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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 

 Recent TDA visits concerning mortality  

 Key mortality improvement actions 

Key Recommendations 

The Trust Board is asked to 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 Board will 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:  April 2015 

 

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

 Current mortality position 

 Feedback from the TDA visit February 2015 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 Trusts (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. 
 
3. Overall HSMR 
 
Our 12 month HSMR (Jan 14 to Dec 14 is 106.74, higher than expected (lower confidence 
interval 102). However our most recent monthly HSMR for Dec 2014 is 97.70, lower 
confidence interval less than 100 (80.59)   
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4. Weekend HSMR 
 
Our 12 month rolling weekend HSMR (Jan 14 to Dec 14) was 108.21, lower confidence 
interval 96.93 (i.e. not flagging). Our most recent weekend HSMR (Dec 2014) was 73.25, 
lower confidence interval 45.32.  
 

 
  
5. Mortality Case Note Review 
 
Mortality case note review occurs within all specialities. The most recent review numbers 
are shown below.  
 
Feb 2014 to Jan 2015 Deaths  
 

Divisions Speciality code & description 
Total 
deaths  

Total 
reviewed 

Percent 
reviewed 

Surgery, 
Trauma & 
Ortho 

(100) General surgery & (104) 
Colorectal Surgery 40 39 98 

(101) Urology 3 3 100 

(107) Vascular surgery 10 10 100 

(110) Trauma and Ortho 71 66 93 

(120) ENT 3 3 100 

(140) Oral surgery 1 1 100 

Total 128 122 95 

Theatres 
& Anaes 

(192) Critical Care Med 132 132 100 

Total 132 132 100 

Medicine 
& ED 

(300) Acute Medicine  216 212 98 

(301) Gastroenterology* 56 54** 96 

(302) Endocrinology* 82 82 100 

(314) Rehab & (430) Geriatric 
Med  

456 439 96 

(320) Cardiology 87 77 89 
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(340) Respiratory*  187 173** 93 

(361) Nephrology* 53 53 100 

(400) Neurology 10 10 100 

Total 1147 1100 96 

Clinical 
Support 
Services & 
Cancer 

(303) Haematology  16 14 88 

(800) Clinical Oncology 39 39 100 

(315) Palliative medicine 1 1 100 

Total 56 54 96 

Women, 
Ch & 
Sexual 
Health 

(503) Gynaecology Onc 4 4 100 

(420) Paediatrics*** 12 12 100 

(422) Neonatology*** 2 2 100 

Total 18 18 100 

Total: All inpatient deaths  1481 1426 96 

ED deaths (180) A & E 165 146 89 

Total: All inpatient and ED deaths 1646 1572 96 

 
Specialities are now asked to review all deaths on an initial screening form and then to 
perform a second, more in-depth review in those where concerns have been identified. The 
expectation is that around 10% of death will require in-depth review. The Mortality Review 
Committee is now reviewing 10% of “no concerns” and 10% of “concerns” death as a quality 
assurance measure.  
 
5.1 Learning from Mortality Review 
 
Learning is shared through the Mortality Review Committee and a newsletter is circulated to 
all consultants, senior nurses, senior managers and executive directors. This explains the 
HSMR data, current alerts and how these have been investigated as well as learning from 
review of case notes. The key themes from March case reviews included the need to both 
obtain and act on results of investigations in a timely manner as well as better interaction 
between different teams looking after the one patient. (March 2015 newsletter attached at 
Appendix 1).  
 
6. Key Mortality Improvement Actions 
 
The Mortality Improvement plan has been updated. The associated KPIs include: weekday 
and weekend HSMR, mortality alerts, serious incidents related to mortality, due to poor 
clinical care, cardiac arrest calls and the delivery of antibiotics within 1 hour for severe 
sepsis. 
 
These KPIs will be updated monthly and monitored by the Trust Management Committee 
(Governance), where feasible the indicators will be retrospectively populated for 2014/15, 
with real-time collection commencing from 1 April 2015. 
  
6.1 Update on initial key actions:  
 

 Improvement in Specialty Weekend Cover 
This has been reviewed as part of the job planning process; gaps in cover have been 
identified in specialities such as respiratory and endocrine medicine. These 
specialties are developing business plans to address these gaps.  
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 Improvement in Inpatient Specialty to Specialty Referrals (Consultant)  
This has been piloted for pain team referrals. The Software is in place and the 
communications plan has been agreed. Implementation is planned for May 2015.  
 

 Review of Junior Doctor Cover 
A review of working patterns of junior medical staff on weekdays and at weekends, 
covering the medical wards, MAU wards and medical admissions has been 
undertaken by the Chief Resident for the month of March 2015.   
 
The findings are as follows: 
 
There is a very significant difference in daytime ward cover between weekdays (224 
total junior doctor hours (jdh) and weekends (35 total jdh), 84% reduction. In addition, 
the cover provided for Admissions/MAU ward is significantly reduced from 74 jdh to 
52 jdh (30%) during the 09.00 to 17.00 period between weekdays and weekends.  
This has already been recognised and at present there are two locum employments 
providing additional weekend ward cover on MAU. 
 
The reduction in daytime ward cover and Admissions/MAU ward cover at the 
weekend is likely to lead to high workload and backlog of work, leading to increased 
workload in the evening and overnight.  Data from the hospital at night team confirms 
that the number of calls overnight goes up when the daytime junior doctor ward is 
reduced (Feb 2014 overnight calls Mon-Fri mean 48 calls/night, Sat/Sun mean 69 
calls/night, up 43%).    The weekend shift pattern does have additional junior doctor 
hours later in the day (17.00 to 00.00 and 00.00 to 09.00) to support additional 
weekend activity later in the day and at night. 
 
The reduction in junior doctor staffing at the weekend means that the service 
provided will be different.  Emergency care and review of patients with clinical 
deterioration will be prioritised over routine care, reviews for discharge etc.  The 
junior doctor numbers are also low in comparison to the consultant numbers, with a 
consultant: junior ratio of 9:8 on weekend days.  This means that there is suboptimal 
co-ordination and communication between consultant and junior doctors at the 
weekend.    
 
Finally the variation in staffing levels through a 24hr period highlights that there are 
critical times when junior doctor staffing is very low, particularly at night and at 
weekends. 

 
A plan will be developed to address this cover by the Division of Medicine.  
 

 Introduction of e-alerts  
National funding bid unsuccessful; a revenue option is now being considered 
  

 Improvement in Recognition and Planning  of care for  the Unwell Patient 
SBARD multi-professional training was rolled out over the months of January and 
February 2015, which included the roll out of the revised NEWS chart. Audit recently 
undertaken by members of the Critical Care Outreach Team: results currently being 
collated for divisional action. 

 
Sepsis 6 pathway audit 
An audit of 28 patients identified in MAU and ED over 1 week in March 2015. Of 28 
initially identified, only 19 were suitable for inclusion, (1 no infection, 8 no Systemic 
Inflammatory Response Syndrome (SIRS) response).  Of the 19, all received oxygen 
12 (63%) had blood cultures taken and 11 (58%) received antibiotics within 1 hour.  
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The use of Buffalo reminder stickers improved compliance with the components of 
sepsis 6. Further education for MAU and ED staff is planned.  
 
Simulation training for ward staff  
This is well developed at RCHT, which is one of the few Trusts in England to deliver 
point of care simulation to staff, thereby providing an opportunity to appraise and 
improve environmental factors as well as the actual clinical scenario. In 2014, there 
were 1832 staff attendances at simulation training and in 2015, there have been 629 
to date. Recent developments have included simulation training on the ambulatory 
care unit and sepsis study days delivered in the Post-Graduate Centre.  
 

6.2 Critical Care Outreach Team development 
  

A CQC visit in January 2014 highlighted the critical care outreach (CCO) service as 
inadequate. At this time the service was delivered by a very experienced, highly 
qualified nurse during the Monday to Friday period, 7.5 hours per day, day time hours 
only. The service provided enabled the review of critical care discharges and 
emergency referrals but was not robust or resilient due to the lack of allocated staff 
resource. As an organisation we were requested to develop the service to provide 
robust delivery of the service and support for the care of the deteriorating patient 
outside the critical care area. 
 
A business plan was agreed and during January 2015, three senior staff nurses were 
employed into the role of CCO. The current service now has 2.72 Whole Time 
Equivalent (WTE) nurses at band 6 in addition to the existing 1 WTE band 8. This 
has enabled the service to be extended to cover seven days per week, 07.30 am to 
19.30 pm. The overnight service is provided by the hospital at night (H@N) team with 
a robust handover both written and verbal of all at risk patients. The CCO team then 
attend the medical meeting at 08.00 hours to receive information regarding patients 
at risk who would benefit from critical care review during the coming day.  The 
expansion of the CCO service is shown in table 1.  
 
Table 1. Expansion of CCO between March 2014 and March 2015  
 

 March 2014  March 2015  

Number of patients referred for CCO review   
22 

 
69 

 
Number of CCO  interventions  

 
42 

 
102 

Number of patients managed with CCO input 
without admission to CCU  

 
42 

 
73 

   

Number of follow-up reviews after discharge 
from CCU  

 
68 

 
106 

Support of acutely ill patients outside CCU  
 
Level 1 patients 
Level 2 patients  

 
 
 
47 
20 

 
 
 
129 
 48 

   

 
Notes 
1. the greatest increase in referrals has been in medicine 
2. Level 1 patients are at risk of their condition deteriorating, or have been recently 

relocated from higher levels of care, whose needs can be met on an acute ward 
with additional advice and support from the critical care team. 
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3. Level 2 patients require more detailed observation or intervention including 
support for a single failing organ system or post-operative care or may have 
'stepped down' from higher levels of care. 

 
The service has also been able to support 17 intra hospital transfers in March 2015 in 
comparison to 2 in March 2014. The support of the acutely ill patient in areas outside 
the critical care unit is the focus of the team and the data reflects the numbers of 
level 1 and level 2 patients who have received support from the CCO team.  In March 
2015 73% of level two patients were successfully managed on the ward area without 
CCU admission in comparison to 65% march 2014. 
 
In order to continue the support of patients on the ward environment, the outreach 
team intend to extend their teaching remit, offering short sessions and workshops to 
ward staff. The team will also be able to expand the ability to identify and respond to 
the psychological needs of patients discharged from CCU. 
  

6.3 Hospital Wide Handover: 
  

In order to improve the multidisciplinary handover of our highest risk  patients both 
day and night, both the 21 00 hour and 0800 hour meetings have been strengthened 
in both attendance and structure. The biggest changes have been in regards to the 
0800 hour meeting where previously this had been more informal now mirrors the 
evening handover. Both meetings now take place in the site office with minuted 
attendance. All high risk patients are discussed i.e. critically ill patients with a high 
NEWS , patients who require one to one care /line of sight in accordance with the 
Safe Observation of Care Policy, EOL care and  psychiatric assessment / sectioning. 
 
A recent audit of 58 days of H@N handover forms of patients discussed and action 
taken is shown below  

 
Patient identified: 
Number of High Acuity / Escalation Patients                1357 
Number of Safe & Supportive Observations Patients 718 
Number of Mental Health, Sectioned, DOLs Patients 250 
Number of End of Life Patients                                563 
Total Number of Patients Identified on H@N Form  2888 
 
Total Number of High Acuity / Escalation Patients identified on H@N Forms = 1357 
Number of High Acuity / Escalation Patients Discussed at H@N Meeting 999 = 73% 
 
Outcome of H@N Handover / Discussion 
H@N Doctor RV Surgery 72 = 5% 
H@N Doctor RV Medical 439 = 30% 
H@N Nurse RV  119 = 8% 
H@N HCA Task  4 = not significant 
Info Only   210 = 14% 
Ward To Manage  422 = 29% 
Not Discussed   163 = 11% 
 
Total Outcomes  1429 

 
7. Further Actions  
 
7.1 Treatment Escalation Plans 

 
Both the paediatric and adult treatment escalation plans (TEPs) policy (along with 
their respective TEP proformas) and patient information leaflet are out for 
consultation.  Launch is planned for May and is dependent on delivery of the printed 
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proformas and ratification of both policies.  The TEP represents a significant change 
in culture from the allow natural death (A.N.D.) policy, as it could mean a patient is 
either FOR or NOT FOR cardiopulmonary resuscitation (CPR)  as opposed to A.N.D. 
from which is only completed when a patient is NOT FOR CPR.  It may also be 
appropriate, in some instances, for the TEP to be sent home or into the community 
with the patient - a unified Cornwall community form. A series of educational 
sessions are planned to support the launch.  
 

7.2 Further analysis of quality of care and outcomes using web-based systems 
 

 CRAB  
RCHT has commissioned a single snap-shot audit of both medical and surgical care 
from CRAB Clinical informatics Ltd.  The CRAB medical module will produce a 
snapshot and trend report detailing all trigger events, based on the Global Trigger 
Tool (used widely across the NHS) which are evidence of avoidable harm.  The 
CRAB surgical module will generate case-mix adjusted outcomes, using POSSUM 
audit methodology. The audits will involve a single down-load of historical Trust data, 
which is harvested automatically; this will provide baseline, immediate and trend 
information, which can be broken down to individual consultant level.   
 

 EPS 
The EPS Engage system is a tool used to engage clinical colleagues in clinical 
coding and data quality discussions with the intention of improving data capture and 
quality. Although one of the major realised benefits has been identified as providing 
improved income opportunities, more accurate clinical coding may also improve our 
mortality data. We need to improve our coding accuracy relating to cases where the 
coders currently have to default to a symptom code in cases of elderly patients with 
non-specific presentations - often a manifestation of frailty. Currently these are often 
coded as syncope, urinary tract infection (UTI), arrhythmia or psychosis and the 
underlying diagnosis only emerges later. As such we often flag for significantly 
increased mortality in these conditions thus increased clinician engagement with the 
coding process may in turn improve the accuracy of diagnostic coding and potentially 
reduce these outlying mortality alerts and in turn may positively impact on our HSMR. 

 
8.  External visits by the Trust Development Authority (TDA) 
 
The TDA have visited twice in 2015. Key recommendations from the January 2015 visit 
were reported in the March report to board. Formal feedback from the February meeting 
was been received. The key recommendations were as follows:   

 
8.1  Ambulatory Care 
 

There must be parity of urgency for getting a bed if admission is required. There 
needs to be effective governance around waiting times, with a common reporting 
system to ensure there are no hidden waits.  
 
he department would benefit from up-scaling to a true Ambulatory care unit with 
agreed acceptance criteria aiming to discharge 80-90%. 

 
To assure that patients requiring admission, irrespective of point of origin, have 
equity of access to beds across the site, specific measures have been put in place  to 
ensure that any patient requiring admission from Ambulatory Emergency Care (AEC) 
and ED are reviewed at each bed meeting and clinical priority agreed. 
 
In addition patients requiring an inpatient stay are recorded on the Trust bed state, 
this now includes requests from AEC. Progress is tracked at the bed meetings with 
oversight from the clinical site coordinator who are responsible for patient flow. 
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The Trust is currently reviewing the function and purpose of ambulatory care and 
consolidating points of access into the hospital. As part of the emergency pathway 
review ECIST are supporting the organisation to develop the optimal model which 
includes ED, MAU and AEC. There is a further visit planned in May which includes a 
walk through the pathway with the clinical lead for the AEC network. 

 
8.2  Critical Care Out-Reach 
 

 Service needs to be 24/7. The Director of Nursing view is that the resource is there in 

the H@N team but needs to be restructured to separate clinical support from the 

admin functions. 

 Ward nurses need to feel empowered to call outreach. 

 The team is still developing what is accepted practice elsewhere. 

Comment:   
The continued development of the robust handover system was the first step in a 
move towards a seamless transfer of service between the newly formed critical care 
outreach (CCO) team and incumbent hospital at night (H@N) team. This has 
ensured an effective 24/7 service for critically ill patients within the ward environment. 
A meeting has taken place with the relevant senior divisional representatives to take 
forward the amalgamation of the two services into one service: Hospital 24/7. 
Standard Operating Practice is being revised to reflect a 24/7 service. A skills gap 
analysis of team members as regards the clinical competencies is being undertaken 
and will result in further education and clinical supervision for the amalgamated team 
members. 
 
Following SBARD training and the implementation of the extended Critical Care 
Outreach Team, with Standard Operating Practice, Ward Nurses / Charge Nurses 
feel empowered and have communication pathways to escalate care of the 
recognised high risk patients 
 
The actions taken above continue to develop the teams in line with recognised 
practice and will strengthen the care provided to the recognised high risk patients 
24/7 

 
8.3  Mortality Review Committee (MRC) 
 

Need for executive leadership within the MRC and mandatory engagement of all 
specialities. 

 
Comment:  
The Medical Director will attend MRC. Speciality participation rates show that all 
specialities are actively engaged in mortality review.  

 
8.  Recommendations 
 
The Board is asked to note and receive the contents of this report. 
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MORTALITY NEWSLETTER: MARCH 2015 

 
Dear all 
 
Key learning points from deaths reviewed at Mortality Review Committee 
March 2015 
 
 

 
 
 
 
 
 

 

 

 Ordered investigations need to be reviewed and 
actions documented (potassium/troponin) 

 Delay in obtaining CT scan impacted on outcome 
 Lack of ownership of patient on surgical ward with 

medical problems – we need to improve interactions 
between teams  
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Our current HSMR for the most recent reported month (Nov 2014) is 91.28 
with a rolling 12 month figure of 102 (observed number of deaths 1382 
against expected 1351). This picture is essentially stable since last month. 
Diagnoses of concern on the dashboard above include chronic renal failure, 
myeloma, syncope and other psychoses. These areas have all been 
investigated. The haematology team have reviewed the 8 in hospital deaths 
from multiple myeloma and performed a comparison with other Trusts using 
Dr Foster data and conclude that  
 
“No systematic concerns identified. There appears only to have been an 
unusually high proportion of cases reaching terminal stage, or with adverse 
prognostic factors at diagnosis, occurring at one time by chance.”  
 
Chronic renal failure has previously been investigated and reported to the 
CQC and this flag relates to a further case where the admission was coded as 
non-emergency (and therefore low risk). The data has now been corrected. 
Syncope and other psychoses relate again to admissions of frail confused 
elderly patients and re-emphasise the importance of trying to make a 
definitive diagnosis as early in the admission pathway as possible.  
 
CQC HSMR reporting by Dr Foster 
 
Dr Foster report regularly to the CQC and have updated their data for the 
CQC Hospital Intelligent Monitoring report covering April 2013 – March 2014. 
Our data show an HSMR of 110.5 for that period placing us as an outlier on 
the funnel plot (orange dot - lower confidence limit 104.8). 

 

 
 
Of even greater concern, our weekend HSMR was 125.3 (lower confidence 
limit 113.21) compared to a weekday HSMR of 106.42 (lower confidence limit 
99.85). The weekend HSMR was one of the worst recorded in England.   

 

 



3 

 

In comparison however the current position (Dec 2013 – Nov 2014) looks to 
have improved somewhat with a weekend HSMR of 110.1 with a lower 
confidence level of  99.31. As before however this data may be subject to 
rebasing at a later date and the message remains that we need to continue to 
focus upon care pathways at weekends tied to appropriate escalation, 
handover and senior review. 
 
Specialist Participation rates in Mortality Review. 

 

 
 
The table shows that we have reviewed 98% of deaths in 2014 which is 
excellent and we are grateful for your continued efforts to achieve this. We are 
however still behind on our agreed target to review deaths within the calendar 
month following death (64% of January 2015 deaths reviewed). There are 
clearly still significant logistical challenges this target. As such we will now ask 
governance leads to aim for a target of review within 6 weeks of death by 
June 2015 looking to then aim for review within 4 weeks by September 2015. 
Having attended a national meeting om mortality review this week we can 
report that many Trusts use a model of review within 1 week to keep the 
process as timely as possible.  
 
We are also aware of concerns arising when a patient has been 
predominantly under the care of one team with a change of base ward 
occurring just prior to death. This was discussed at February MRC and it was 
agreed that logistically the only way to maintain the process uniformly is to 
continue to request that the review is performed by the speciality team 
responsible for the patient’s care at the time of death.   
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Revised Mortality Review Process 
 
We have now ratified the speciality/MRC review process going forward. We 
would suggest using the short form for the initial review, however the long 
form can be used for initial review if the speciality prefers.  If a concern is 
raised (and experience tells us this occurs in approximately 10% of cases) 
then we would ask for a long form to be completed and then used as a basis 
for discussion at the speciality Morbidity/Mortality meeting. We would then 
expect a report to follow from the M/M meeting detailing cases discussed with 
associated action plans and learning. We will be requesting monthly mortality 
reports from speciality governance leads.   

 
 
 

 
 
 
In relation to case reviews at MRC, we would ask that copies of all short form 
reviews and subsequent long form reviews are sent to MRC. We will continue 
our process of multi-disciplinary secondary review of cases where concern 
has been raised however this will be done only in a proportion of such cases 
(10%) to avoid unnecessary duplication of detailed speciality review. We 
would however be happy to perform secondary review in specific cases at the 
request of the speciality governance lead. To quality control the process we 
will also undertake secondary review in 10% of those cases reported as 
having no concerns. 

 
 
 
 
 
  

Initial review short 
form 

concern raised 

speciality long form 
review 

discuss at local 
mortality/morbidity 

meeting 

monthly report to 
MRC detailing cases 

discussed and 
learning 

copy form to  MRC 

no concern raised 

copy form to MRC 
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Medical Director dashboard 
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