
Attachment H 

SMH Mortality Review Meeting Guidelines 

Summary Information (to be provided prior to the Post-Mortem Review meeting): 

1. Identifying data:  Name, medical record number, facility and unit, date of birth, admission 
date, age upon admission, date of death, time of death, age upon death, length of stay, 
race. 

2. Diagnoses:  Axis I, Axis II, Axis III (indicate primary diagnosis in each category if 
applicable). 

3. Current medications: Dosage, indications for use (or attach current medication 
administration record). 

4. Laboratory/x-ray/consultations:  Recent, relevant findings. 
5. Reason for admission to the facility. 
6. Condition upon admission. 
7. Course of hospitalization at facility: Psychiatric, medical, nursing, social and 

rehabilitation services. 
8. Circumstances leading to death:  Timeline of events, include general hospital 

treatment/transfer information as applicable. 
9. Cause of death:  As per the certificate of death; immediate and contributing causes; were 

the causes being treated/addressed prior to the death; and was there anything that may 
have prevented the death. 

10. Place of death. 
11. Resuscitation status. 
12. Medical advance directive status:  Was the person given an opportunity to complete an 

advance directive; was a medical advance directive completed; and was the advance 
directive relevant to the death. 

13. Next of kin notification. 
14. Autopsy. 
15. Psychological autopsy in all cases involving a death by suicide. 

Post-Mortem Review Meeting Protocol and Agenda: 
 Protocol: 

• One meeting is to be held with all participating individuals/agencies; 
• Provide copies of the draft post-mortem summary to all participating individuals 

prior to the actual meeting. 

Agenda: 
• Role call. 
• Review of post-mortem summary to be led by the Chief Medical Executive and 

Chief Medical Officer. 
• Active participation by the treatment team members. 
• Open discussion, with review of the following as applicable: 

1. Literature review findings; 
2. Chart review findings (including issues requiring follow-up); 
3. Incident report history; 
4. Notification matrix review (see Attachment I); 
5. Recommendations (including staff education needs, equipment needs, 

policy review and revisions). 
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	`FALLS
	SUBCATEGORY CODE
	INSTRUCTIONS
	MEDICA-TION ERRORS
	SUBCATEGORY CODE
	INSTRUCTIONS
	Med Error Type – A:
	Use the appropriate 2-digit number (87-97) from Attachment E, Subcategory Code List
	No. of Doses 
	Enter the total number of errors/doses
	Reason for Med Error – B:
	Use the appropriate 3-digit number (100-114) from Attachment E
	Med Type – C:
	Use the appropriate 3-digit number (120-145) from Attachment E
	Severity – D:
	Use the appropriate 3-digit number (156-158) from Attachment E
	SELF- INJURIOUS BEHAVIOR
	SUBCATEGORY CODE
	INSTRUCTIONS
	SIB Method – A:
	Use the appropriate 3-digit number (160-182) from Attachment E. If “Other”(179), specify in narrative.
	SIB Instrument – B:
	Use the appropriate 3-digit number (200-232) from Attachment E If “Other” (227), specify in narrative.
	ASSAULT
	SUBCATEGORY CODE
	INSTRUCTIONS
	Assault Patient – A:
	Use the appropriate 3-digit number (260-266) from Attachment E 
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	Use the appropriate 3-digit number (270-275) from Attachment E 
	Provocation/Reason – C:
	Use the appropriate 3-digit number (280 or 281) from Attachment E
	AGGRESSION
	SUBCATEGORY CODE
	INSTRUCTIONS
	Aggression Patient – A:
	Use the appropriate 3-digit number (292-297) from Attachment E 
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	Use the appropriate 3-digit number (274 - 276) from Attachment E
	Provocation/Reason – C:
	Use the appropriate 3-digit number (280 or 281) from Attachment E 
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	SUBCATEGORY CODE
	INSTRUCTIONS
	Death Type – A:
	Use the appropriate 3-digit number (300-306) from Attachment E 
	Coroner Notified – B:
	Use the appropriate 3-digit number (309 or 310) from Attachment E 
	Coroner Status – C:
	Use the appropriate 3-digit number (311-314) from Attachment E 
	Autopsy Status – D:
	Use the appropriate 3-digit number (320-325) from Attachment E 
	ALLEGED ABUSE
	SUBCATEGORY CODE
	INSTRUCTIONS
	Abuse Type – A:
	Use the appropriate 3-digit number (330-336) from Attachment E 
	Abuse Investigation – B:
	Use the appropriate 3-digit number (340-341) from Attachment E
	ANSA
	SUBCATEGORY CODE
	INSTRUCTIONS
	Alleged nonconsensual sexual activity TOWARD another patient – A:
	Use the appropriate 3-digit number (325 or 326) from Attachment E
	Referred for investigation – B:
	Use the appropriate 3-digit number (327 or 328) from Attachment E
	AWOL/UA
	SUBCATEGORY CODE
	INSTRUCTIONS
	AWOL/UA Type – A:
	Use the appropriate 3-digit number (350-355) from Attachment E
	Circumstances – B:
	Use the appropriate 3-digit number (360-371) from Attachment E
	Search – C:
	Use the appropriate 3-digit number (382-388) from Attachment E
	Consequences/Resolution – D:
	Use the appropriate 3-digit number (390-392, 404, 405) from Attachment E
	Return Date & Time
	Enter date, YYYY/MM/DD and military time, HH:MM
	ADR
	SUBCATEGORY CODE
	INSTRUCTIONS
	ADR Drug & Dose:
	In accordance with the facility procedures, designated staff member records suspected drug and dosage 
	ADR Action:
	In accordance with the facility procedures, designated staff member/committee uses the appropriate 1-digit code (1-3) from Attachment E
	ADR Type:
	In accordance with the facility procedures, designated staff member/committee uses the appropriate 1-digit code (1-9) from Attachment E
	ADR Severity:
	In accordance with the facility procedures, designated staff member/committee uses the appropriate 1-digit code (1-3) from Attachment E
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	In accordance with the facility procedures, designated staff member/committee uses the appropriate 1-digit code (1-5) from Attachment E
	PHYSICAL RESTRAINT
	Check the appropriate box (Yes or No)
	Total Min/Sec in PR:
	If applicable, enter the total minutes/seconds in physical restraint (MM:SS)
	MECHANICAL RESTRAINT
	Check the appropriate box (Yes or No)
	Total Minutes in MR:
	If applicable, enter the total minutes in mechanical restraint 
	EXCLUSION
	Check the appropriate box (Yes or No)
	Total Minutes in Exclusion:
	If applicable, enter the total minutes in exclusion 
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	Check the appropriate box (Yes or No)
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	Check the appropriate box (Yes or No)
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	Check the appropriate box (Yes or No)
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	Completed by the PI Department Staff or designee
	Description of Event
	State the facts, not opinions, and answer the questions; who, what, where, when, and how.  Note the patient medical record number (not name) of other involved patients, if applicable. Signature and title of the staff person completing the form is required and the date the SI-815 is completed.
	Names of Witnesses
	Any individual who is a potential/alleged witness is to be identified in this section.  A patient witness is to be identified by medical record number not name.  Reference staff members by classification.  Visitor, volunteer, and other witnesses must be identified by name.
	Medical/Nursing Interventions:
	To be completed by the RN conducting the initial assessment of the patient.  Document a specific, measurable description of the injury and interventions taken.  Check the appropriate box if a Pain Assessment was completed.  Check the appropriate box(es) if a STAT or PRN medication was administered and list the name and dose of the medication(s).  Sign and date the entry.
	PHYSICIAN NOTIFICATION
	The RN is to check the appropriate box for physician notification
	Date:
	If the response is yes, complete the date (YYYY/MM/DD)
	Time:
	Enter the time (military - HH:MM) the physician was notified
	By Whom:
	Enter the name and title of the staff member who notified the physician
	Physician Name:
	Self-explanatory
	Examined:
	Check the appropriate box, yes or no
	Date:
	If the response is yes, complete the date (YYYY/MM/DD)
	Time:
	Enter the time (military - HH:MM) the physician examined the patient
	Hospital Admission:
	The physician is to check the appropriate box, yes or no
	ER?:
	The physician is to check the appropriate box, yes or no
	Where:
	If the response is yes, the physician is to document the community hospital name
	Physician Findings & Recommendations:
	The physician is to document his/her assessment of the patient following examination.  Check the appropriate box for family/other notification.  Sign and date the entry.
	Patient’s Report about the incident:
	The patient’s report to staff about the incident is described and documented by the originator of the SI-815.  The patient may also document their statement on a separate 8 ½ X 11 sheet of paper that is forwarded to the CPIE for attachment to the original SI-815 form.  If not applicable, check the available box.
	Others Notified
	As applicable, list the individuals/agencies notified.
	Treatment Team Director’s Review:
	The Treatment Team Director shall complete this section and describe what actions were initiated as a result of the incident and, as appropriate, any contributing factors for consideration.  Sign and date the entry.
	PI/RM Review:
	Comments, signature/title and date are completed by the CPIE or designee.  Appropriate box(es) are checked as applicable.
	Administrative Review:
	Comments, signature/title and date are completed by any designated administrative reviewer.
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