Policy is applicable to all deaths 
identified in the scope of this policy 

 
i. Marriage & Civil 
Partnership 

 
None 

 
The Learning from Deaths Policy is applicable to all deaths 
identified in the scope of this policy 

 
j. Pregnancy & 
Maternity 

 
None 

 
The Learning from Deaths Policy is applicable to all deaths 
identified in the scope of this policy 

K. Human Rights  
None 

 
The Learning from Deaths Policy is applicable to all deaths 
identified in the scope of this policy 

 5. Is there any further evidence / data 
that you would consider relevant or 
necessary in order to answer the above 
question? 
If so, please detail. * 

 
No 

file:///C:/Documents%20and%20Settings/jyoti.maisuria/Local%20Settings/Temporary%20Internet%20Files/Content.Outlook/LE0O7G2N/hyperlinks/Human%20Rights.doc
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6.  Are any of the above impacts 

(detailed in 4a – K) justifiable, valid 
or legal? 
Please explain? 

 
N/A 

 
7. Is this policy/proposal missing a 

valid opportunity to promote 
equality of opportunity for one or 
more of the groups (see 4a) 
concerned?  Please expand. 
 

 
No 

8. Does this policy/ proposal promote 
the Trusts Values and Behaviours 
(see below) for all of the protected 
characteristics: 

 
Yes 

8a. Respect:  Does your policy promote 
treating everyone with dignity and respect 
at all times? 

 
Yes 

8b. Learning:  Does your policy promote 
and encourage learning? 

 
Yes 

8c. Care: Does your policy offer support 
and understanding and promote 
understanding of privacy and 
confidentiality? 

 
Yes 
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8d. Communication:  Does your policy 
encourage listening and welcome 
feedback (engagement)? 

 
Yes 

8e. Safety: Does your policy outline 
responsibilities and improve quality for all. 

 
Yes 

 

 
9.  Based on the above, do you 
consider that this policy/proposal now 
requires a full impact assessment? 

 

NO 

 

 

 
If NO, no further assessment is required.  Ensure that findings are published as ‘Part 1 Analysis of Effects’.  
 
If YES, complete question 9 and proceed to full impact assessment  and action plan  

 
10.  Who will be responsible for carrying out 
the full Analysis of effects: part 2? 

 
N/A 
 

 
 
 
 
Responsible Manager for Policy/proposal       Trust Management Lead for Mortality  
       
Date: July 2021 
 
Ratified: Service Quality & Operational Governance Group 
 
 
 
Hyperlinks to:  Analysis of Effects Assessment Guidelines 
 

file:///C:/Documents%20and%20Settings/jyoti.maisuria/Local%20Settings/Temporary%20Internet%20Files/Content.Outlook/LE0O7G2N/hyperlinks/Analysis%20of%20Effects%20part%202.doc
file:///C:/Documents%20and%20Settings/jyoti.maisuria/Local%20Settings/Temporary%20Internet%20Files/Content.Outlook/LE0O7G2N/action%20plan.doc
file:///C:/Documents%20and%20Settings/jyoti.maisuria/Local%20Settings/Temporary%20Internet%20Files/Content.Outlook/LE0O7G2N/Analysis%20of%20Effects%20Guidance%20July%202011.doc

