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EXECUTIVE SUMMARY 
 
 
The Trust is required to demonstrate how it responds to, and learns from, deaths of 

people who die while in our care. Our aim is to continue to build upon an open and 

transparent culture by developing our mortality governance so that our staff are 

supported to review and learn from deaths and then take effective action to make 

improvements. We recognise that we cannot do this alone and that we need the 

support of our community to help us in providing us with feedback. We also need the 

wider health and social care system to work with us in developing the system wide 

capacity to work together when it is necessary to do so.  

This document describes our agreed approach commencing September 2017. In 

addition to the process and reference documents described here, all staff and 

stakeholders should demonstrate commitment to our quality objectives and 

overarching governance pertaining to; Serious Incident Reporting, Duty of candour, 

End of life care, Care of the Bereaved, and all other related policies.  

 Once we have launched this document and established the processes, we will adopt 

a continuous improvement approach to implementing it. We want to build on our 

strong foundations to take the organization to a new level of excellence and have this 

endorsed by the community we serve.  
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1.0 INTRODUCTION 
 
1.1     Background 
 
Concern about patient safety and scrutiny of mortality rates has intensified with 
investigations into NHS hospital failures that have taken place over the last few 
years. There is an increased drive for NHS Trust boards to be assured that deaths 
are reviewed and appropriate changes made to ensure patients are safe.   
 
In March 2017, the National Quality Board issued a guidance document which sets 
out the framework for NHS Foundation Trusts. In the foreword, it states; 
 
“Following events in Mid Staffordshire, a review of 14 hospitals with the highest 
mortality noted that the focus on aggregate mortality rates was distracting Trust 
boards from the very practical steps that can be taken to reduce genuinely avoidable 
deaths in our hospitals”.   
 
This policy is our response to the publication of this framework.  
 
We intend to use the three levels of scrutiny that we can apply to the care provided 
when someone dies. These are; 
 

1. Review of Death Certificates 
2. Case Record Review 
3. Recommendations from investigations using the serious incident framework.  

 
We are keen to implement a standardised approach to help us identify learning and 
make improvements in collaboration with our staff and patients and the wider system.  
 
1.2 Scope 

 
This policy and supporting processes apply to all professional and administrative staff 
who deals with mortality cases and data under the auspices of the Trust. 
 
This policy provides a method of implementing national guidance for learning from 
deaths and whilst the cases will span clinical specialties, the case note reviews are 
distinct from any specialty reviews which are undertaken by clinicians for the purpose 
of education and outcomes of care. Therefore it is likely that specialty groups may 
still wish to meet to discuss cases, however, this does not preclude the requirement 
for the clinical staff to complete a Mortality Review as per this policy.  
 
It is intended that as our process embeds and matures that we will become adept at 
undertaking multidisciplinary reviews where senior nurses and others will be 
expected to make judgements on the overall quality of nursing care and patient 
experience using the agreed methodology that follows. 
 
From September 2017, it will be applied to all adult in-hospital deaths defined as ‘in 
scope’ and work will commence in earnest with our partners and GYWCCG to better 
understand deaths occurring within 30 days of discharge.  
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Other groups 
 
Maternal deaths and deaths of children and young people under the age of 18 years 
are governed by the principles in this policy and we will continue to use our current 
processes to review each death. Learning and outcomes of these reviews will be 
shared with the Mortality Surveillance Group via a formal report. 
 
When a child dies unexpectedly we will follow the Sudden Unexpected Death of an 
Infant or Child policy, contacting the police, the coroner, the safeguarding team and 
social services. For all child deaths we will contact the GP, the NHS safeguarding 
Team, community child health, named safeguarding lead (community) and the child 
death overview panel.  
 
The recent launch of the Learning Disabilities Mortality Review (LeDeR) Programme 
for reviewing deaths in people with learning disabilities will be implemented alongside 
this policy. It is important to note that current guidance clearly states that there is an 
expectation that the organisation will continue to review deaths in this cohort of our 
population in accordance with local arrangements.  

 

 
Scope of case note reviews 

At implementation, the following cases will be selected for review and these will be 

referred to as ‘in scope’ in board reports and other documents.  

 All deaths where bereaved families and carers, or staff, have raised a 

concern about the quality of care provision. This to include intelligence from 

the safeguard modules for complaints and PALS. 

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

disability. 

 All deaths in a service specialty, diagnosis or treatment group where an 

‘alarm’ has been raised. The inclusion criteria will be agreed with the Mortality 

Surveillance Group and reviewed on a regular basis with an annual review in 

April each year.  Table 1 shows the agreed cases for 2017/18. 

 

Table 1 

Acute and Unspecified Renal Failure Chronic Ulcer of Skin  

Congestive heart failure- non 

hypertensive 

Sepsis  

Non- Hodgkin’s lymphoma All surgical deaths 

Pneumonia All orthopaedic trauma deaths 

 

 Deaths where learning will inform our existing or planned improvement work 
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 A further sample of deaths that do not fit the identified categories so that we 

can take an overview of where learning and improvement is needed most 

overall.  

 

Existing arrangements in Paediatrics and Maternity will be maintained.  

 
1.3    Responsibilities 

 
As defined in the document.  
 
1.4 Monitoring and Review 
 
This policy will be reviewed twice in the year after implementation at 6 months and 1 
year. During this time, it will be necessary to monitor the impact of the process of the 
activity of Speciality Mortality Groups because they may need to evolve further. 
Thereafter it will revert to a 3-year cycle for review.   
 
1.5    Reference Documents  
 
National Guidance on Learning from Deaths. National Quality Board, March 2017  
Learning Disabilities Mortality Review (LeDeR) Programme NHSE. 2015 
The Mortality Governance Guide NHSE 2016 
Learning, candour and accountability. Care Quality Commission. December 2016 
National Mortality Care Record Review Programme, Royal College of Physicians 
2016 
Learning Disabilities Mortality Review (LeDeR) Programme NHSE. 2015 

 
1.6 Reader Panel 

 
The following people/groups have been consulted on this document and final sign off 
will be via the Director of Governance using the trust approved process.  
 
Post Title  

Title  Date 

Non-executive director for patient safety  July 
2017 

Medical Director July 
2017 

Director of Governance July 
2017 

Director of Nursing July 
2017 

Deputy Medical Director 
 

July 
2017 

Divisional Operations Directors x 2  July 
2017 

Divisional Directors July 
2017 

Clinical Directors July 
2017 
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Mortality Review Group Chairs and Members July 
2017 

Mortality Coordinator  July 
2017 

Service Manager. Mortuary  July 
2017 

Head of Maternity and Gynecology July 
2017 

Lead Clinician Paediatrics July 
2017 

Learning Disability Liaison Nurse July 
2017 

Head of Information Services  July 
2017 

 
1.7     Trust Values 
This Policy conforms to the Trust’s values of putting patients first, aiming to get it 
right, recognising that everybody counts and doing everything openly and honestly. 
The Policy incorporates these values throughout and an Equality Impact Assessment 
is completed to ensure this has occurred. 
 
1.8 Glossary 
The following terms and abbreviations have been used within this Policy: 
 

Term Definition 

MSG  Mortality Surveillance Group 

 
1.9 Distribution Control 
Printed copies of this document should be considered out of date. The most up to 
date version is available from the Trust Intranet. 

 
2.0 STATEMENT OF POLICY 
 
2.1 Policy Objectives 

 
This policy sets out our agreed process to ensure a consistent and coordinated 
approach for responding to and learning from deaths. We describe our arrangements 
for responding as required in the National Guidance on Learning from Deaths. 
National Quality Board, March 2017 Annex C. We describe our review process and 
the responsibilities aligned to it. We set out our commitment to learning. 
 
2.2 Policy Definitions 

 
            MSG Mortality Surveillance Group  

 
2.3       Responding to Deaths- our agreed principles and practice. 
 
These are the standards we have agreed: 
 
We will implement framework for a comprehensive mortality review process which 
includes a scope for case selection as above.  
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Case note reviews will be undertaken to a consistent standard with reviewers 
adopting a comprehensive approach which looks at the care provided from 
admission to death.  
 
We will devise a set of metrics to monitor that the reviews are progressing to plan 
and report this performance to the MSG on a monthly basis.  
 
When a death occurs, the clinical team closest to the patient will identify if the death 
is ‘in scope’ and notify the Trust Mortality Coordinator thereby triggering the review 
process. 
 
When someone who has a learning disability dies we will implement the LeDeR 
process and also include the case in our scope of reviews. 
 
When a maternal death occurs, the Head of Maternity will implement the agreed 
process for reporting and investigating the case and will ensure that a mortality 
review is undertaken as part of this process. 
 
When an infant or child dies the Head of Children and Young Peoples Services will 
implement the agreed process for reporting and investigating the case and will 
ensure that a mortality review is undertaken as part of this process. 
 
We will invite other providers to inform us of deaths which may have been influenced 
by the care we gave, to an agreed protocol and reciprocal information sharing 
agreements. 

 
We will undertake periodic reviews of the cases of people who were expected to die 
to understand the quality of the experience and identify any learning. 

 
We will keep clear and transparent records of our decisions to review or not and 
invite the views of bereaved families when making such decisions. 
 
We will communicate with openness and transparency with bereaved families and 
carers: ensuring engagement is meaningful and compassionate at every stage; from 
notification of death to the investigation report, lessons learned and actions 
implemented.  
 
We will also identify and implement a mechanism for supporting the bereaved and 
our staff to obtain appropriate legal advice in accordance with the national guidance.  
 
3.0 RESPONSIBILITIES 
 
The Safety and Quality Governance Committee  
 

• Receives reports from the Medical Director.  
 
• Discusses cross-specialty and cross-divisional issues relating to mortality. 
 
• Review and monitors action plans action plans where appropriate.  
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The Mortality Surveillance Group (MSG)  
 
•  Oversees specialty mortality review structure, process and actions.  
 
•  Captures and respond to external and internal mortality trends.  
 
•  Ensures cross divisional learning from mortality review.  
 
•  Informs the Board of Directors of mortality outcomes and trends using the   
            agreed reporting framework.  
 
The Medical Director  
 
 •  Will provide assurance to the Board of Directors that there are effective  
            arrangements for learning from deaths in place and that the mortality review   
            process is functioning correctly. 
  
 •  Will ensure that there is a clear process through which delegated leaders hold   
            reviewers to account for their performance regarding the quality and  
            timeliness of the reviews and the implementation of learning actions.  
 
The Trust Mortality Lead  
 
The Trust Mortality Lead will assist the Medical Director in the implementation of this 
policy by: 
 

• Leading on all actions which result in full implementation of the policy areas.  
 

• Offering training and advice to colleagues involved with the mortality review 
process.  

 
• Organising an annual audit of death certificates which results in agreed 

improvements where identified. 
 

• Monitoring recommendations from Serious Incident Investigations and makes 
reports them to the Mortality Surveillance Group for information, discussion 
and agreed actions.  

 
• Reviewing reports from speciality morbidity and mortality meetings to capture 

learning from mortality review within specialities.  
 

• Raises any identified risk onto the Trust Risk Register via the Mortality 
Surveillance Group where it will be reviewed as part of the risk management 
process.  

 
• Ensuring that external mortality alerts are investigated and any associated 

concerns are resolved  
 

• Providing formal reports to the agreed framework.  
 

• Ensures that any actions identified in relation to mortality reviews are 
recorded, progressed and monitored appropriately.  
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The Trust Mortality Coordinator will: 
 

• Administrate the Mortality Surveillance Group and other groups to an agreed 
schedule. 

 
• Administer the relevant documentation to support the mortality review 

process.  
 

• Monitor the completion of reviews and escalate delays and issues to the Trust 
Mortality Lead in a timely manner.  

 
• Keep copies of all mortality review forms for audit purposes.  

 
• Contribute to regular reports to MSG by providing updates to the Trust 

Mortality Lead.  
 

• Receive feedback and learning points from the MSG and ensure learning 
outcomes and action points are included in the specialty governance audit 
plans as appropriate.  

 
• Share outcomes within the specialty and at divisional governance meetings.  
 

• Support and monitor the timely investigation of mortality alerts, reporting 
delays and or barriers to the Trust Mortality lead. 

 
Divisional Management Teams  
 
The Divisional Management teams will support the Learning from deaths process by: 
 

• Supporting clinical staff to speak openly and raise any concerns regarding the 
care of someone who has died and inform the Trust Mortality Lead so that the 
case can be considered for review. 

 
• Promoting an enabling culture by training and supporting staff to positively 

communicate with the bereaved and, where necessary, take timely effective 
action to address any specific concerns/complaints.  

 
• Monitoring the performance of Mortality Review Groups within the division by 

reviewing attendance and performance on at least an annual basis. 
 

• Establishing a governance process for receiving regular mortality reports from 
specialty mortality groups and ensuring that learning is captured and 
improvement actions progressed and so demonstrate compliance with Care 
Quality Commission (CQC) Regulation 17 ‘Good Governance’.  

 
• Disseminating this policy to new starters and making sure all staff know of 

and positively support our commitment to learn from deaths. 
 

• Enabling people, including staff to contribute to a review when this is 
indicated.  
 

•  
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• Ensuring that the findings from mortality review are reported and discussed 
as part of the divisional clinical governance process.  

 
Mortality and Morbidity Groups – governance and outcomes 
 
The measures that follow will be trialled for 3 months from publication of this policy 
and will be reviewed as they embed. 
 
With effect from September 2017 
 

• Each Mortality Group Chair will provide a template report to the Trust Mortality 
Lead. This will inform a performance dashboard giving MSG transparent and 
reliable data on case note reviews allocation, completion and learning 
outcomes.  

 
The Mortuary Service Manager will ensure that the Mortuary and Bereavement 
Staff: 
 

• Support the Trust Mortality Lead by ensuring that case notes are processed in 
accordance with the flowchart at Appendix 1. 

 
The Risk and Governance Team will: 

• Help identify cases where the bereaved relatives/ carers have implied that 
they have a concern about the quality of care- and that consent is sought 
to share this so that the case can be considered for review. 

 
 The Head of Information Services will: 

 
• Provide monthly mortality trend data to the MSG.  

 
• Map monthly patient level data against the mortality indicators and ensure 

that possible signals are reported to the MSG.  
 

• Provides mortality data and prepare reports to meet the Trust’s board, 
divisional, performance and commissioner reporting requirements. 

 
• Ensure that the Clinical Coding Manager is an active participant in developing 

the relationship between clinical coders and clinical staff and leads on training 
as required.  

 

Clinical Staff of all disciplines will: 
 

• Review the cases allocated within the agreed timescales using the on-line 
proforma template, seeking advice from other specialties and disciplines if 
appropriate.  

 
• Uses the Trust incident reporting system (Safeguard) to report incidents 

identified during mortality review to enable review as part of the risk 
management process.  

 
• Take advantage of opportunities to engage with clinical coders and work in 

partnership to develop knowledge and expertise. 
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• Work collaboratively across specialty boundaries in the interest of identifying 
areas for improvement. 

 
4.0 LEARNING FROM DEATHS 
 
Implementing this policy and the accompanying process documents will provide us 
with high quality, reliable, intelligence on the outcome of the care we provide so that 
we can celebrate what is good and make improvements where we have not met the 
standard expected. It is just the start. Once we have launched this document and 
established the processes we will adopt a continuous improvement approach so that, 
overtime, we build strong relationships with all stakeholders, especially the bereaved, 
so that we can support people to raise concerns and have them addressed at a level 
as close to satisfaction as we can get.  
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Appendix 1 Structure case note review Proforma 

 
 

 

Age at death (years): Sex: (please circle) 
M / F 

 

First 3-4 digits of the patient’s 
postcode 
 

Day of Admission:  Time of 
admission:
  

 

Day of Death: Time of 
Death:        

Number of Days 
between 

admission and 
Death: 

 
 

Month cluster during which the patient died: (please circle) 
 

Dec/Jan/Feb  Mar/Apr/May  Jun/Jul/Aug  Sept/Oct/Nov 
 

Specialty team at time of death: (Please 

circle) 

Surgical / Medical 

Type of Admission: (Please circle) 

Emergency / Elective / Day case 
 
 

Recorded cause of death: 
 
 
 

 

 

Risk Factors 
Did the Patient have a 
learning disability 

 
Yes 

 
No 

If yes, there are clear or possible indications 
from the case records of a learining disability, 

after your review, please refer the casse to the 
hospital’s clinical governcance group to link with 

the Learning Disability Mortality Review 
Programme. 

 

    
   

      D A Y 

  

:     
      D A Y :     
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Phase of care: Admission and initial management (approximately the first 24 hours) 
Please record your explicit judgements about the quality of care the patient received and 
whether it was in accordance with current good practice (for example, your professional 
standards or your professional perspective). If there is any other information that you think 
is important or relevant that you wish to comment on then please do so. 

 

Please rate the care received by the patient during this phase. Please circle only one score. 
 

 
 

Very poor 
care 

Poor care Adequate care Good care Excellent care 

1 2 3 4 5 
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Phase of care: Ongoing care 
 

Please record your explicit judgements about the quality of care the patient received and 
whether it was in accordance with current good practice (for example, your professional 
standards or your professional perspective). If there is any other information that you think 
is important or relevant that you wish to comment on then please do so. 

 

Please rate the care received by the patient during this phase. Please circle only one score. 
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Very poor 
care 

Poor care Adequate care Good care Excellent care 

1 2 3 4 5 

 

Phase of care: Care during a procedure (excluding IV cannulation) 
 

Please record your explicit judgements about the quality of care the patient received and 
whether it was in accordance with current good practice (for example, your professional 
standards or your professional perspective). If there is any other information that you think 
is important or relevant that you wish to comment on then please do so. 
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Please rate the care received by the patient during this phase. Please circle only one score. 
 

 
 

Very poor 
care 

Poor care Adequate care Good care Excellent care 

1 2 3 4 5 

 

Phase of care: Perioperative care 
 

Please record your explicit judgements about the quality of care the patient received and 
whether it was in accordance with current good practice (for example, your professional 
standards or your professional perspective). If there is any other information that you think 
is important or relevant that you wish to comment on then please do so. 
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Please rate the care received by the patient during this phase. Please circle only one score. 
 

 
 

Very poor 
care 

Poor care Adequate care Good care Excellent care 

1 2 3 4 5 

 

Phase of care: End of Life Care 
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Please record your explicit judgements about the quality of care the patient received and 
whether it was in accordance with current good practice (for example, your professional 
standards or your professional perspective). If there is any other information that you think 
is important or relevant that you wish to comment on then please do so. 

 

Please rate the care received by the patient during this phase. Please circle only one score. 
 

 
 

Very poor 
care 

Poor care Adequate care Good care Excellent care 

1 2 3 4 5 
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Implicit structured case note review data collection 
sheet 

Phase of care: Overall assessment 
 

Please record your explicit judgements about the quality of care the patient received overall 
and whether it was in accordance with current good practice (for example, your professional 
standards or your professional perspective). If there is any other information that you think 
is important or relevant that you wish to comment on then please do so. 
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Please rate the care received by the patient during this overall phase. Please circle only one 
score. 
 

 
 

Very poor 
care 

Poor care Adequate care Good care Excellent care 

1 2 3 4 5 

Please rate the quality of the patient record. Please circle only one score. 
 

 
 

Very poor 
care 

Poor care Adequate care Good care Excellent care 

1 2 3 4 5 

 

Assessment of problems in healthcare 
In this section, the reviewer is asked to comment of whether one or more specific types of 
problem(s) were identified and, if so, to indicate whether any led to harm. 

Were there any problems with the care of the patient? 
 Yes (please continue below)           No (please stop here, thank you) 

If you did identify problems, please identify which problem type(s) from the selection below 
and indicate whether it led to any harm. Please tick all that relate to the case 

1. Problem in assessment, investigation or 
diagnosis (including assessment of pressure 
ulcer risk, venous thromboembolism (VTE) 
risk, history of falls) 

 Yes 
Did the problem lead to harm? 

 No      Probably      Yes 

2. Problem with medication / IV fluids / 
electrolytes / Oxygen (other than 
anaesthetic) 

 Yes 
Did the problem lead to harm? 

 No      Probably      Yes 

3. Problem related to treatment and 
management plan (including prevention of 
pressure ulcers, fall, VTE) 

 Yes 
Did the problem lead to harm? 

 No      Probably      Yes 

4. Problem with infection control?  Yes 
Did the problem lead to harm? 

 No      Probably      Yes 

5. Problem related to operation / invasive 
procedure (other than infection control) 

 Yes 
Did the problem lead to harm? 

 No      Probably      Yes 

6. Problem in clinical monitoring (including 
failure to plan, to undertake, or to recognise 
and respond to changes) 

 Yes 
Did the problem lead to harm? 

 No      Probably      Yes 

7. Problem in resuscitation following a cardiac 
or respiratory arrest (including 
cardiopulmonary resuscitation (CPR) 

 Yes 
Did the problem lead to harm? 

 No      Probably      Yes 
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8. Problem of any other type not fitting the 
categories above 

 Yes 
Did the problem lead to harm? 

 No      Probably      Yes 

 

Avoidability of death judgement score (only at 
second-stage reviews) 

 
We are interested in your view on the avoidability of death in this case. Please tick on the 

following scale: 

 
 

Please explain your reasons for your judgement of the level of avoidability of death in this 
case, including anything particular you have identified. 

Definitely 
avoidable 

Strong 
evidence of 
avoidability 

Probably 
avoidable 

(more than 
50:50) 

Possibly 
avoidable 

but not very 
likely (less 

than 50:50) 

Slight 
evidence of 
avoidability 

Definitely 
not 

avoidable 

1 2 3 4 5 6 
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Do you think that the patient was admitted to secondary 
care due to the unavailability of a more suitable place in 
another sector? 

 Yes     No 

If Yes, please give brief detail: 
 
 
 
 

Was the primary diagnosis correct?  Yes     No 

If No, what was it and when was this made? 
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Was the case coded accurately for primary cause of death?  Yes     No 

If No, please advise what you feel the code should have been: 

Did you find any inaccuracies in the edischarge (death) 
notification? 

 Yes     No 

If Yes, please give brief detail: 

Did you find any inaccuracies in the death certificate (if 
available)? 

 Yes     No     N/A 

If Yes, please give brief detail: 
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Was the length of stay influenced by the lack of an 
appropriate place for transfer of care? 

 Yes     No 

If Yes, please give details: 

Do you think this case should be further reviewed by a 
senior or specialist nurse? 

 Yes     No 
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APPENDIX 2 - Equality Impact Assessment 

 
Policy or function being assessed: Learning from Deaths Policy     Department/Service: Corporate Policy 
Assessment completed by: Julie Smith         Date of assessment: July 19th 2017 
 

1. Describe the aim, objective and purpose of this policy 
or function. 

To ensure that deaths are appropriately reviewed in order to identify learning 
which will improve the quality and safety of care?  

2i. Who is intended to benefit from the policy or function? 
 

 

 Staff x          Patients x         Public x        Organisation x 
 

2ii How are they likely to benefit? 
 

By the implementation of improvement actions as a result of learning. 

2iii What outcomes are wanted from this policy or 
function? 

We want to improve care quality and minimize the risk of avoidable harm 
leading to death.  

For Questions 3-11 below, please specify whether the policy/function does or could have an impact in relation to each of the nine 
equality strand headings: 
 

3. Are there concerns that the policy/function does 
or could have a detrimental impact on people 
due to their race/ethnicity? 

 N If yes, what evidence do you have of this? E.g. 
Complaints/Feedback/Research/Data 
 

4. Are there concerns that the policy/function does 
or could have a detrimental impact on people 
due to their gender? 

 N If yes, what evidence do you have of this? E.g. 
Complaints/Feedback/Research/Data 
 

5. Are there concerns that the policy/function does 
or could have a detrimental impact on people 
due to their disability? Consider Physical, 
Mental and Social disabilities (e.g. Learning 
Disability or Autism). 

 N If yes, what evidence do you have of this? E.g. 
Complaints/Feedback/Research/Data 
 

6. Are there concerns that the policy/function does  N If yes, what evidence do you have of this? E.g. 
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or could have a detrimental impact on people 
due to their sexual orientation? 

Complaints/Feedback/Research/Data 
 

7. Are there concerns that the policy/function does 
or could have a detrimental impact on people 
due to their pregnancy or maternity? 

 N If yes, what evidence do you have of this? E.g. 
Complaints/Feedback/Research/Data 
 

8. Are there concerns that the policy/function does 
or could have a detrimental impact on people 
due to their religion/belief? 

 N If yes, what evidence do you have of this? E.g. 
Complaints/Feedback/Research/Data 

9. Are there concerns that the policy/function does 
or could have a detrimental impact on people 
due to their transgender? 

 N If yes, what evidence do you have of this? E.g. 
Complaints/Feedback/Research/Data 
 

10. Are there concerns that the policy/function does 
or could have a detrimental impact on people 
due to their age? 

 N If yes, what evidence do you have of this? E.g. 
Complaints/Feedback/Research/Data 
 

11. Are there concerns that the policy/function does 
or could have a detrimental impact on people 
due to their marriage or civil partnership? 

 N If yes, what evidence do you have of this? E.g. 
Complaints/Feedback/Research/Data 

12. Could the impact identified in Q.3-11 above, 
amount to there being the potential for a 
disadvantage and/or detrimental impact in this 
policy/function? 

 N Where the detrimental impact is unlawful, the policy/function or the 
element of it that is unlawful must be changed or abandoned. If a 
detrimental impact is unavoidable, then it must be justified, as 
outlined in the question above. 

13. Can this detrimental impact on one or more of 
the above groups be justified on the grounds of 
promoting equality of opportunity for another 
group? Or for any other reason? E.g. providing 
specific training to a particular group. 

 N Where the detrimental impact is unlawful, the policy/function or the 
element of it that is unlawful must be changed or abandoned. If a 
detrimental impact is unavoidable, then it must be justified, as 
outlined in the question above. 
 
 

 
14. 

 
Specific Issues Identified 

 Please list the specific issues that have been identified as being discriminatory/promoting detrimental 
treatment 

Page/paragraph/section of 
policy/function that the 
issue relates to 
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 1. None 1. 

 2. None 2 

 3. None 3 

15. Proposals  
 

 How could the identified detrimental impact be 
minimised or eradicated? 

N/A 

 If such changes were made, would this have 
repercussions/negative effects on other groups 
as detailed in Q. 3-11? 

Y N 

16. Given this Equality Impact Assessment, does 
the policy/function need to be 
reconsidered/redrafted? 
 

Y N 

17. 
 

Policy/Function Implementation 

 Upon consideration of the information gathered within the equality impact assessment, the Medical Director agrees that the 
policy/function should be adopted by the Trust. 
 
Name of Director/ Nick Oligbo  Title: Medical Director  
Date:   tbc 
 
Name of Policy/function Author: Julie Smith Title: Corporate Lead Nurse 
Date:  March 15th 2017 
 
(A paper copy of the EIA which has been signed is available on request). 
 

18.  Proposed Date for Policy/Function Review 
 

 Please detail the date for policy/function review (3 yearly): September 2017 

19. 
 

Explain how you plan to publish the result of the assessment? As per policy.  
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 Standard Trust process 

20. The Trust Values 

 In addition to the Equality and Diversity considerations detailed above, I can confirm that the four core Trust Values are embedded in 
all policies and procedures.   
 
They are that all staff intend to do their best by: 
  
Putting patients first, and they will: 
        Provide the best possible care in a safe clean and friendly environment, 
        Treat everybody with courtesy and respect, 
        Act appropriately with everyone. 
  
Aiming to get it right, and they will: 
        Commit  to their own personal development, 
        Understand theirs and others roles and responsibilities, 
        Contribute to the development of services 
  
Recognising that everyone counts, and they will: 
        Value the contribution and skills of others,  
        Treat everyone fairly,  
        Support the development of colleagues. 
  
Doing everything openly and honestly, and they will: 
        Be clear about what they are trying to achieve, 
        Share information appropriately and effectively, 
        Admit to and learn from mistakes. 
  

I confirm that this policy/function does not conflict with these values.  
 

 

 


