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SUMMARY REPORT 

TRUST BOARD IN PUBLIC 3 May 2018 Agenda Number: 10 

 

Title of Report Mortality Report 

Accountable Officer Dr Mark Daly, Medical Director 

Author(s) Dr Paul Johnston, Consultant Nephrologist 

Purpose of Report This report provides positive assurance to the Board that RCHT’s 
mortality position has continued on its improved trajectory and advises 
on progress made towards implementing the 2017 National Guidance on 
Learning from Deaths  

Recommendation  The Board is recommended to: 

 The Board is asked to note the report for information as part of its 
board assurance arrangements. 

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

Consultation Undertaken to 
Date 

This mortality report was reviewed and approved by Dr Mark Daly, 
Medical Director. 

Signed off by Executive 
Owner 

Mark Daly 
 

25.04.18 

Reviewed by Executive Team N/A For information only 

Reviewed by Board 
Committee (where 
applicable) 

Not previously reported to a 
Board Committee 

 

Reviewed by Trust Board 
(where applicable) 

The Trust Board has previously 
received a report on the 
Learning from Deaths national 
programme  

 

Date(s) at which previously 
discussed by Trust Board / 
Committee 

Not previously discussed. 

Next Steps Switch to SJR review for all in-depth reviews from 01/04/2018 

  

Executive Summary 

The RCHT mortality position has maintained its improved position with a 12 month rolling HMSR of 95.15 
which continues to sit well below the current national benchmark of 100. The data also now shows a 
persistent improvement in the HSMR for patients admitted at the weekends; indeed this continues to run 
below that for patients admitted during the week (therefore RCHT does not currently demonstrate the so 
called ‘weekend effect’). The SHMI has also maintained its improved position currently sitting at 92.77. 

 

RCHT currently has only one diagnostic group alerting on the Healthcare Evaluation Data (HED) dataset 
that provides benchmarking for healthcare organisations: acute cerebrovascular disease. An external 
review of stroke services and mortality at RCHT has been completed (09/03/18) with a detailed action 
plan to follow.  
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The second diagnostic group that was previously flagging is other perinatal conditions – stillbirths. This 
diagnosis is not currently flagging however a deep dive of perinatal mortality has been completed by the 
obstetric team and presented to MROC. 

 

Financial Risks There will be a cost to implementing the SJR methodology; this has yet 
to be full determined. 

Key Risks  BAF  

Risk ID 6213: Delivery of Quality Objectives and the Effectiveness of 
Clinical Governance Arrangements. 

Current Score: 4(L)x5(C)=20 

 

Corporate Risk Register: 

Risk ID 6487: There is a risk that stroke patients are at a higher risk of 
death in comparison to other acute Trusts. 

Current Score: 4(L)x4(C)=16 

 

Risk ID 4572: Risk of failure to meet stroke therapy targets in relation to 
72hr therapy assessment 

Current Score: 2(L)x 2(C)= 4 

 

Risk ID 2864: Inability to meet stroke quality metrics impacting on 
patient outcomes, trust financial position and trust reputation 

Current Score: 1(L)x3(C)=3 

 

Disclosure Statement Learning from death guidance and gap analysis by the Head of Clinical 
Governance has been presented to the Mortality Review Oversight 
Committee and further gap analysis and amendments were made to the 
revised Mortality Review policy (approved by Board in September 2017) 
to ensure alignment with Learning from Deaths guidance. 

Equality and Diversity 
Statement 

N/A 

 
  

http://datixrcht.cornwall.nhs.uk/Live/index.php?action=risk&module=RAM&fromsearch=1&recordid=6487
http://datixrcht.cornwall.nhs.uk/Live/index.php?action=risk&module=RAM&fromsearch=1&recordid=6487
http://datixrcht.cornwall.nhs.uk/Live/index.php?action=risk&module=RAM&fromsearch=1&recordid=2864
http://datixrcht.cornwall.nhs.uk/Live/index.php?action=risk&module=RAM&fromsearch=1&recordid=2864
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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.  
 
 
2.4 HSMR data (Rolling 12 month period Sept 16 to Aug 17)  
 
2.4.1 The RCHT mortality position has maintained its improved position with a 12 month rolling HMSR 

of 95.15 sitting well below the national benchmark of 100. In addition to improved overall 

mortality, we have seen a progressive improvement in the HSMR for patients admitted at the 

weekend which now sits below that for patients admitted during the week (a reversal of the so 

called weekend effect).  
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2.5 SHMI data  
 

2.5.1 The SHIMI data for Dec 2016 – Nov 2017 was 92.77 – well below the national benchmark of 100.  
 
 

 
 
 
2.5.2 Currently RCHT has only one ‘red flag’ alerting on HSMR. This is for “acute cerebrovascular 

disease”. RCHT’s response was documented in our previous report (November 2017). 
 
2.5.3 An external review of RCHT stroke services and stroke mortality has now been completed. 

Provisional action points were presented on the day including: 
 
 1. The Team advised they could not identify any single point of failure, but there needed to be a 

system wide review of the Stroke Pathway across all organisations and develop a single strategy 
for stroke support in Cornwall with particular focus on the first 30 days post stroke.  The bed 
stock across the pathway, as well as the acute trust needs mapping against the needs of the 
cohort of patients. 

  2. Patients need to get patient to ward quicker from ED. Swallow screen needs to happen 
quicker. 

  3. Nurse staffing on the unit is below recommended levels and needs to be reviewed to take into 
account an establishment for HASU beds. 

  4. HASU beds should not just be used for thrombolysis patients but for all patients needing extra 
care and monitoring. The current approach encourages a two tier system. The population in 
Cornwall would indicate we need 4 HASU beds, not 2. 
 5. LOS of stay on the unit is very low which would indicate we are moving acutely unwell 
patients too soon.  
 6. Protocols are needed to support ward staff to manage complications of stroke out of hours 
when consultants are less readily available eg hydration. 
 7. There appears to be not enough consultant DCC to cover the workload on unit. The review of 
the pathway needs to identify the needs of the unit and then match the resources accordingly. 
8.  HASU care should last for at least 72 hours, not 12 hours. 



 

6 
 

  9. There are too many beds on unit just for stroke patients which causes complications for staff 
trying to discharge non stroke patients. The Unit needs to consider which specialty they should 
share the unit with. 

  10.  Need to establish a weekly MDT to determine discharge planning and rehab and goal setting.  
  11. The panel suggested the nurses would benefit from a visit to another HASU for better 

understanding of skill level required. 
  12. Therapy staff need to be ring fenced to Stroke patients, and alternative therapy teams 

support non stroke patients.  
  13. An improved therapy space on the unit which should include a kitchen.  
  14. The Acute Stroke Unit needs its own governance MDT structure feeding into the wider 

division, separate to the Eldercare Governance. 
  15. Review of ESD who cannot accept non admitted patients.  
  16. Review of Community therapy - where patients are waiting 18 weeks post ESD. 
   
 The formal report will follow. 
 
2.5.4  Our second red flag present at the time of our previous report was for ‘other perinatal 

conditions’. This refers to stillbirth. This diagnosis is not currently flagging however a deep dive 
review of perinatal mortality was carried out by the obstetric team.  

 
2.5.5 A coding review was performed and coding anomalies were identified in 5 cases and the data has 

been updated. Review of historical data indicates a stable stillbirth rate; 2015 14 cases, 2016 13 
cases, 2017 14 cases (after recoding 2 cases).  All stillbirth cases are discussed in the Perinatal 
Mortality and Morbidity meeting following the Maternity Stillbirth and Early Neonatal Death 
review process and reviews and action plans have been provided to MROC. Examples of learning 
include the need for routine blood ketone monitoring in diabetic women, reviewing antenatal 
appointments according to NICE guidance, and updating the management of the small for 
gestational age fetus and the referral process for documented reduced fetal movements. 

 
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 3) 
 
2.7.1 The review of deaths for Oct – Dec is displayed in the local RCHT dashboard.  
 
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 
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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 Q3 the existing Trust mortality processes were employed to review deaths. During Q3, there 

were 459 deaths of which 250 (54%) were reviewed. Of these, five concerns deaths were 
identified; all were graded as 4 and all were subject to in-depth mortality reviews, the following 
issues were highlighted:  missed opportunity to reverse anticoagulation in a case of intracranial 
bleed due to radiology reporting error (now under SI investigation), lack of HDU/ITU bed for a 
post-operative patient, poor handover between RCHT and community hospital leading to 
anticoagulation error, a death from biliary sepsis despite PTC, and a post-operative death after a 
presentation with bowel obstruction with a potential delay in timing of surgery. 

 
2.7.7 Including the 5 concerns deaths, there were a total of 44 “priority deaths” identified in Q3 of 

whom 36 have had an in-depth review (84%). A number of patient deaths fell into more than one 
priority group (i.e a case with learning difficulties flagged as an SI and pending a coroners 
inquest). 

 
2.7.8 In total 7 SI’s were declared in this period where death occurred. Of these, 2 SI reports have been 

completed.  Learning from these 2 reports included: 
 
 Lessons Learned: 

The black valve on oxygen cylinder must be opened to deliver oxygen; and the provision of 
oxygen must be checked from the cylinder to the patient with steps taken ensure that the 
oxygen is flowing as prescribed. 
Hand over sheet to be used as per policy 

 
Recommendations: 
All oxygen cylinders to be checked to ensure that the valve is open. To include this in appropriate 
training, induction and instructions (e.g. stickers on the cylinder, checklists, etc.). 
When transferring patients with oxygen cylinders, oxygen should always be heard or felt. To 
include this in appropriate training, induction and instructions. 
To remind all staff of the need of using the handover sheet and to monitor this usage for a period 
of time to ensure it is used appropriately 
 
Lessons Learned: 
Signing off results in MAXIMS can be challenging and abnormal results can be missed 
 
Recommendations: 
A timely turnaround of protein electrophoresis results is essential 
Resolve issue of new positive protein electrophoresis results coming directly to one of the 
myeloma doctors for them to assess along with the other results and clinical information and 
they will action/advise other clinicians 
Consider if there are any improvements that could be made to MAXIMS sign off, or any other 
systems e.g WINPath that haematologists could use for signing off blood results.  

 
2.8 Learning Disabilities 
 
2.8.1 These are patient deaths in cases where learning disabilities were identified. For Q3, there were 

5 such cases. In four of these cases, the deaths were reviewed by both the speciality team and 
the Learning Disabilities team. None of the deaths were felt to be potentially avoidable on in-



 

8 
 

depth review. Comments in 2 cases documented excellent involvement of learning disabilities 
team and all appropriate agencies.  

 
2.9 Perinatal/Stillbirths   
 
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 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 Q3 there were 2 stillbirths notified; 1 in a high risk pregnancy and the other in a low risk 

pregnancy and both cases were reviewed as above. In both cases good care was documented 
and no concerns were raised.  

 
2.10 Paediatric/Child deaths   
 
2.10.1 In Q3 there were 6 paediatric deaths. All cases were subject to in-depth review and 5 cases were 

graded as outcome 1 and 1 case as outcome 2.  None of the deaths were felt to be potentially 
avoidable.   

 
2.11 Complaints about the care of a patient who has died  
 
2.11.1 There were complaints surrounding the deaths of 4 patients in Q3. One of these cases has had an 

in-depth review and this review highlighted delays in investigation of potential malignancy and 
concerns over end of life care. The death was however felt not to have been potentially 
avoidable.  

 
2.12 Patients with severe mental health disorders 
 
2.12.1 In Q3 there were 2 deaths in patients with mental health disorders. One of these  cases was 
subjected to in-depth review and this was graded 1 with no concerns  identified. 
 
 
2.13 Patients with coroners inquests notified 
 
2.13.1 In Q3 23 deaths were identified as having coroners inquests pending of whom 18 have had 

reviews performed (10 short form and 8 in-depth reviews). Of those having in-depth review, 6 
were graded 1 and 2 were graded 2 with none of these flagged as potentially avoidable. Learning 
included one patient where end of life documentation should have been used. Examples of good 
practice were highlighted around multi-disciplinary and orthogeriatric input in the post-operative 
care of patients with fractured neck of femur. 

 
2.12 Learning from deaths 
 
2.12.1 Learning identified from adult deaths for Q3 will be included in the Mortality Newsletter, the 

“Hot topics” communication (linking with learning from SI’s) and presented at the medical “grand 
round”.  

 
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 
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(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 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 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.  

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). 

 
3.5.2 SJR training has been provided for 35 consultants covering speciality areas including Critical Care, 

Care of the Elderly, Renal Medicine, General Surgery, Haematology, Gastroenterology, 
Interventional Radiology, Sexual Health and Anaesthetics. The majority of priority deaths and 
concerns deaths requiring SJR will therefore be covered by those currently trained.   
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3.5.3 The Clinical Effectiveness team is working with the trust coding team to establish means to 
identify other priority groups such as 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 have been adapted to ensure the committee is fit for 

purpose to deliver the National Guidance. 
 
 
4. Next steps (by Q4) 
 
4.1 SJR training will continue to be offered to Consultants in Speciality areas not yet covered.  We 

aim to switch from Long Form review to SJR for all priority/concerns deaths from 01 04 18.   
 
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. 

 
 


