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Purpose 

The objective of this report is to provide the Trust Board with an update on 
mortality actions.  

Receive ● 

Approve  

Trust Objectives 

Quality People Partnership Resources 

    

Executive Summary  

Context 

A higher than expected hospital, standardised mortality ratio (HSMR) continues to be a concern 
for RCHT. The Trust Board is asked to be updated on progress against actions. The updated plan 
is attached together with next step proposals.  

Key Recommendations 

The Trust Board is asked to note the contents of this report and support the next steps proposed.  

Assurance Framework 

The risk of a high mortality ratio is considered in the Trust Risk Register.  

Next Steps 

The Trust Management Committee – Governance and Trust Board will continue to receive 
updates on the delivery of this action plan.  

Corporate Impact Assessment 

CQC Regulations Covers all CQC outcomes. 

Financial Implications None. 

Legal Implications None. 

Equality & Diversity None. 

Workforce and Staffing  

Performance Management  None.  

Communication  None. 

Acronyms / Terms used in Report  

HSMR  Hospital Standardised Mortality Ratio 

NEWS National Early Warning Score 



Page 1 of 4 

 

Update on Mortality Actions: Report for Trust Board Jan 2015 
 

 
1. Introduction 
 
A higher than expected hospital standardised mortality ratio (HSMR) continues to be 
a concern for RCHT. Following on from our initial actions– the following next steps 
are proposed: 
 

 Improvement in inpatient Specialty to Specialty Referrals 

 Improvement in Specialty Weekend Cover 

 Review of Junior Doctor Cover 

 Introduction of e-alerts  

 Improvement in Recognition and Planning  of care for  the Unwell Patient 
 
2.  Background 
 
Our re-based HSMR for the period April 2013 / March 2014 is 110.5 with observed 
number of deaths 1431 versus 1295 expected. This puts us into the ‘higher than 
expected’ band for overall HSMR, one of 15 (out of 142) with a higher than expected 
HSMR. 
 
The weekday HSMR of 106 is “within expected range”. However the weekend HSMR 
is higher than expected at 125 - one of 11 trusts within this range. 
 
Our latest position is shown below. Our current position is within the expected range. 
 
3. Overall HSMR 
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4. Weekend HSMR 
 

 
 
5. Mortality Case Note Review 
 
Mortality case note review occurs within all specialities. Learning is shared through 
the Mortality Review Committee and a newsletter is circulated to all consultants after 
this meeting (latest newsletter attached at appendix 1). The most recent review 
numbers are shown below. There has been agreement to review deaths within 2 
months. The next step is to bring this forward so deaths are reviewed within 4 
weeks. 
 

January to October deaths 2014 

Divisions 
Speciality code & 

description 
Total 

deaths  
Total 

reviewed 
Percent 

reviewed 

Surgery, 
Trauma & 
Ortho 

(100) General surgery 30*** 29 97 

(101) Urology 2 2 100 

(104) Colorectal 
Surgery 

1 1 100 

(107) Vascular surgery 7 5 71 

(110) Trauma and 
Ortho 

52 45 87 

(120) ENT 3 3 100 

(140) Oral surgery 1 1 100 

total 96 86 90 

Theatres 
& Anaes 

(192) Critical Care Med 117 117 100 

total 117 117 100 

Medicine 
& ED 

(300) Acute Medicine  168 156 93 

(301) 
Gastroenterology* 

45 43 96 

(302) Endocrinology* 60 53 88 

(430) Geriatric Med & 
Rehab (314) 

354 349 99 

(320) Cardiology 63 57 91 
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(340) Respiratory*  145 140 97 

(361) Nephrology* 40 40 100 

(400) Neurology 9 9 100 

total 884 847 96 

Clinical 
Support 
Services 
& Cancer 

(303) Haematology  11 10 91 

(800) Clinical Oncology 31 31 100 

total 42 41 98 

Women, 
Ch & 
Sexual 
Health 

(502) Gynaecology 3 2 67 

(420) Paediatrics & 
(422) Neonatology** 

7 7 100 

total 10 9 90 

Total: All inpatient deaths  1149 1100 96 

ED 
deaths 

(180) A & E 132 119 90 

Total: All inpatient and ED deaths 1281 1219 95 

 
6. Improvement in Inpatient Specialty to Specialty Referrals 
 
An initial draft proposal has been agreed with specialty teams. The next step is to 
pilot an electronic system using Maxims. The piloting of this has been delayed due to 
timescales involved in altering maxims. The system will be piloted in February with a 
plan to roll out from March. 
 
Leads - Steve Iles/Andy Jago 
Timescales - Initial plan by end of Dec 2014- now pushed back to February 2015. 
 
7. Improvement in Specialty Weekend Cover 
 
An initial gap analysis was performed with specialty teams being tasked to provide 
an overview of gaps in their service. The next step is to understand the detailed 
proposals for bridging the gap. This may involve extra resource but part of this work 
involves looking at how each speciality provides services at a weekend - to move to 
a more systematic approach, eg to gain a clear understanding of: 

 
1. Start times at weekend. 
2. Clear expectations for each specialty: 

 which wards attending, and in what order 

 expectations on each ward (all patients review, board round- review 
sick/discharge/high NEWS/nurse concern etc 

 what happens to the information on patients who are sick, being 
discharged - how is this data used? 

 PM board rounds 

 duties for non ward based specialties 
 
3. Pathways/Protocols to support above 
 

Leads -  DMD/Div Teams 
Time scale - Initial review as part of job planning - ongoing work regarding gaps in 
cover 
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8. Review of Junior Doctor Cover 
 
The outreach service is due to start in early January. Extra junior staff have been 
committed across the wards. Following these changes a comprehensive review of 
cover is needed to highlight any on going gaps. 
 
Leads - Cate Powell/Med division/Chief Resident 
Timescale - End Feb 2014 
 
 
9. Introduction of e-alerts  
 
A business case to support the use of electronic recording for ward observations 
(VITALPAC) was submitted to the Nursing Technology Fund. If unsuccessful, space 
in the capital program will be needed to implement. 
 
Lead- Ethna McCarthy 
Timescale- Early 2015 for results of tech fund 
 
 
10. Improvement in Recognition and Planning  of care for  the Unwell 

Patient 
 
Our initial steps involved the introduction of SBARD and revising the NEWS form. 
Our next 2 steps involve the greater use of advance planning decisions and 
improving simulation training for ward teams.  
 
Trust wide advance planning currently is limited to the ANDO form. Other areas use 
specific tools eg POSSUM scoring in surgery. The ANDO form can be altered to 
incorporate wider advance planning decisions and to include decisions on the 
appropriateness of escalation of therapy. This work will be led by the resuscitation 
team. 
 
We plan to introduce team based training to teach the vital generic skills and human 
factors training required to deliver high standards of care to critically ill patients. We 
propose to do this in a manner that has proved to be highly effective in sessions run 
by Bristol Simulation centre. An example of the training schedule is shown in 
Appendix 3. 
 
Lead - Jay Over/Cate Powell 
Timescale - Feb 2015 
 
 
 11. Recommendations 
 
The Trust Board is asked to note the contents of this report and support the next 
steps proposed. 
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MORTALITY NEWSLETTER: DECEMBER 2014 

 
Dear all 
Our current HSMR on the Dr Foster dashboard is 98.63 (80.9-119.08) with a 12 
month figure of 104 (September 2013 to August 2014) as shown below. Although 
there has been on overall trend to improvement over the past few months we need to 
consider that this figure will be subject to rebasing in due course and may therefore 
rise.  

 

 

There are two diagnostic groups of concern flagging currently – namely syncope and 
cardiac dysrhythmia. We have investigated syncope previously and found that the 
majority of these cases lacked a specific diagnosis during the first two fixed 
consultant episodes (FCE’s). We plan to repeat this review of the current cases and 
expect to find the same issue. Meanwhile the PAS team are looking at ways to 
minimise the documentation of multiple FCE’s during the early phase of acute 
admissions caused in part by transfers of care recorded on swift plus as the patient 
moves through ED, MAU/SRU and base wards. The coding in the cardiac 
dysrhythmias group has been reviewed and the cases are now under clinical case 
review by the cardiology team. 
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In an attempt to pre-empt the effect of annual rebasing, the Dr Foster data is now 
also presented in a remodelled format referred to as the CQC HSMR. Over the past 
12 months RCHT has a CQC HSMR of 103.6 with a weekday CQC HSMR of 101.76 
and a weekend CQC HSMR of 111.66 – the weekend ratio is flagging red 
(confidence limits 100.36-123.88). We therefore continue to have a significantly 
higher HSMR for patients admitted at the weekend although this has improved from 
the previous quarter data where our weekend HSMR was reported at 125.3 placing 
us as a significant national outlier.  
 
CQC HSMR – last 12 months 

 
 
CQC HSMR – patients admitted at weekend – last 12 months 

 

 

Using the CQC HSMR data, the 6 diagnostic groups with highest numbers of 
observed over expected deaths were seen to be broadly similar across weekday 
admissions and weekend admissions with the exception of pneumonia which 
appears to be over-represented in the weekend death group. The adoption of the 
pneumonia bundle will hopefully help address this.  
(see table overleaf) 
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Weekend Weekday 
Pneumonia Acute cerebrovascular disease 
Cardiac dysrhythmias Congestive heart failure 
Aspiration pneumonitis Syncope 
Congestive heart failure UTI 
Acute cerebrovascular 
disease 

Cardiac dysrhythmias 

UTI Senility and organic mental disorders 
 

Participation rates 
 
A total of 98% of deaths between January and September have been reviewed and 
already we have 64% of Octobers deaths reviewed. Having achieved such an 
excellent overall review rate the medical director and the Trust board are keen to 
build on that and reduce the time between death and review and our target going into 
2015 will to have >95% of cases reviewed by the end of the following month. To do 
this we will be supporting the bereavement office to ensure forms are sent out in a 
timely fashion and we will introduce a modified short form (with some basic 
standards of care to be achieved and a free text box) to be used as a screening form 
in high volume specialities. 
 

 

Divisions
Speciality code & 

description
Total 

deaths 
Total 

reviewed
Percent 

reviewed
Total 

deaths 
Total 
rev

% rev

(100) General surgery 27 26 96 4*** 2 50

(101) Urology 2 2 100 _ _ _

(104) Colorectal Surgery 1 1 100 _ _ _

(107) Vascular surgery 7 5 71 _ _ _

(110) Trauma and Ortho 44 41 93 8 4 50

(120) ENT 3 3 100 _ _ _

(140) Oral surgery 1 1 100 _ _ _

total 85 79 93 12 6 50

(192) Critical Care Med 104 104 100 13 13 100

total 104 104 100 13 13 100

(300) Acute Medicine 151 146 97 17 10 59

(301) Gastroenterology* 42 41 98 4 3 75

(302) Endocrinology* 46 43 93 14 8 57

(430) Geriatric Med & 
Rehab (314)

320 313 98 33 32 97

(320) Cardiology 50 48 96 13 6 46

(340) Respiratory* 132 127 96 12 4 33

(361) Nephrology* 35 35 100 5 5 100

(400) Neurology 9 9 100 _ _ _

total 785 762 97 98 68 69

(303) Haematology 10 10 100 1 0 0

(800) Clinical Oncology 29 29 100 2 2 100

total 39 39 100 3 2 67

(502) Gynaecology 2 2 100 1 0 0

(420) Paediatrics & (422) 
Neonatology**

7 7 100 _ _ _

total 9 9 100 1 0 0

1022 993 97 127 89 70

ED deaths (180) A & E 118 118 100 13 0 0

1140 1111 98 140 89 64

* General medical patients are included in the specialty of the consultant at death
** discussion ongoing about definitions for inclusion  
*** 2 of the 4 general surgery deaths may be reallocated to another specialty. Awaiting confirmation 
from the Clinical & Business Team (data quality)

Total: All inpatient deaths 

Total: All inpatient and ED deaths

Preview of October 2014

Review or specialty report received by 11:00 on 23 December 2014

Surgery, 
Trauma & 
Ortho

Theatres & 
Anaes

Medicine 
& ED

Clinical 
Support 
Services & 
Cancer

Women, 
Ch & 
Sexual 
Health

January to September deaths 2014
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Case review/trends 
 
We have reviewed 25 further cases at MRC where concerns were raised by the initial 
reviewer. These cases included examples of issues with: 
 
Domain No. Incident 
Clinical care 15 Missed diagnoses (tamponade/AAA), lack of or 

delay in consultant review (x3), delay in procedure 
(oesophageal stent), delay in reviewing blood results 
(neutropaenia, anaemia), delay in assessment in ED 
(pneumothorax), over oxygenation in type 2 
respiratory failure (x2), falls (x2), delay in antibiotic 
administration, no cause of death documented 

Prescribing 4 Delay in analgesia, missed anticonvulsants, missed 
LMWH, inappropriately high opiate dose  

Bed availability 4 Access to ITU – post op and sepsis, NIV on 
Wellington, medical patient unable to be moved from 
surgical ward 

Device failure 1 Empty oxygen cylinder 
Recognised 
complication 

1 Fat embolus 

 

 

Speciality morbidity and mortality meeting reports 
 
We have received mortality and morbidity meeting reports from critical care, 
gastroenterology, renal medicine, endocrinology, paediatrics and 
haematology/oncology. We would encourage all specialities to continue/develop their 
M and M meetings and to report to MRC at least 3 monthly. We will contact 
specialities directly about his through 2015. 
 
In conclusion we have an improved HSMR although this may be subject to re-basing 
and our weekend mortality remains a concern. Efforts to improve clinical care 
pathways to minimise differences between weekday and weekend care need to 
continue combined with moves towards seven day working. The review rate is 
excellent – well done to all (especially care of the elderly) and hopefully we can build 
on that to improve timeliness of review as well as our comprehensive review rate.  
 
We wish you all best wishes for the festive season. 
 
The latest Mortality Review Committee Monthly report to the Medical Director is 
overleaf 
 

Paul Johnston 
Chair of the Mortality Review Committee 
23 December 2014 
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