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Purpose 

The objective of this report is to provide the Board with an update on the Mortality 
Improvement Plan.  

 

Receive ● 

Approve  

Trust Objectives 

Quality People Partnership Resources 

●    

Executive Summary  

A higher than expected hospital standardised mortality ratio (HSMR) continues to be a 
concern for RCHT. This paper provides an update on    

 Current mortality position 

 2 recent TDA visits concerning mortality  

 Key mortality improvement actions 

Key Recommendations 

The Trust Board is asked to note and receive the contents of this report. 

Assurance Framework 

The report provides information on the key risks and current level of assurance in meeting the 
Trust’s objectives. 

Next Steps 

The Trust Board to continue to receive regular updates. 
 

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. 
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Update on Mortality Improvement Plan for Trust Board 26th March 2015 

 

 
1. Introduction 
 
A higher than expected hospital standardised mortality ratio (HSMR) continues to be 
a concern for RCHT. This paper provides an update on    

 Current mortality position 

 2 recent TDA visits concerning mortality  

 Key mortality improvement actions 
 
2.  Current Mortality Data 
 
Our re-based HSMR for the period April 2013 / March 2014 was 110.5 with observed 
number of deaths 1431 versus 1295 expected. This put 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 was “within expected range”. However the weekend 
HSMR was 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. 
Our HSMR (Dec 2013-Nov 2014) is 102 (not flagging as lower confidence interval is 
less than 100, at 96.99)  
 
3. Overall HSMR 
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4. Weekend HSMR 
 
Our weekend HSMR IS 11O.27, lower confidence interval 99.60. 
 

 
 
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.  
 

January to December deaths 2014 

Divisions 
Speciality code & 

description 
Total 

deaths  
Total 

reviewed 
Percent 

reviewed 

Surgery, 
Trauma & 
Ortho 

(100) General surgery 37 34 92 

(101) Urology 4 4 100 

(104) Colorectal 
Surgery 

1 1 100 

(107) Vascular surgery 10 10 100 

(110) Trauma and Ortho 64 56 88 

(120) ENT 4 4 100 

(140) Oral surgery 1 1 100 

total 121 110 91 

Theatres 
& Anaes 

(192) Critical Care Med 137 136 99 

total 137 136 99 

Medicine 
& ED 

(300) Acute Medicine  209 204 98 

(301) Gastroenterology* 51 49** 96 

(302) Endocrinology* 76 70 92 
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(314) Rehab & (430) 
Geriatric Med  

433 410 95 

(320) Cardiology 81 76 94 

(340) Respiratory*  179 172** 96 

(361) Nephrology* 52 52 100 

(400) Neurology 10 10 100 

total 1091 1043** 96 

Clinical 
Support 
Services 
& Cancer 

(303) Haematology  13 12 92 

(800) Clinical Oncology 38 32 84 

(315) Palliative 
medicine 

1 1 _ 

total 52 45 87 

Women, 
Ch & 
Sexual 
Health 

(502) Gynaecology 3 3 100 

(420) Paediatrics & 
(422) Neonatology*** 

9 9 100 

total 12 12 100 

Total: All inpatient deaths  1413 1346 95 

ED 
deaths 

(180) A & E 156 149 96 

Total: All inpatient and ED deaths 1569 1495 95 

 
6. External visits by the Trust Development Authority (TDA) 
 
The TDA have visited twice in 2015 to review processes around mortality. Mrs 
Penny Smith (Head of Quality South) visited in January to observe the Mortality 
Review Committee. The full report is attached as Appendix 2. The key 
recommendations were as follows: 

 

 The Medical Director should chair the Committee or attend on a 
predetermined basis. The MD will attend on a pre-determined basis.  

  Widen membership to include a member from primary care. –we are currently 
sourcing a primary care representative  

 Strengthen the Mortality Action Plan by including Clinical Indicators, 
presented as data over time. –these are in development 

  Strengthen the MRC with stronger governance of actions, while maintaining 
the enthusiasm and quality of contribution. A regular report to TMC with 
plan for oversight of individual specialty review. 

 Improve attention to detail within the Action Plan. The Action plan has been 
revised. 

 
Penny and Mr Stan Silverman (Deputy Medical Director TDA) also visited RCHT on 
Monday 23 February to review actions following their visit in October 2014. Formal 
feedback is awaited but a verbal update was positive with evidence of clear 
improvement in key areas. 
 
6. Key Mortality Improvement Actions- Update 
 

 Improvement in Inpatient Specialty to Specialty Referrals 
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Currently being piloted for pain team referrals. Software needs further 
alteration scheduled for end of March 15. 
 

 Improvement in Specialty Weekend Cover 
Review of weekend working being undertaken as part of job planning. 
Business cases for consultants to support weekend working in progress. 
 

 Review of Junior Doctor Cover 
In progress draft review due end of February 2015. 
 

 Introduction of e-alerts  
National funding bid unsuccessful. Now being considered as part of capital 
programme for 15/16. 
 

 Improvement in Recognition and Planning  of care for  the Unwell Patient 
The Treatment escalation protocol has been agreed with a plan for a joint roll 
out across the health community. The protocol is attached as Appendix 3. 
Simulation training for ward staff has commenced. 

 
7. Recommendations 
 
The Board is asked to note and receive the contents of this report. 
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Appendices 
 
Appendix 1  

 

MORTALITY NEWSLETTER: FEBRUARY 2015 
 
Dear all 
 
Key learning points from deaths reviewed at Mortality Review Committee Feb 2015 
 

 All areas need to be accurately documenting and using NEWS to identify 
clinically deteriorating patients 

 All clinically deteriorating patients need to be appropriately escalated as per 
NEWS protocols as a matter of urgency – any barriers to escalation need to be 
recorded and reported appropriately 

 Access to investigations/procedures at weekends needs to be improved 

 Right patient, right ward area is vital 
 
Our most recent monthly hospital standardised mortality ratio (Oct 2014) on the Dr Foster 
dashboard is 93.79 (77.57-112.41) with a 12 month rolling figure of 103 (Nov 13 – Oct 14) 
demonstrating a further improvement.  

 

 
 
Our previously reported weekend mortality HSMR of 125.3 for the period Apr 2013 to Mar 
2014 placing us as a significant outlier was discussed at board level and reported in the local 
press. We were however able to demonstrate an improvement in weekend mortality to the 
current 12 month rolling figure of 108.83 (Nov 2013 to Oct 2014). However the weekend 
HSMR is fluctuating and the currently reported figure pre-dates the period of intense winter 
bed pressures and as such the figure may potentially rise again. It therefore remains vitally 
important to continue to focus on weekend service provision and to ensure care bundles are 
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followed where indicated to ensure similar processes of care between weekday and 
weekend admissions. 
 
Themes of deaths reviewed at Mortality Review Committee (MRC) 
 
A further 15 cases have been subject to second review. There were clear themes running 
through these cases. Issues were raised around access to investigations and procedures at 
weekends (endoscopy, ERCP, echocardiography) and failure to act on deteriorating 
parameters over weekends were also noted. Failure to escalate was also noted unrelated to 
weekends and remains a theme common to mortality and serious incidents. Two cases in 
particular required emergency transfer to ITU from medical base wards after clinical 
deterioration, which should have been addressed more effectively. Hopefully the recent work 
on the updated NEWS recording charts tying in with swift plus NEWS scoring and plans to 
further develop central recording and actioning of early warning scores will help address this 
on-going issue.  
 
There were also three cases where the placement of a patient on an inappropriate speciality 
ward impacted on care reflecting continuing operational bed pressures. Also highlighted 
were issues in obtaining appropriate specialist review and a case where specialist input from 
Derriford was felt to be delayed. 

 
Medical Director Dashboard 
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Cardiology and care of the elderly have submitted preliminary reports into deaths from 
cardiac dysrhythmias and syncope as these conditions were flagging on Dr Foster.  The 
syncope mortality rate has been previously investigated and again the conclusions from this 
current review indicate that the problem continues to lie in failure to be able to code an 
accurate diagnosis within the first 2 FCE’s in frail elderly patients. A similar picture was seen 
in the cardiac dysrhythmia patient group where the arrhythmia was frequently atrial 
fibrillation reflecting illness severity rather than a primary cardiac pathology. Again difficulty 
in accurately documenting a definitive code-able diagnosis within the first two FCE’s was felt 
to be a major contributing factor. Recent data has also documented an increase in the 
number of FCE’s per spell in patients dying at RCHT. 

 

 
 
This issue has been highlighted and we are looking to compare our difficulty in this area with 
other trusts in the South West and we are continuing to look to see whether unnecessary 
(and non-clinical) changes in consultant care leading to increased numbers of FCE’s can be 
minimised wherever possible.  
 
 
Specialist Participation rates in Mortality Review. 
 
Thank you to everyone for all your efforts in this area. Our results for review of January to 
November deaths are good! We need to keep this up and sustain 100% review of all deaths. 
The Trust board remains committed to reducing our review period to within one month of 
death. The process of raising and distributing the mortality forms is being streamlined with 
the help of the bereavement office, and a sub-committee of the MRC is meeting to review 
the proposed changes to both the short and long forms and will feedback through the next 
newsletter.  
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Speciality morbidity and mortality meeting reports 
 
Mortality and morbidity reports from specialities are essential to drive learning from the 
mortality review process across the organisation. Over the past six months we have received 
mortality and morbidity meeting reports from critical care, gastroenterology, renal medicine, 
endocrinology, paediatrics, haematology, oncology, emergency medicine and respiratory 
medicine. 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. 
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Highlights from one speciality M& M meeting: Respiratory Medicine 
 
Case A (also investigated as an SI) 
 
55-year-old alcohol excess, smoker “known COPD” 
Admitted with SOB attributed to COPD. Swollen leg not initially noted. Delay in diagnosis of 
PE. Delay in treatment due to complexities of EPMA – patient received no anticoagulation 
prior to cardiac arrest and death. 
Lessons: 

 Dangerous to assume SOB due to COPD especially when no confirmatory 

spirometry available 

 Easy to miss stat doses on EPMA 

 Difficult to determine if stat doses on EPMA have been administered. 

 
Case B 
 
58-year-old NFA, alcohol, violent. Admitted with cough and SOB. Planned early discharge 
on oral antibiotic/steroid but deteriorated. CTPA recorded in notes as “negative”. 
Reviewed by SI on consultant WR 3 days after admission. CTPA shows bronchiectasis and 
consolidation. Progressive decline despite IV antibiotics. Died 
 
Concerns: 

 No consultant respiratory review for 3 days after arriving on ward 

 CTPA abnormalities not acted on 
 
Actions: 

 Reason for delay in consultant review not clear. There is daily consultant presence 
on ward. Juniors reminded to ensure all new patients reviewed. 

 Juniors reminded that “negative for PE” does not necessarily mean a normal CT. All 
imaging and reports need to be reviewed. Entire report to be read not just conclusion. 

 
 
Please keep your learning points from your M&M meetings coming into to MRC so that we 
can highlight these across the Trust. 
 
 
Recruitment Drive 
 
We will shortly be asking for additional representation from our multi-disciplinary teams at 
MRC to ensure robust representation at this forum.  We are particularly interested in SpRs 
and senior nurses becoming involved.  The group meets monthly for 2 hours.  
 
 
Dr Paul Johnston (Mortality Lead), Dr Frances Keane Deputy Medical Director  
13.02.2015 
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Appendix 2 

 

Report from an Observation of the Mortality Review 
Committee 

Royal Cornwall Hospital Trust 

 

Penny Smith, Trust Development Authority Head of Quality South West 
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Situation 
 
The Medical Director of Royal Cornwall Hospital Trust reported to the Governance 
Committee in December 2014 that the Trust’s rebased Hospital Standardised 
Mortality Rate (HSMR) for the period April 2013 to March 2014 was 110.5, with 
observed numbers of deaths 1431 versus the expected 1295, which puts the Trust 
into the ‘higher than expected’ HSMR.  The weekday HSMR of 106 is within 
expected range. However the weekend HSMR is higher than expected at 125, 
making it one of 11 trusts within this range. 
 

Background 
 
The NHS Trust Development Authority (NTDA) monitor mortality data and have been 
working with the Trust to understand and address the outlying position. 
At the invitation of the Trust Medical Director, the NTDA observed the Mortality 
Review Committee (MRC) to identify good practice and areas for improvement. 
This report summarises observations made on the day, including a review of the 
information listed below: 

• MRC agenda, minutes and papers, January 2015; 

• Board Report; 

• Governance Committee Report, December 2014; 

• Mortality Newsletter, December 2014. 

Areas of clarification were subsequently addressed verbally with: 

• Sally Shipley, Quality Improvement Lead; 

• Paul Johnston, Mortality Lead; 

• Francis Keane, Associate Medical Director. 

The observation of the Committee was supported by use of the relevant NTDA 

template, appended (A) and the MRC Terms of Reference. 

Assessment 

The Medical Director is Executive Lead for Mortality supported by the Associate 

Medical Director and Mortality Lead. Mortality features within Board Reports; there 

are detailed reports to the Governance Committee and Sub-Committee of the Board.  

The Medical Director authors and presents the mortality related Board and 

Governance Paper(s). The minutes of the Governance Committee show provision of 

Executive assurance, Non-Executive challenge and support. 

The Associate Medical Director chairs the MRC and the Mortality Lead is Deputy 

Chair. The MRC has defined terms of reference (ToR). Most major specialities are 

represented, however the MRC does not have representation from: 

•  Obstetrics and paediatrics, although these may refer cases; 

•  Primary care including community services; 

•  Lay representative. 
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During observation of the Committee, open dialogue was evident, as was 

enthusiasm to engage with and further develop the review process. There was a 

strong scrutiny of cases referred from specialities. This may be further strengthened 

by including partners to identify learning from across the patient pathway. 

Clarification and control of actions would further enhance the meeting. 

There was some linkage evident with the Serious Incident Reporting and 

Investigation (SIRI) process. Wider triangulation of data with other data sources such 

as patient experience, staff surveys, staffing incidents, Do Not Attempt to 

Resuscitate (DNAR) audit results, wider clinical audit results and deanery reports, 

was not observed. 

The MRC received retrospective data (position as of September 2014) including:  

• Total number of deaths; 

• Number of deaths reviewed by individual Multidisciplinary Team (MDT); 

• Top diagnoses flagging with excess deaths; 

• Difference in weekend and weekday mortality. 

The Committee addressed coding issues and oversaw how the Trust coders work 

together to support each speciality.  It was observed that some speciality Mortality 

and Morbidity Meetings do not yet have a coder in attendance. 

There was evidence of discussion and actions arising out of alerts. 

The Medical Director has set a clear direction/ ambition to review 100 percent of 

deaths within one month, and subsequent enquiry by the NTDA has confirmed that 

deaths being reviewed by the Coroner will remain within the random sample. 

The MRC oversees and develops the mortality review process. This includes an 

initial screen followed by an in-depth review for those deaths that trigger. There is a 

scoring system which prompts the process, including referral of cases to the MRC for 

multidisciplinary review and identification of action. Both stages are recorded on 

ratified forms. It is not clear if any trend analysis is undertaken to identify common 

themes, however these were not presented in the January MRC.  

Subsequent to the meeting the Mortality Lead has confirmed that feedback on each 

case is via the minutes, and individual written correspondence from the Mortality 

Lead if required. 

The MRC has a duty within the ToR to oversee the speciality mortality review 

process.  Data was presented showing death reviews had taken place within 21 

specialities and the number of deaths reviewed (January to October 14 position). No 

speciality, directorate or divisional reports or action plans were contained within the 

papers - tabled or discussed - although stated on the agenda. Again, subsequent 

discussion with the Mortality Lead suggests that this is an area currently being 

developed, starting with receipt of a formal schedule of meetings. 
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During 2013 to 2014, MDTs were visited by the Mortality Lead and/ or the Associate 

Medical Director to understand speciality mortality review arrangements and to 

provide support where needed.  A template has been created and a guideline on 

how to review a mortality alert.  

In line with good practice, the Trust has developed a monthly newsletter which is 

distributed to each consultant. This is part of the approach taken by medical leaders 

in the Trust to foster engagement within each speciality. It begins with a data focus 

and encourages specialities to develop their approach.  Further information about 

improvements achieved and improvements underway would improve this further. 

Wider distribution to junior doctors and the MDT including managers is being 

considered. 

As previously stated the speciality review forms do not appear to have been subject 

to formal trend analysis, however the Mortality Action Plan is informed by the 

Mortality Lead. The Action Plan was not considered at the Committee, although 

controlled through the Governance Committee and Trust Management Governance 

Committee (TMGC) and divisional arrangements.  

The Mortality Action Plan is grouped into: 

• Infrastructure; 

• Staffing; 

• Pathways and Protocols; 

• Training, Culture and Audit. 

It has distinct areas of focus, clear accountability, timelines, status and defined 

success factors. The Plan would be strengthened by inclusion of clinical measures 

linked to the stated success measures.  This would support the positive assurances 

to the Governance Committee regarding embedding of change. 

From the papers reviewed it is unclear whether the Plan links with a programme of 

clinical improvement such as the patient safety programme, which uses bundles of 

care to drive improvement, with associated on-going clinical measurement to ensure 

reliable process and sustained change. 

Review of the Action Plan shows: 

• 24 actions completed; 

• 9 on target; 

• 11 amber; 

• 9 no action plan; 

• 4 with no status recorded. 

A position is required for those with no action plan or where no status is recorded. 
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Recommendations  

1 The Medical Director should chair the Committee or attend on a 

predetermined basis. 

2 Widen membership to include a member from primary care. 

3 Strengthen the Mortality Action Plan by including Clinical Indicators, 

presented as data over time.   

4 Strengthen the MRC with stronger governance of actions, while maintaining 

the enthusiasm and quality of contribution. 

5 Improve attention to detail within the Action Plan. 
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Mortality Review Committee - Observation Template 

Attendance: 

Paul Johnston, Consultant Physician 

Carol Beaman, Consultant Effectiveness Co-ordinator 

Ian Finlay, Consultant Surgeon 

Richard Gale, Clinical Coding Auditor 

Rachel Newman, Consultant, Palliative Care 

Sally Shipley, Quality Improvement Manager 

Michael Spivey, Consultant, Critical Care 

Emma Thomas, Junior Doctor Representative 

Penny Smith, Head of Quality, Trust Development Authority (observing) 

1. Constitution of MRC 

1.1 The Trust Mortality Review Committee (or equivalent) is chaired by the MD. 

The membership includes a surgeon, physician, anaesthetist, ITU doctor, ITU 

outreach Nurse, a ward manager, a staff nurse, a medical or surgical registrar, 

a local GP and a NED. There is also a representative from CHKS or DFI who 

works with the Trust to identify hot spots from the data (not applicable for non-

acute trusts). 

The Deputy Chair and Mortality Lead for RCHT took the chair for the January 

meeting. The Chair is moving to the newly appointed Deputy Medical Director; 

Francis Keane.  

The Medical Director is the accountable Executive Director at Board and Sub Board 

Committee, both of which have Non-Executive Director (NED) membership. The 

Medical Director might consider chairing the Committee.  

1.2 The Committee meets monthly to address the needs of the organisation. 

The Committee meets monthly and has regular attendance by members. 

1.3 The Chair and all members contribute their views and provide sufficient 

challenge.  

The Chair presented agenda items relating to data and review process. Case 

reviews were presented by members and discussion ensued.  
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1.4 Members effectively challenge by asking penetrating questions, actively 

listening and asserting position. Challenge is met by openness and 

willingness to discuss.  

Lively discussion ensued during case review and discussion regarding the mortality 

review process. Delegates representing members and more junior members 

contributed less. There was some hesitation to discuss fully. 

1.5 The atmosphere is business like, but relaxed, members interact, and 

engage at ease with other. There is eye contact, and open body language. 

Respect for each other is demonstrated and the Committee behave as one 

group.  

Yes. 

1.6 There is appropriate prioritisation of items in the Committee meeting (in 

terms of time spent and scrutiny).  

Not all agenda items were discussed. 

1.7 The results of a high level review of the deaths are received by the 

divisional Mortality Review Group (or equivalent) for further action and the 

outputs are shared with the Mortality Review Committee (or equivalent).  

Yes. 

1.8 In circumstances when a retrospective serious incident/ omissions in care 

have been identified during the review there are clear mechanisms for 

escalation to ensure that appropriate actions are taken.  

Some evidence. 

1.9 Actions are taken to identify sources of admission of the patients who die 

soon after admission and who may have been better managed at home, 

including what mitigations could be implemented to improve the management 

of these patients.  

No comment. 

2. Committee Papers and Discussion Topics 

2.1 The Terms of Reference are clear, concise and clearly describe the 

Committee’s responsibilities.  

Yes. 

 

 

 



Page 17 of 23 

 

2.2 Table of duties and observation of them: 

 

Duties Observation 

Oversee speciality mortality review process and actions: 

Ensure all specialities have a robust mortality 
review process. 

Not evidenced during the 
observation. 

Support a deaths proforma. Evidenced during the 
observation. 

Review ‘concerns’ deaths. Evidenced during the 
observation. 

Receive and track speciality action plans and 
follow up audits. 

Not evidenced. 

Review cross-divisional mortality reports and 
action plans for joint learning and identification of 
gaps. 

Link with the Mortality Action 
Plan and Risk Register not 
evidenced on the day.  

Re-review ten percent of ‘no concerns’ deaths 

from specialities for quality assurance. 

Partially evidenced. 

Capture and respond to external and internal mortality trends: 

Review national datasets monthly. The Committee reviewed 
total number of deaths in the 
past months, the number of 
deaths reviewed by MDT/ 
speciality (data January to 
October 2014). Top five 
flagging with excess deaths, 
difference in weekday and 
weekend mortality. Coding 
issues and how the Trust 
coders and consultants work 
together. 

Provide each speciality with access to national 
mortality data and alert them when mortality 
figures are above national average or rise. 

A monthly newsletter is 
developed and shared and 
published for frontline staff. 
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Provide specialities with technical support for 

‘deep dives’ in response to national data. 

Not evidenced within the 
meeting, subsequent enquiry 
shows that support has been 
provided. 

Review and track action plans from speciality 

‘deep dives’. 

Not evidenced. 

Track the implementation and outcomes of action 
plans and report to the Governance Committee. 

Not evidenced. 

The Committee reports monthly to the DQLG. The Executive identifies 
themes, learning and cross-
divisional issues. 

A quarterly report will be submitted to the 
Governance Committee and the DQLG. 

 Evidenced. 

Review mortality together with serious incident 
and critical incident investigations and report to 
the Governance Committee, DQLG and TMGC. 

Some evidence. 

2.3 Committee papers are distributed in advance and available. 

Yes and projected within the meeting. 

2.4 The Committee minutes provide sufficient detail on prior discussions 

regarding previous decisions and actions with owners and timescales and 

reporting arrangements. The Committee assure themselves that agreed 

actions are followed through as required and there is an Action Log.   

The minutes and actions arising formed part of the papers.  Review of the papers, 

Action Log and discussion on the day showed the limited control of actions. 

2.5 Meeting documents are fit for purpose i.e. the functions of each paper are 

clear; for information/ decision/ discussion/ other?  Meeting documents 

contain clearly presented options or recommendations and decisions. 

The agenda items and minutes are numbered.  

The agenda, Action Log and minutes were provided ahead of the meeting.  

Two agenda items (14.148) Mortality Review Forms were circulated in advance of 

the meeting.  These lacked a cover sheet therefore the function was not recorded i.e. 

for information, decision, discussion, ratification. 
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The information pack was projected to ensure information was as up to date as 

possible, this did mean however there was no consideration by members prior to the 

meeting. However members were familiar with the type of data presented and were 

able to review ‘at a glance’. 

Speciality Lead Updates (14.148) appeared on the agenda as written reports 

however these did not form part of the papers, nor were they tabled. It was unclear 

which specialities had submitted, which were missing, and the actions arising.  

2.6 Contain clear assessment of risks and how these can be mitigated.  

Not addressed within the meeting. 

2.7 A report from the informatics department on the total numbers of deaths in 
the Trust by ward, day of week and the top four causes of death. 

No. 

2.8 The CQC and Dr Foster alerts and recommends appropriate actions.  

Yes. 

2.9 The outputs of case note reviews into series of deaths in high risk groups 
are commissioned and reviewed.  

Yes. 

2.10 Themed reports from previous meetings e.g. pathways for #NoF, 
Pneumonia, AKI, deterioration etc. 

No. 

2.11 Table of topics the committee should discuss: 

Topics Observation 

Total number of deaths in the past months. Yes. 

Number of deaths including the number of deaths 
reviewed by an MDT in each division/ directorate. 

Yes. 

HSMR/ SHMI/ RAM<I past month retrospective 
data. 

Yes 

Top ten diagnoses of deaths. Yes. 

Top five diagnoses flagging with excess deaths. Yes. 
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Weekday/ weekend differences in mortality. Yes. 

Hospital sites/ Specialities that are of a concern No. 

Coding – any issues and how the Trust coders 

and consultants work together. 

Yes. 

Triangulation occurs with themes from other data 
sources e.g. patient experience, complaints, 
staffing, incidents, staff surveys, Deanery reports 
etc. 

Not fully evidenced. 

Progress on the implementation of seven day 
working. 

Discussed as a problem. 

Staffing – any particular challenges and 

mitigations e.g. medical rotas during normal and 
outside of working hours etc. 

 

Use of escalation beds/ medical outliers. Discussed as a current 
problem. 

End of life care provision is monitored and 
appropriate actions taken where issues are 
identified. 

Not monitored but discussed. 

DNAR audit results are reviewed and appropriate 
actions taken where issues are identified. 

No. 

Care bundle adoption and implementation. No, although some evidence 
within the Mortality Plan. 

Innovative ideas/ improvement methodologies are 
discussed widely at the meeting. 

Partially evidenced. 

2.12 Action plans are formulated to improve care (e.g. use of care bundles, 
improved processes for rescue of deterioration).  

Mortality Plan in place but not presented at the meeting, speciality action plans not 
reviewed. 
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3. Reporting and Communication  

3.1 The Committee reports the outputs of the Committee to the Trust Board 

monthly. 

The Governance Committee, Sub-Committee of the Board receives mortality papers. 

Non-Executive challenge and Executive response is evident within the minutes of the 

meeting. 

3.2 When the Trust Board have received the papers, there are mechanisms for 

feedback to the Committee if actions are required.  

Feedback from Board, Governance Committee, TMGC or Divisional Challenge 

Meetings was not discussed nor appeared as an agenda item. 

3.3 There are robust mechanisms for ensuring feedback of key messages 

within divisions and to the frontline.  

The Trust had developed a monthly newsletter circulated to all consultants, but not to 

wider disciplinary team or management colleagues. 
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Appendix 3 
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