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 Mortality Report  
 

 
1. Introduction / Background 
 
1.1 The Board is reminded of the findings from the CQC review in December 2016, 

'Learning, candour and accountability: a review of the way trusts review and 
investigate the deaths of patients in England'. The review found that some providers 
were not giving learning from deaths sufficient priority and so were missing valuable 
opportunities to identify and make improvements in quality of care. 

 
In March 2017, the National Quality Board (NQB) introduced new guidance for NHS 
providers on how they should learn from the deaths of people in their care. NHS 
Improvement are now leading this agenda and supporting trusts to meet the 
requirements of the new guidance. 
 
The purpose of the report is to present the current positon of mortality rates to the 
Board and the Trust’s progress in implementing the National Guidance on Learning 
from Deaths (2017). 

 
2. Review of RCHT Mortality Data 
 
2.1 RCHT mortality data is submitted to an online benchmarking solution for healthcare 

called Healthcare Evaluation Data (HED). HED was developed by United Hospitals 
Birmingham NHS Foundation Trust. RCHT uses the following mortality indices when 
comparing its mortality data with other similar trusts: 

 
2.2 The Hospital Standardised Mortality Ratio (HSMR) 
 
2.2.1 The HSMR is calculated each month for each hospital in England. It includes deaths 

in the most common conditions in hospital which account for around 80% of deaths in 
hospital. HSMR is the ratio of observed to expected deaths, multiplied by 100, from 
56 baskets of the 80% most common diagnoses. If the HSMR is above 100 then 
there are more observed deaths than expected deaths. Upper and lower Confidence 
Intervals are applied to the HSMR. HSMRs with values between the confidence 
intervals are consistent with random or chance variation. To have a ‘red flag’ means 
that that the HSMR is above 100 and the lower Confidence Interval Value is also 
above 100 which signifies that the variation is unlikely to be due to random or chance 
variation and that other issue may be causing this variation. These are the HSMRs 
that the trust refers to as ‘Red Flags’. RCHT is alerted to ‘Red Flags’ using the 
dashboards and tools provided HED  

 
2.3 Summary Hospital-level Mortality Indicator (SHMI)  
 
2.3.1 The SHMI score includes all deaths in hospital and within 30 days of discharge from 

hospital.  
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2.4 HSMR data (Rolling 12 month period Sept 16 to Aug 17)  
 
2.4.1 The RCHT mortality position has continued on its improved trajectory with a 12 

month rolling HMSR of 93.96 sitting well below the national benchmark of 100. In 
addition to improved overall mortality, we have seen a progressive narrowing of the 
differential between the HMSR for patients admitted at the weekend and for patients 
admitted during the week (the so called weekend effect). For the rolling 12 month 
period the weekend and non-weekend HMSR’s were weekend 96.81, non-weekend 
92.98  
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2.5.2 Despite the overall positive picture however, the Trust has two diagnostic group ‘red 
flags’ alerting on HSMR. The first refers to acute cerebrovascular disease (stroke). 
We have been aware of this flag for some time and made improvements in the stroke 
pathway in November 2016 by creating a dedicated stroke unit, two hyper-acute 
stroke beds and a 24/7 stroke nurse outreach provision to the Emergency 
Department to increase the number of patients admitted with stroke getting to the 
stroke unit within four hours. This criterion is one of the key determinants of good 
stroke outcomes. We have also recently flagged nationally (on 6/10/2017) on the 
Sentinel Stroke National Audit Programme (SSNAP). We had already commissioned 
the Stroke Team to perform a deep dive review of stroke mortality. This included an 
analysis of the Local Stroke Database and coding, and an in-depth case review on a 
series of 50 stroke deaths.  

 
2.5.3 The case review was performed using structured judgement review (SJR) 

methodology as recommended by the National Guidance on Learning from Deaths. 
The results were very reassuring with the overall care judged as ‘excellent’ or ‘good’ 
in 44 cases. In no case was the care scored as ‘poor’. The coding and data recording 
review identified a number of issues that contribute to the reported increased 
mortality. The first was the inclusion in the Local Stroke Database of a number of 
patients who did not have a primary diagnosis of stroke: including patients with 
traumatic sub-arachnoid haemorrhage and those with a secondary diagnosis of 
stroke with an alternative primary diagnosis. Secondly, a number of cases with a 
primary diagnosis of stroke who survived were not captured on the Local Stroke 
Database. Finally RCHT currently treats a number of patients with minor stroke 
through the outpatient TIA Service rather than through inpatient pathways. All three 
of these factors may therefore have potentially have worsened the reported Stroke 
Mortality Rate. 

 
2.5.4  The findings from the in depth case review process and the data quality analysis 

have been sent to Professor Tony Rudd at SSNAP for further comment. We are 
reviewing performance of the stroke team on a monthly basis through the stroke 
operational group meeting. Our current priorities are developing a responsive TIA 
clinic that is co-located with the stroke unit allowing assessment and treatment of all 
patients referred with a TIA within 24 hours. It further includes a business case for 7-
day therapy cover and expanding the consultant workforce allowing review of stroke 
patients by a consultant trained in stroke medicine with 14 hours of arrival 
 

2.5.5 The stroke team are keen to improve the performance of the stroke team and 
pathway. Members of the team partook in the Stroke Improvement Program in 2009-
11. Senior members of the RCHT stroke service visited the Bournemouth stroke 
team in 2011 and have emulated their CT scanning pathway. We were visited by the 
British Associated of Stroke Physicians (BASP) and Royal College of Physician 
Stroke Peer Review team in 2012 who gave us good advice, and also by Professor 
Tony Rudd in 2015. On his advice we went to visit the Beacon stroke unit at St 
George’s hospital to emulate some of their practices. A further BASP / RCP visit has 
been planned (no date fixed as yet) with the national stroke team to review our stroke 
care pathway and we continue to review performance at the monthly stroke 
operational group meeting. 

 
2.5.6  There is a high rate of atrial fibrillation (AF) related strokes and the percentage of 

patients who are not on anticoagulation in the community is high (58% as per recent 
SSNAP audit). The stroke service is working with the commissioners and healthcare 
colleagues in the community to address this, ie endeavour to identify and treat atrial 
fibrillation earlier in patients in the community.  
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2.5.7 Stroke has not flagged in the most recent HED data set (Sept 16 to Aug 17). 
 
2.5.8  The second red flag is for ‘other perinatal conditions’. This refers to stillbirth. Although 

it is a recent red flag, the issue of data collection in stillbirth has been an historical 
concern for RCHT. This is reflected in national reporting to MBRRACE-UK, where the 
reported increased rate of stillbirth was felt to reflect under reporting of the total 
number of births in Cornwall. The Mortality Review and Oversight Committee 
(November 2017) has requested a deep dive into stillbirth.  

 
2.6 Mortality review at RCHT 
 
2.6.1 The National Guidance for Learning from death guidance 2017 requires each trust to 

publish the following: 
 

 Trust data on the total number of deaths from the previous quarter  
 Those deaths that have been subject to case review 
 Estimates of those judged more likely than not to be due to problems in care 
 The learning points  

 
2.7 Current situation (Quarter 2) 
 
2.7.1 The review of deaths for July – September is displayed in the local RCHT dashboard 

see Appendix 1.  
 
2.7.2 Current process: RCHT aims to review 100% of its deaths using a short screening 

form and then in-depth review where a concern has been raised. Some specialities, 
most notably critical care, review all of their deaths on an in-depth form.  

 
2.7.3 There is a 1-5 grading scheme on the screening form. Any screened death graded as 

a 4 “there were areas of concern which may have contributed to the patient's death” 
is subject to an in depth review on the local Trust form.  

 
2.7.4 Any death graded as a 5 “there were areas of concern which significantly contributed 

to the death of this patient, who would otherwise have been expected to survive” – is 
reported on the Trust’s incident reporting system, Datix, and considered for 
classification as a serious incident (SI) that is externally reportable, with a full 
investigation using root cause analysis techniques. 

 
2.7.5 Although most specialities are able to review the majority of their deaths on a 

screening form, specialities which experience a large volume of patient deaths such 
as care of the elderly and respiratory medicine have struggled to do so, because of 
the number of case reviews required and on-going senior medical staff shortages.  

 
2.7.6 For Q2 the existing Trust mortality processes were employed to review deaths. 

During Q2, there were 411 deaths of which 186 (45%) were reviewed. Of these, five 
concerns deaths were identified; 3 deaths were graded as 4 and 2 as 5 on the 
system described above. One of the deaths graded as 5 has been declared an SI 
and the other is currently going through the grading process. Of the 3 “grade 4” 
deaths which were subject to in-depth mortality reviews, the following issues were 
highlighted:  poor junior doctor handover, failure to recognise and escalate the 
deteriorating patient (two cases), failure to comment on and repeat abnormal blood 
test results, untreated sepsis, and delay in recognition of a complication of surgery., 
In total 6 SIs were declared in this period. Of these, one was identified through the 
mortality review process and five were declared through the Datix incident reporting 
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system, and are all investigations are currently in process. One of these was a 
paediatric death which occurred after transfer of the child to a regional centre. .  

 
2.7.7 For Q2, there were also three completed SI reports on three different patients, whose 

deaths occurred prior to this period, where death was judged to be avoidable. Review 
of these highlighted the following: 

 
 Tumour lysis syndrome  
 

o In patients at high risk of tumour lysis syndrome as a result of chemotherapy, 
this should be clearly identified with an appropriate management plan and the 
renal physicians made aware. Such patients should receive their 
chemotherapy early in the day to facilitate appropriate monitoring. Medical 
and nursing staff should be educated on any new drugs uploaded onto the 
Aria system.  

 
 Failure to monitor and supply oxygen therapy for transportation on 

discharge  
 

o Care rounding and observations need to be recorded for patients in the 
discharge lounge. Staff need to be aware of the importance of booking 
oxygen for patient and the expected length of transportation time. Staff need 
to be competent in the delivery of supplemental oxygen. 

 
 Failure to detect the deteriorating patient  

 
2.7.8 The importance of correct selection procedures and induction/training of overseas 

staff. Now, new overseas nurses attend a patient observations and NEWS study day. 
This is a full day’s training and covers recognising the deteriorating patient, sepsis, 
normal parameters for patient observations, how to complete the NEWS and how to 
carry out patient observations following the Royal Marsden's current guidelines. They 
undertake practical assessment in the clinical skills area in the knowledge Spa and 
are then enrolled as part of RCH preceptee programme. 

 
2.7.9 In addition to our existing processes, we have included three of the priority groups 

identified in the National Guidance  
 
2.8 Learning Disabilities 
 
2.8.1 These are patient deaths in cases where learning disabilities were identified. For Q2, 

there were two such cases. In these cases, the deaths were reviewed by both the 
Trust Mortality lead and the Learning Disabilities team, using SJR methodology 
recommended by the National Guidance on Learning from Deaths 2017. Neither 
death was judged to be potentially avoidable. No concerns were identified in the first 
case. In the second case, which was a subject of post mortem examination, death 
was judged not to be avoidable but there were some concerns identified around 
venous thrombosis (VTE) management, lack of a treatment escalation plan (TEP) 
and lack of death certificate data or evidence of discussion with the Coroner.  

 
2.9 Perinatal/Stillbirths –awaiting report from Karen Stoyles  
 
2.9.1 All neonatal deaths (NNDs) and stillbirths (SB) are reviewed in the weekly 

Multidisciplinary Patient Safety Meeting which is led by a consultant obstetrician and 
attended by other obstetricians, midwives and anaesthetists. In addition they are 
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presented and discussed in the monthly Perinatal Mortality Meeting involving 
midwives, obstetricians and neonatologists. Any cases where substandard care is 
identified which was likely to have changed the outcome would normally be subjected 
to an SI investigation.  

 
2.9.2 In Q2 there 3 stillbirths, 3 NND’s (>24 weeks) and 2 NND’s (<24 weeks 
therefore pre-viable). Of the stillbirths there was no cases in which the care was 
inadequate to the extent that the death would have been avoided. There was one 
case in which there was a delay in investigating a report of decreased fetal 
movements however when the patient came to the Day Assessment Unit the fetal 
movements appeared to be normal and the CTG’s appeared to show both babies 
had normal heart rate traces.  

 
2.9.3 Of the 3 cases of NND >24 weeks the babies had either known chromosomal or 

other lethal conditions incompatible with life. The other 2 deaths were of pre-viable 
foetuses who showed signs of life at delivery but died of prematurity.   

 
2.9.4 There was one potentially avoidable death, the learning from which focused around 

the need to ensure that in twin pregnancies, the foetuses are monitored 
independently on cardiotocography 

 
2.10 Paediatric/Child deaths   
 
2.10.1 There was 1 paediatric death that was unavoidable.   
 
2.11 Complaints about the care of a patient who has died  
 
2.11.1 There were complaints surrounding the deaths of 2 patients in Q2. One of these is 

closed and one remains open. In the complaint that is closed, the death was not 
regarded as avoidable but there were issues identified regarding death certification 
and discussion of safe-guarding concerns related to out of hospital care with the 
coroner. This resulted in a delay in the funeral and caused obvious distress to the 
relatives of the deceased .As a result of this complaint, there have been several 
changes in Trust policy namely; all juniors have been instructed to discuss the cause 
of death with their consultant or his/her deputy before completion of death 
certificates. The coroner’s office has been asked to consult the responsible 
consultant in the first instance, rather than a junior doctor, where there are queries 
about a death. The Trust legal team have been asked to involve a junior doctor’s 
consultant in any case where a junior has been asked to provide any additional 
information to the coroner. The bereavement office has been made aware of the 
above.  

 
2.12 Learning from deaths 
 
2.12.1 Learning identified from adult deaths for Q2 will be included in the December 2017 

Mortality Newsletter.  
 
2.12.2 Learning from paediatric deaths is shared via the following methods: urgent learning 

identified is shared via “message of the week” - read out at multidisciplinary 
handover. Mortality reviews are presented at the paediatric business/governance 
meeting. Important learning is shared through the risk management newsletter. The 
child death mortality meeting reviews in-hospital deaths and the deaths of local 
children who have died in regional hospitals. Child Death Overview Panel (CDOP) 
panels (responsibility of the Local Safeguarding Children’s Board) review all deaths. 
Cornwall and the Isles of Scilly have a joint CDOP with Plymouth SCP and Devon 
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and Torbay SCP. The overall aim of CDOP is to understand how and why children 
die; and when necessary to put in place interventions that will help to safeguard 
children in the future. 

 
2.12.3 Learning from perinatal/stillbirth 
 
2.12.4 Learning is shared through the risk management newsletter, staff safety briefings and 

communication from the matron for antenatal and day assessment unit areas with 
staff.  

 
3. Recommendations of the National Guidance on Learning from Deaths 2017 
 
3.1 The priority groups for case record review are as follows:  
 

i. all deaths where bereaved families and carers, or staff, have raised a 
significant concern about the quality of care provision;  

ii. all in-patient, out-patient and community patient deaths of those with learning 
disabilities (either through the LeDeR review in those regions where the 
programme is available or by using Structured Judgement Review (SJR) or 
another robust and evidence-based methodology, or severe mental illness. 
Note the LeDeR programme is not yet available in Cornwall; 

iii. all deaths in a service specialty, particular diagnosis or treatment group where 
an ‘alarm’ has been raised with the provider through whatever means (for 
example via a Summary Hospital-level Mortality Indicator or other elevated 
mortality alert, concerns raised by audit work, concerns raised by the CQC or 
another regulator);  

iv. all deaths in areas where people are not expected to die, for example in 
relevant elective procedures;  

v. deaths where learning will inform the provider’s existing or planned 
improvement work,  

vi. a further sample of other deaths that do not fit the identified categories so that 
providers can take an overview of where learning and improvement is needed 
most overall.  

 
3.2 The above minimum requirements are additional to existing requirements for 

providers to undertake specific routes of reporting, review or investigations for 
specific groups of patient deaths, such as deaths of patients detained under the 
Mental Health Act 1983. 

 
3.3 Providers should review a case record review following any linked inquest and issue 

of a “Regulation 28 Report on Action to Prevent Future Deaths”  
 
3.4 Providers should apply rigorous judgement to the need for deaths to be subject to a 

Serious Incident reporting and investigation. For example, there may be instances 
where deaths clearly meet Serious Incident criteria and should be reported as such 
(whether or not a case record review has already been undertaken). Equally, 
problems identified in case record review may lead to the need for investigation 
whether this is an investigation under the Serious Incident Framework or other 
framework/procedure  

 
3.5 Progress against the above recommendations 
 
3.5.1 An updated mortality review policy was submitted to Trust Board (Sept 2017) and 

approved incorporating processes to align RCHT mortality review to National 
Guidance on Learning from Deaths (2017). 
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3.5.2 The Trust Mortality Lead and the Learning Disabilities team have reviewed the Q2 

learning disabilities deaths pending rollout of the national LeDeR programme. The 
medical review has been completed using the SJR methodology.  

 
 Deaths from stroke, which has alerted on the HED dataset have been reviewed using 

SJR methodology. 
 
3.5.3 The Clinical Effectiveness team is working with the trust coding team to establish 

means to identify other priority groups such as patients with severe mental health 
problems and deaths in patient undergoing elective procedures.  

 
3.5.4 The paediatric and obstetric teams are modifying their mortality review processes to 

align with quarterly Board reporting.  
 
3.5.5 The Bereavement Team will continue to support bereaved families and relay any 

concerns to the Mortality Review Oversight Committee. 
 
3.5.6 The terms of reference of the MROC are being adapted to ensure the committee is fit 

for purpose to deliver the National Guidance. 
 
3.5.7 The Trust Mortality Lead and the Interim Medical Director have been trained in the 

SJR methodology. 
 
4.  Next steps (by Q3) 
 

A team of 10-20 reviewers will be trained in the SJR process allowing in-depth case 
reviews to be performed in the priority areas using SJR methodology (2018 training 
days 03 Jan, 23rd Jan, 02 Feb. 

 
30% of the deaths identified as priority for review will be reviewed  

 
5. Recommendation 

 
5.1 The Board is asked to  

 Note the report in light of the requirements for Trust Boards following 
publication of the 2017 Learning from Deaths national guidance. 

 Confirm their support for the on-going work that is currently taking place. 
 
 

Appendix 
 

FINAL - Learning 
From Deaths Dashboa
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