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Patients and families can contribute to improvement when they are treated with respect and openness.
This report explored the extent to which those characteristics are present in National Health Service (NHS)
investigations regarding patient deaths and found them to be lacking, particularly in cases involving
patients with mental health conditions or learning disabilities. The authors recommend a framework to

guide behaviors consistently across the NHS to improve the timeliness and quality of investigations and
ensure system-level learning.


https://psnet.ahrq.gov/issue/learning-candour-and-accountability-review-way-nhs-trusts-review-and-investigate-deaths
https://psnet.ahrq.gov/issue/learning-candour-and-accountability-review-way-nhs-trusts-review-and-investigate-deaths
https://psnet.ahrq.gov/primer/patient-engagement-and-safety
https://psnet.ahrq.gov/issue/openness-and-honesty-when-things-go-wrong-professional-duty-candour
https://psnet.ahrq.gov/issue/investigating-clinical-incidents-nhs
https://psnet.ahrq.gov/issue/safety-mind-mental-health-services-and-patient-safety
https://psnet.ahrq.gov/issue/challenges-monitoring-and-preventing-patient-safety-incidents-people-intellectual

