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Guidelines for Reporting the Death of a Person Served 
and Death Review Information

PURPOSE:	To provide guidelines for the state hospitals in reporting the death of a person served to the State Hospitals Section Central Office.

GUIDELINES: (also refer to Texas Administrative Code, Chapter 405, Subchapter K, Death of a Person Served)

I) ACTIONS TAKEN UPON THE DEATH OF A PERSON SERVED
	
A) When a death occurs, the person in charge shall immediately notify a registered nurse (RN) or, if readily and physically available, the attending or duty physician.
B) The registered nurse, as appropriate, shall perform the following activities and document them in the individual’s medical record:
(1) the date, time, and location where the person was found, and any information given by other individuals who were present at time of death;
(2) the name of the physician notified, the time and date of notification, and the name of the employee making notification;
(3) the names of persons who observed person dying or who found the person;
(4) any treatment immediately prior to death and any emergency procedures initiated; and
(5) complete and/or update the Client Injury/Incident Report if the death was related to an injury.
C) The attending or duty physician shall:
(1) identify, examine, and pronounce the person dead
(2) make notation of:
(a) the date, the time, and if known, the probable cause of death;
(b) any treatment immediately prior to death and any emergency procedures initiated; and
(c) any information given by other individuals present at the time of death;
(3) determine whether the death occurred under unusual circumstances and whether the cause of death is uncertain; 
(4) complete the Report of the Death of a Person Served form; and
(5) perform the following activities or delegate them and ensure completion and documentation:
(a) notify the hospital Superintendent or the administrative duty officer and the chairperson of the Death Review Committee;
(b) if the cause of death is uncertain or if the death occurred under unusual circumstances, immediately notify the appropriate justice of the peace or county medical examiner and request an inquest; and
(c) arrange for the notification of a funeral home of the family's and/or guardian's choice to which the deceased is to be released.
D) The facility Superintendent or designee shall notify the deceased's personal representative (primary or emergency correspondent(s)) of the death; provide an explanation of the relevant facts related to the death; and inform them of their right to examine the deceased's medical information relevant to the death, death certificate, and autopsy findings, if any.  A physician shall request consent to conduct an autopsy when appropriate.
E) Within one working day of each death, the facility Superintendent or designee shall be responsible for ensuring 
1) the completed reporting form Report of Death of a Person Served is faxed (512-206-5297) or transmitted by e-mail to the Chair, Death Review Committee;
2) direct phone contact is made to report the death to the office of the Director of State Hospitals (512-206-5177); and
3) an Unusual Incident Report is completed as required by the SHS Guidelines for Reporting Unusual Incidents.

II) Administrative and Clinical Death Reviews

A) An Administrative Death Review and a Clinical Death Review (or Root Cause Analysis [RCA]) must be performed for each death occurring in a facility during any admission or within 72 hours of discharge.  There are two clarifications on this requirement:
1) If a known terminally ill patient is transferred, but not discharged, to another facility and then dies, only an Administrative Death Review is required.
2) If a known terminally ill patient is discharged to another facility and then dies, neither an Administrative Death Review nor a Clinical Death Review is required.
B) The Administrative Death Review is completed first.  An Administrative Death Reviews is an administrative/quality assurance review activity to identify non-clinically related problems requiring correction and opportunities to improve the quality of care.
C) The Clinical Death Review is completed after the Administrative Death Review. The Clinical Death Review is a clinical quality assurance/peer review activity conducted to identify clinically related problems requiring correction and opportunities to improve the quality of care pursuant to the statutes that authorize peer review activities in the State of Texas. 
D) Administrative and Clinical Death Reviews are forwarded to the State Hospitals Section Hospital Management Data Services (SHS HMDS).
E) Disability Rights-Texas and agency staff may have access to any Administrative and Clinical Death Review
F) If a death is the result of a Sentinel Event, then a Root Cause Analysis (RCA) must be conducted.  The root cause analysis may substitute for the Clinical Death Review.  The results and documentation of the Root Cause Analysis must be sent directly to the Chairperson, State Hospitals Section Peer Review Committee for Performance Improvement (PRCPI) in care of SHS HMDS.
G) Any request for access to a Root Cause Analysis (from other than facility committee members or the PRCPI) should be referred to legal and reported to the PRCPI.  
III) 
Timelines for Reporting
.  
	
TIME FRAME

	
ACTIONS

	Immediately
	· All deaths of persons served shall be reported immediately to the State Hospital Section on the Unusual Incident Report.

	Within one (1) working day 

	· Hospital Superintendent or designee determines if the death is a Sentinel Event and indicates on Report of the Death of a Person Served form.
· Hospital Superintendent ensures that completed Report of the Death of  Person Served form is faxed to the Director, State Hospitals Section at (512) 206 – 5297 or sent by e-mail to ## SH Death Report@dshs.state.tx.us

	Within 14 days
	· If the death is determined to be a Sentinel Event and a Root Cause Analysis is to be conducted in lieu of the Clinical Death Review, then the Administrative Death Review Committee forwards information to the Director, State Hospitals Section.

	Within 14 days after receiving report of Clinical Death Review Committee
	· Administrative Death Review Committee findings (including recommendations from the Clinical Death Review Committee) are forward to the Director, State Hospitals Section.




Contents of Report submitted to Director, State Hospitals Section:

1. A copy of the death/discharge summary, if available or as soon as available thereafter;
2. A copy of the death certificate bearing a valid diagnosis, if available or as soon as available thereafter;
3. A copy of the preliminary or full autopsy report, if available or as soon as available thereafter;
4. The probable final diagnosis, including contributory causes, and reasons, for variance from the death certificate, if any;
5. A copy of the clinical death review committee’s recommendations, if such review was conducted;
6. A copy of the administrative death review committee’s recommendations.
7. If applicable, documentation of the effort to obtain external membership for the clinical death review committee and/or the administrative death review committee, in no such medical professional and/or representative of the public was available.
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