	Division of DD Mortality Review

	I.  Provider Mortality Review

	Section I. to be completed by Professional Level Staff
Complete & Submit Within 5 Business Days from Death Event 

	Individual Information

	First Name
	Last Name                                
	Middle Initial
	DMH  #

	
	
	
	

	Consumer Address:                  
	County of Residence:                       

	DOB (mo/day/year):     
	Age:     
	Gender:       (  Male        (  Female  

	SS #:        

	Guardian Name:                   
 
	Agency Name:                                          


	Guardian Address:                                              


	Agency Address:                                      

	Guardian Phone:                  

	Agency  Phone:                                        


	Race/ Ethnicity     
	NPI  #    

	 FORMCHECKBOX 
 Caucasian     FORMCHECKBOX 
 African American     FORMCHECKBOX 
 Hispanic     FORMCHECKBOX 
 Asian     FORMCHECKBOX 
 Other:
	

	Background Information (Describe individual’s level of independence in self help skills and activities of daily living, special care needs, supervision needs, and physical disabilities.)  


	Level of Supervision (as defined by his/her plan)     
 Check all that apply:    (  24 hour/ awake staff      ( 24 hour/ sleep staff     (  Other: ____________________________  
Altered Level of Supervision:
( Line of Sight    ( Home Alone    ( Community Alone     ( 1:1   ( Priority (HC use only)   ( No Altered Level of Supervision

	Death Information

	Location of Death
	Date of Death
	Time of Death

	(Hospital  ( ER  ( SNF  ( RCF  ( ISL  ( FLA  ( Group 
 ( Nat. Home    ( ICFMR   ( Other (specify):       
	
	

	Was an “Alternative to CPR” Instruction / order in place?    
(   Yes (attach)
                                         (    No 
	Advance Directive          
(  YES (attach)

                                          (   No

	Was an autopsy performed?    FORMCHECKBOX 
 Yes  FORMCHECKBOX 
  No            
Comments:

	Was there a Do Not Resuscitate order (DNR)?   (Yes    (No   
Type:     (   Division of DD Non-Hospital           (   Hospital    
(  other​​​​____________________________________________


	Were Hospice Services being received?    (  Yes (   No 

If yes, for what diagnosis:             

	Hospice Agency:                            
Contact Info:           
                       

	Was this an expected death?  (death was anticipated, considered likely or probable given the diagnosis and/or prognosis)
(  Yes    (  No     If Yes, indicate why:                


	Most Current Medication Orders at Residence: 

List or attach Physician Order Sheet and/or Medication Administration Record

	

	
	Medication     
	Dosage  
	Reason for Taking    

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	List All Medication Changes 3 Months Prior to Death Event 

	
	Medication & Dosage 
	Change
	Date
	Reason

	
	
	( Started 

( Discontinued

( Altered Dosage    
	     
	

	
	
	( Started 

( Discontinued

( Altered Dosage
	
	

	
	
	( Started 

( Discontinued

( Altered Dosage
	
	

	List Diagnoses (Axis I, II, & III) at time of death.     

	     
	
	

	
	
	

	
	
	

	
	
	

	Recent Medical History List all hospitalizations, ER visits, illnesses and/or injuries for previous 6 months minimum) (Include copies of discharge summaries and new orders or instructions for any events).

	

	When was the individual last seen by a physician or nurse practitioner:      
Date:  
Name & Title:

Specialist Type:
Reason Seen: 

Outcome:


	Were new treatments started or existing treatments changed at that visit?   ( Yes  ( No      
If Yes, what:



	What were the events leading up to the death? (chronology of events leading up to and including death event) 

	

	Did this death involve any suspected or alleged abuse or neglect? 

	(  No
(  Yes    If Yes, was this reported as possible abuse or neglect?    (  No (  Yes    
Describe Action Taken:



	Were there any conditions or practices identified that require immediate intervention in order to protect other individuals from similar untoward events?             

	(  No        

(  Yes    If so, what?   (Such conditions or practices might include environmental hazards, delays in emergency response or seeking medical attention, inappropriate orders, programs, and/or interventions, etc.)



	Were any other factors identified or associated with this death?  

	(  No
(  Yes, please explain:



	Provider  Recommendations

	

	Provider Action Taken

	

	Additional

    Comments
                    Supporting Documentation Required at Time of Report                   

(
 Physician Orders  and Medication Administration Records for residential setting or program at time of death or 
transfer to another Care facility.  (Include previous 3 months prior to death event).
(
 All Staff documentation & progress notes (Nurses/Physician/ direct care or staffing / observation /

communication notes or logs etc.) for at least 72 hours prior to death or transfer to hospital or other care facility.  
(
 Most recently completed Community RN Monthly Summary including at least 3 Community RN 
 Monthly Summaries prior to the event or transfer.
(
 All health monitoring records being completed by your organization for this individual such as vitals, weights,

 blood pressure, blood sugar, bowel or urine records, I/O etc. for the current month and 3 previous months.
(
 All medical and behavioral consultation records for 6 months prior to death or transfer of care.
( 
Documentation of any nursing delegation for this individual performed within a month prior to event.
( 
If ordered, copy of DMH Non-Hospitalization DNR documentation or Alternative to CPR.
( 
Hospital, ER and/or Emergency Response reports (Paramedic/EMT/Ambulance/ First Responder etc) 

occurring within 12 months prior to death event or transfer of care. 
( 
Specifically Requested or Pertinent Documents: ___________________________________________________________________

Signatures

________________________________________     ______    _______________________________________________

    Print  Name of Professional Completing Form                 Date                                     Signature / Credentials

_____________________________________________     _______    _______________________________________________________________

               Print Name of Agency Administrator                      Date                             Signature of Agency Administrator  



	II.  Regional Office/ Hab Center Mortality Review Section
To be completed by Regional Office or Hab Center Mortality Review Committee

Coordinated by RO QE RN or HC designated RN

Complete and Submit Within 45 Business Days from Death Event

	First Name
	Last Name
	EMT #

	
	
	

	Type of Residence at time of death:          FORMCHECKBOX 
 Group Home       FORMCHECKBOX 
 ISL      FORMCHECKBOX 
 RCF      FORMCHECKBOX 
 SNF      FORMCHECKBOX 
 Habilitation Center       FORMCHECKBOX 
 Other:

	Death Certificate

	Immediate Cause of Death:

	Does the cause of death on the certificate agree with the autopsy?          (  Yes          (  No      (  No Autopsy :             
If NO, specify:


	Death as a Consequence of or Secondary to:
	Manner of death on death certificate:  

( Natural    ( Accident    ( Suicide    ( Homicide   
( Undetermined  

(  Not answered on death certificate
( Other: 



	List any other significant conditions  or situations known prior to death event:  
  

	Final Disposition of Remains

	(  Burial                                  Location:                                    
(  Cremation  

(  Donated to Science           Specify:

(  Other:

	Autopsy

	Was an autopsy performed?    FORMCHECKBOX 
 Yes  FORMCHECKBOX 
  No            
Comment: 
	Cause of Death per autopsy: 

Comments:



	Autopsy: ( chose all that apply)

 ( Required by DMH  

 ( Recommended by DMH

 ( Not recommended by DMH

 (  Refused by Guardian

Comments:


	

	Cause Of Death (Based on Death Certificate or Valid Document)        
If there are multiple causes for the death, please place # 1 next to the principle cause

	(  AIDS                     

	(  Alcohol / Substance Abuse

	(  Alzheimer’s Disease 

	(  Cancers (all types) Specify: 

	(   COPD /  Respiratory Disease.  Specify:

	(  Diabetes Mellitus

	(  Heart Disease (Cardiac) Specify:

	(  Kidney Disease (Nephritis, Nephrotic Syndrome)

	(  Liver Disease (Cirrhosis, Chronic Liver Disease) Specify:

	(  Pneumonia / Influenza  Specify & Indicate Pneumonia Due To Solids or Liquids: 

	(  Other: (requires entry if selected)

	Answer for All Deaths

Did any of the following conditions exist or events occur prior to death?      

	
	(  Dehydration           

	
	(  Malnutrition                          

	
	(  Skin Breakdown / Decubitus 

	
	(  Bowel Obstruction

	
	(  Aspiration Pneumonia 

	
	(  Fall / Head Injury

	
	(  Medication Error

	
	(  Ingestion of non-edible or poison.  Describe:

	6 Mo. Review of EMT System                              

	(  NO   Review did  not identify any related or precipitating events
(  YES  Review identified the following related or precipitating events: 


	RN Answer for All Deaths

Yes

No

N/A

Explain /Comments

Was emergency response implemented based on current standards and expectations?   

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

If no, explain:

If a DNR was implemented in the residence, was there an approved DMH Non-Hospital DNR in place?

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Was tobacco exposure a risk factor in this death?  

( Environmental      ( Smoker          ( Chewed  

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Was this an unexpected death? 

(No prior knowledge of any medical condition that would have lead to this death)  

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

If yes, specify:

Were all known medical issues currently being addressed / evaluated by physician or nurse practitioner?

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

If no, explain:

If nursing tasks were delegated, was there evidence of supporting documentation for training, delegation, and supervision?

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

If no, explain:

If alternative to CPR was ordered, were necessary supports in place?

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

If no, explain:

Does the current personal plan address medical/health issues and define supports needed?

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

If no, explain:

RN Answer Only For                 

Expected Deaths    
Y

N

N/A

Explain / Comment

Even though the death was expected, was there anything unusual or unexpected; in manner, in timing, or in circumstances?
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

If yes, explain:

Was there evidence of preparation of individual, staff, family, and/or housemates? (i.e. Information dissemination, emotional / spiritual support, financial arrangements, after death planning, procedures in place and staff trained to manage death, advance directive, what/how to manage other individuals before, at, and after individual dies, etc.)
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

If no, explain:

Were the appropriate palliative measures taken?  (Control of pain, privacy, support etc.)

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

If no, explain:
Did the death event occur consistent with the individual’s (and/or guardian’s) desires and/or as specified in the individual’s personal plan or treatment plan?
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

If no, explain:

	 FORMCHECKBOX 

 FORMCHECKBOX 

	
	
	

	Death Summary   

	

	RN Reviewer Comments:

	

	This Section Is To Be Completed by the Regional Mortality Review Committee

	Committee Answer For All Deaths     
	Y
	N
	N/A
	Comments

	Did error (such as medication error, error in diet or food preparation, or error in carrying out physician orders or treatments, etc.) possibly contribute to the death? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	If yes specify: 



	Did a defect, malfunction, misuse of, or absence of equipment appear to contribute to the event?             
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	If yes, specify:


	Did lack of medical care contribute to death?  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	If yes, specify:

	If Abuse/Neglect was suspected, was a DMH investigation done? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Was the death event handled per policy and procedure?    
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	If no, explain:



	Were notifications carried out appropriately and timely:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	If no, specify:

	Committee Findings 

	
	Controllable external factors:                            



	
	Human Factors:                                                


	
	Human Resource Issues:  

                                      

	
	Informational Management / Communication factors:



	
	Leadership Issues / Corporate Culture:



	
	Any deviation from the expected sequence of events:



	
	Incidental Findings:



	
	Additional Comments:



	
	Committee Recommended Action / Prevention Strategies:                           



	(
	RCA :The committee recommends completion of a Root Cause Analysis for the following reason: 

	Attachedcd
	( EMT   ( Electronic Death Notification  ( Death Certificate    (Autopsy     ( Root Cause Analysis   (Supporting Records    ( EMS/ER / Hospital Records if applicable   (Coroner’s Report if applicable  (Police Report if applicable  (Labs     (Other (Define):

	 Committee Signatures


	             Signature   /    Credentials    /    Date                                                                            Signature   /    Credentials    /    Date    
             Signature   /    Credentials    /    Date                                                                            Signature   /    Credentials    /    Date    
             Signature   /    Credentials    /    Date                                                                            Signature   /    Credentials    /    Date    
             Signature   /    Credentials    /    Date                                                                            Signature   /    Credentials    /    Date    


	Regional Office or Habilitation Center Administrative Action
To Be Completed by Regional Director, Superintendent, or Designee 

	Check all that apply:

(  Implement Identified Action Steps / Prevention Strategies with Provider Organization 

     (Track completion of required provider action in EMT system)

(  Refer to Regional QE / HC QE for Risk Reduction Strategic Planning

(  Close Mortality Review Case

(  Referred to Investigations Unit 
(  Referred to Local Law Enforcement (identify):

(  Referred to DHSS / Children’s Services or other Investigative Authority (specify):

(  Requested / Approved Autopsy
(  Refer for Root Cause Analysis *Reason:
(  Other: 


	
	Required Action Steps / Prevention Strategies
(  Require Implementation of Committee Recommendations as written.

(  Implement Committee Recommendations with the following modifications:

( Additional Required Action:



	
	Regional Office/ Habilitation Center Implications:



	
	Director / Superintendent Comments: 



	(  (
	 Action Steps entered into EMT system

Action Plan completed and entered into EMT system

	
	                 Administrator Signature                                                                       Date


	III.  Division of DD Executive Level Review
Division of DD Central Office

(To be conducted at the next  scheduled Executive Review following receipt of Mortality Review in Central Office)

	Required Documents Completed:

(  All applicable sections of DR form completed                    (  RCA (if applicable)

(  Electronic Death Notification                                              (   Law enforcement report (if applicable)                              

(  Event Report                                                                      (   EMS report (if applicable)

(  Death Certificate                                                                (   Medical / Hospital records (if app)

(  Autopsy Report (if applicable)                                                                                                 

(  Other (specify):

Comment:

	Timeline / Directive Compliance: 

(  Yes  (  No (specify):

	Controllable External Factors:

	Human Factors:                                        


	Human Resource Issues:                                       

	Informational Management / Communication factors:



	Leadership Issues / Corporate Culture:



	Incidental Findings:

	Division or Department implications: 



	Risk Reduction / Prevention Strategies / Action Taken:                          

(  Acceptable

(  Recommend Additional Action: (specify)



	Action 

Check All That Apply

( Returned for more research: (specify):                                                                    (  Close Case

(  Refer to State QE for Development of Risk Reduction Strategies

(  Refer for Root Cause Analysis 

(  Refer to Mental Health Fatality Review Panel (indicate reason):

                   (  Met established referral criteria

                   (  Other (define):          

                          

	Comments: 



	Signature / Title:_____________________________________________________Date:__________
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