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Deaths of

patients

detained under

the v v v
MHA (1983) or

where the MCA

(2005) applies

Suicide, self-

harm, or assault
resulting in the

death or long-

term severe v v
injury of a

person in state

care or detained

under the MHA

Deaths of
Persons with
mental illness
whose care
required case
record review
as per the
Royal College
of Psychiatrists’ v v
mortality review
guidance which
have been
determined to
be more likely
than not due to
problems in
care

Incidents
meeting the
Never Events
Criteria 2018 (or
its replacement)

Mental health-
related v v
homicide
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Improvement work/
Existing
workstreams

ELR/AAR — MDT
involvement in
services — policy and
process group have
already started this
at an event on
ELR/AAR reviewed
by policy and
process group —
development work to
continue.

Policy and process
group meet every
month — chaired by
Associate Director of
Patient Safety

As above

Environmental risk
group

New process now in
place. Homicide
reviews are
commissioned
externally and feed



Patient safety
event
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See Glossary
for terms

Child Deaths v

Deaths of
persons with
learning
disabilities

Safeguarding
incidents in
which:
ebabies,
children, or
young people
are on a child
protection
plan; looked
after plan or a
victim of wilful
neglect or
domestic
abuse/violence
eadults (over 18
years old) are
in receipt of
care and
support needs
from their local
authority
the incident
relates to FGM,
Prevent,
modern slavery
and human
trafficking or
domestic
abusel/violence
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Improvement work/
Existing
workstreams

into Organisational
learning group

Mortality review
process now part of
PSIRF process.

Safeguarding team
and meetings
internally and
external SAB
boards.



Patient safety
event

See Glossary
for terms

Incidents in
NHS screening
programmes

Deaths in
custody (e.qg.,
police custody,
in prison, etc)
where health
provision is
delivered by the
NHS

Domestic
homicide

V0.8

lISd

dvv/ d13

leulalxy

drs

Type of Investigation

dadsei

NUINACTINUIC O

0] Jajoy

uonesiuebhlio

3d0OI/Odd

dSO

Vvl

Who By
nNo W
. 8 | 8
2o <
< 3 (9]
-r-'_" D
b]
0
3

apldIwoy HA
UOISSIWWO0D

3SHN

u!pjenﬁamé

[sued 4HA

Improvement work/
Existing
workstreams

These are incident
specific

Prison specific
reviews (PSII’s) as
well as external
clinical reviews and
PPO

External homicide
reviews.



