
 

 

 

SUMMARY REPORT 

TRUST BOARD (IN PUBLIC) 10 January 2019 Agenda Number: 12 

Title of Report Mortality Report – Quarter 1, 2018/19 

Accountable Officer Dr Mark Daly, Medical Director 

Author(s) Dr Paul Johnston, Mortality Lead 

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 the range of issues announced in the 
National Guidance on Learning from Deaths, published in 2017. 
This revised version (appendix 2) also addresses questions 
regarding “red flags” raised in QUAC. 

Recommendation  The Board is recommended to: 

 The Committee 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 content of this report was reviewed and discussed by the 
Mortality Review Oversight Group (MROG) in October 2018 
which has wide clinical representation. 

Signed off by Executive 
Owner 

This version, Mark Daly, 
medical Director 

02/01/2019 

Reviewed by Executive 
Team 

N/A For information only 

Reviewed by Board 
Committee (where 
applicable) 

Quality Assurance 
Committee 

27/11/18 

Reviewed by Trust 
Board (where 
applicable) 

The Trust Board receives a 
quarterly report, as per the 
Learning from Deaths 
national programme. 

10/01/19 

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

Last quarterly report presented to Trust Board in September 
2018, being the report for Quarter 4 of 2017/18. 

N.B.  Some mortality data is not available until 3/12 after end of 
the quarter. With subsequent discussion at Mortality Review 
Oversight Group (MROG) and QUAC, board presentation will 
be 5-6/12 after quarter end. However, MROG, mortality review 
process and wider clinical governance (SI reporting) provides 
appropriate early review. 

Next Steps Continuous review of Learning from Deaths at MROG. Further 
developments will be reported in future board papers. 

Consideration with a reduction in the length of the reporting 
cycle with the proviso that one mortality index will always be in 
arrears. 
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Executive Summary 

 

After concerns noted in the Q4 report, the RCHT mortality position has improved with the 

HSMR falling to 98.31 (i.e. positively below the national average of 100) with a reversal of 

the upward trend previously noted. During Q1, there were 396 deaths of which 208 (53%) 

were reviewed.  All non-priority deaths are subject to an initial review as a minimum and all 

priority deaths are subject to an SJR as a minimum. In some cases however, an SJR is 

completed, rather than the screening form, which is acceptable in line with the National 

Guidance on Learning from Deaths 2017. The 208 cases reviewed here are a combination 

of screening forms, in-depth forms and SJRs. The In-depth forms are being phased out in 

2018/19, however they are currently completed by clinicians who are not yet trained to 

complete an SJR. 

Of those reviewed 1 case was thought to be potentially avoidable (0.5%). A further 10 

deaths have been identified as SIs.  

 

The issues highlighted through reviews and SIs are: 

 

 potential delay in diagnosis of intracerebral bleed 

 potential missed pulmonary embolus 

 potential delay in recognition and  management of a post-surgical complication 

 a patient admitted with a bleeding duodenal ulcer discharged without an oral PPI 

 failure of cardiac arrest team to arrive at correct destination of 2222 call 

 incorrect diagnosis in a case of pulmonary oedema 

 VTE prophylaxis (Anti-embolic stockings prescribed but not given). 

 the death of a child in the emergency department after cardio-respiratory arrest 

 a death from ischaemic heart disease in a patient awaiting chest pain clinic review 

 potential delay in diagnosis of melanoma 

 clostridium difficile infection 

 in-patient fall 

 

The RCHT has commenced on a programme of improvements, particularly focussed on 
improving Learning (with a commensurate improvement in quality of care). This is described 
within the Trust’s Improvement Plan. 

 

Individual flags have been reviewed. Whilst stroke is well understood and an improvement 
plan is funded and is underway, significant discussion led to a more detailed review of two 
further flags – other perinatal conditions and Gastro-intestinal disorders. These have been 
subject to further detailed case review and a summary of investigations to date which has 
been reassuring are presented within appendix 2. The final red flag (fractured neck of femur) 
may be related to time to theatre and this is currently the subject of scrutiny with a view to 
reduce this time. Triangulation with national data also shows that we are not an outlier 
(national registry data, latest figures). 

 

Financial Risks The internal costs to implementing and effecting the SJR 
methodology  have been absorbed into clinical and managerial 
operational capacity. 

Key Risks  BAF  

Risk ID 6213: Delivery of Quality Objectives and the 
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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 Effectiveness has been presented to the Mortality 
Review Oversight Group 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 

The implementation of the National Learning from Deaths 
Guidance will provide a strengthened approach, and 
governance of, learning from the deaths of people who 
have/are affected by learning disabilities and/or severe mental 
illness. This in turn will help inform the specific improvements in 
care needed that will benefit our patients in the future. 

 
  

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 sufficiently prioritising learning from deaths 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 advises on the range of issues announced in the National Guidance on 
Learning from Deaths, published in 2017. 
 

1.2 Improving and strengthening Learning from Deaths at the RCHT 
 

The RCHT has committed to an extensive programme of improvements regarding 
governance and learning. This is in the context of the RCHT Improvement Plan, and 
the development of the Quality Improvement Hub. 

 
A key component within this programme of change is that of strengthening the 
positive impact made on quality of care as a result of Learning from Deaths. A range 
of actions is underway and further are planned that will continue to improve the 
RCHT’s response to Mortality Reviews and resultant learning. Actions already taken 
include the introduction of a new approach to how cases are reviewed, using the 
national Structured Judgement Review methodology. Oversight from the Board has 
also increased with the quarterly report on the outcomes of case reviews being 
reviewed at public Trust Board meetings, prior to which Executives and senior clinical 
leads contribute to ensure an organisation wide approach to embedding change 
resulting from the range of activity on Learning from Deaths. This is governed and 
scrutinised by the monthly Mortality Review Outcomes Group and ensure that 
reviews are conducted where they should, alerts are understood, and actions are 
taken where appropriate to improve the quality of care. 

 
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: 
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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 

of patients with 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 issues 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 by 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 Jul 2017-Jun 2018) and SHMI data (rolling 

12 month period Jan – Dec 2017) 
 
2.4.1 After concerns noted in the Q4 report, the RCHT mortality position has improved with 

the HSMR falling to 98.31 (i.e. positively below the national average of 100).  
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Review of the monthly HSMR trend graph shows that the HSMR peaked in March 
2018 at 100.37 before progressively falling in April and May with a subsequent small 
rise in June.   

 
RCHT have maintained a consistent non-weekend and weekend mortality rate which 
is very positive. Since September 2017, the mortality rate for patients admitted at the 
weekend has run below that for patients admitted during the week. This may reflect 
increased speciality consultant presence during weekends. 

 
 
 
2.4.2 The SHMI data indicates a maintained position. However the most recent data 

continues to     relate to the time period up until December 2017 and therefore pre-
dates the time period of the observed rise and subsequent fall in HSMR. Up until 
December 2017, the SHMI sits positively below the national benchmark at 94.95 (see 
figure). 
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2.4.3 The crude mortality data is summarised as below with a stable rate noted. 
 
 

 
 
 

 
 
 
 
2.4.4 Currently RCHT has four ‘red flags’ alerting. The first red flag is again for “other 

perinatal conditions” which has flagged intermittently over the past 12 months and 
relates to stillbirth.  All still birth cases are discussed in the Perinatal Mortality and 
Morbidity meeting following the Maternity Still Birth and Early Neonatal Death review 
process and reviews and action plans are provided to MROC on a regular basis. The 
MBRRACE-UK Perinatal Mortality Surveillance report for Jan-Dec 2016 has just been 
published and this shows that the Trust’s crude stillbirth rate is more than 10% lower 
than the UK average and the Trust’s stabilised and adjusted stillbirth rate is up to 
10% lower than the UK average suggesting that the problem does relate to 
coding/denominator population counting as previously suggested. 

 
 The second red flag diagnosis is “acute cerebrovascular disease” and this has been 

previously highlighted and discussed. During November and December 2018 the 
RCHT will confirm the organisation’s response and improvement actions following the 
external review of Stroke Services in 2018. 

 
               For the second time since 2016, Fractured Neck of Femur is also flagging with a 

lower confidence limit of just above the cut off at 100.25.  The Orthogeriatric and 
Trauma and Orthopaedic Teams have been alerted. They key issue identified is 
appropriate and timely access to Theatre, which is being given attention by these 
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teams with oversight from the monthly Fractured Neck of Femur Group. The latest 
report from the National Hip Fracture database shows that RCHT is not a Mortality 
Outlier.   

 
               The final red flag is again for “other gastrointestinal disorders”. This diagnosis has 

been repeatedly flagging and as such a coding review has been arranged and at the 
request of the Medical Director all cases have been now subjected to an SJR review 
(see appendix 1).  

 
The deceased patients in each ‘red flagging’ area are reviewed by the Clinical Coding 
Auditors in the Clinical Coding Department, to ascertain that the correct primary 
diagnosis is assigned on admission. This ensures that only the appropriate patients 
are recorded and fall within each ‘red flagging’ area. All still births are reviewed by the 
Clinical Coding Auditor and the clinical coding is updated when more specific 
information becomes available once the maternal patient record has been reviewed 
within the maternity service. 

 
As has been the case since October 2015, the Divisional Lead Clinical Coders 
(DLCC) are the only members of the Clinical Coding Department to clinical code 
deceased patients. The DLCCs have a wider remit than the clinical coders and 
review the whole patient record for co-morbidity information. The DLCCs also attend 
some specialty level mortality review meetings, meet with clinicians to confirm clinical 
coding for specific diagnoses and present at Junior Doctor Specialty meetings 
regarding clinical coding and how the information recorded in the case notes can 
affect mortality statistics. 
 

              The clinical coding department also continues to undertake the HSMR Alive review. 
Patients who are discharged alive from 7 historically poorly performing HSMR 
baskets: Urinary Tract Infections, Congestive Heart Failure, Senility and Organic 
Mental Disorders, Syncope, Acute Cerebrovascular Disease, Fracture of Neck of 
Femur (hip) and Pneumonia are reviewed to ensure that all appropriate co-
morbidities which can affect the HSMR are recorded with the most recent relevant 
inpatient spell.` 

 
CDC have recently employed a new HSMR reviewer due to the previous post holder 
leaving, this will have caused a delay in omitted co-morbidities being updated to the 
coded record. It is likely that all of FY 17/18 data for the 7 baskets will be updated in 
time for the HES freeze date in May 2019. 
  
From the 7 baskets which are reviewed the Acute Cerebrovascular diseases basket 
remains a basket of on-going concern to the Trust. The average Charlson score for 
this basket remains consistently high and all appropriate co-morbidities are being 
recorded. The Fracture of Neck of Femur (hip) basket has flagged once in the last 3 
rolling 12 months of data and this is most likely due to the increase in number of 
observed deaths from 61 (Aug16 – Jul17) to 71 (Aug17 – Jul18). Pneumonia is 
performing better than expect with the HSMR and upper control limit both being 
below 100 for the last 3 months. 
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2.5 Mortality review at RCHT 
 
2.5.1 The National 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.  
 
2.6 Current situation (Quarter 1) 
 
2.6.1 The review of deaths for 2018/2019 Q1 is displayed in the local RCHT dashboard 

(see Appendix 2).  
 
2.6.2 Current process: RCHT aims to review 100% of all deaths using a short screening 

form (with the exception of Care of  the Elderly and Respiratory) followed by an in-
depth review where a concern has been raised (see below). It was agreed at the 
Mortality Review Oversight Group (MROG) that these exception specialities are to 
complete 100% of priority death reviews and 30% of non-priority death reviews, due 
to volume and capacity issues. Additionally in-depth reviews are requested for all 
“priority” deaths in line with the National Learning from Deaths guidance. Increasingly 
the in-depth reviews are performed using SJR methodology.  

 
2.6.3 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.   

 
2.6.4 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. 

 
2.6.5 For Q1, the existing Trust mortality processes were employed to review deaths. 

During Q1, there were 396 deaths of which 208 (53%) were reviewed. Of those 
reviewed 1 case was thought to be potentially avoidable (0.5%). A further 10 deaths 
have been identified as SI’s. A proportion of these may by definition be potentially 
avoidable.  

 
2.7 Concerns deaths 
 
2.7.1 A Concern Death is one which is graded as either a 4 or 5 on the screening form or 

in-depth form; and either a 1 or 2 on an SJR. Those which are graded as either a 5 
on a screening form or an in-depth form, or a 1 on an SJR, MUST be added to 
DATIX. Triggers are anything which resulted in a contribution to the patient’s death 
and could include things such as overall poor patient care, delay to treatment, giving 
the patient the wrong medication, etc. 

 
2.7.2 Three concerns deaths were identified in Q1. The following issues were highlighted: 

potential delay in diagnosis of intracerebral bleed, potential missed pulmonary 
embolus and potential delay in recognition and management of a post-surgical 
complication. 
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2.8 Deaths in which an SI has been declared 
 
2.8.1 During Q1, 10 deaths occurred for which an SI investigation has been declared 

(whether or not the SI related to the current admission or the patient’s death itself). 
The issues under investigation include: a patient admitted with a bleeding duodenal 
ulcer discharged without an oral PPI, failure of cardiac arrest team to arrive at correct 
destination of 2222 call, incorrect diagnosis in a case of pulmonary oedema, VTE 
prophylaxis (2 cases), the death of a child in the emergency department after cardio-
respiratory arrest, a death from ischaemic heart disease in a patient awaiting chest 
pain clinic review, potential delay in diagnosis of melanoma, a case of clostridium 
difficile infection, and a fall on a ward. 

 
2.9 Learning Disabilities 
 
2.9.1 These are deaths of patients who had learning disabilities. For Q1, there were 2 such 

cases which had a joint medical and learning disabilities review. No concerns were 
identified.  

 
2.10 Perinatal/Stillbirths   
 
2.10.1 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 the deaths 
are presented and discussed in the monthly Perinatal Mortality Meeting involving 
midwives, obstetricians and neonatologists. Any cases where issues have been 
identified with regards to care which was likely to have changed the outcome are 
subjected to an SI investigation.  

 
2.10.2 In Q1 there were 7 perinatal/stillbirths notified with none reported to be potentially 

avoidable.  
 

Points of Learning identified via the Perinatal Case Reviews: 

 Recommended investigation section added to care checklist. 

 Staff reminded of requirement to record care in labour as for live birth. i.e. record 

the mother`s risk status in labour and use a partogram.  

 Raise women`s awareness of fetal movements; Women should be aware to report 

reduced fetal movements without delay. 

 E3 computerised record to include prompt re: fetal movements. 

 Serial scan pathway from 24 weeks. 

 Refer women to the Stop Smoking Service. 

 Staff to be reminded of Pre-labour SROM Clinical Guideline. 

 Planned care should be documented at each point of contact. 

 Women to be reminded that they should have anomaly scan appointment by 16 

weeks by Midwife Sonographers at dating scans.  

 Community Team Leaders to action education of consultant clinic HCA`s when 

MSUs are required. 

 Obstetric management plan to be recorded on Maternity Management Plan in notes. 

Further detail regarding an in-depth analysis is described in appendix 1 following 
discussion and the Quality Assurance Committee.  
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2.11 Paediatric/Child deaths   
 
2.11.1 In Q1 there were 3 paediatric deaths. Two deaths were reviewed with no concerns 

identified. The third death has been investigated as an SI. This was a death due to 
asthma and the trigger for the investigation was a query regarding the availability of 
intubation.  

 
2.12 Complaints about the care of a patient who has died  
 
2.12.1 There were 7 complaints received relating to the care of our patients who died during 

Q1. 4 of these cases have been reviewed (all in-depth) and no concerns were 
identified. We are currently awaiting SJRs for the remaining 3 cases. 

 
2.13 Deaths in patients with severe mental health issues 
 
 There were no deaths identified in this category in Q1. 
 
2.14 Learning from deaths 
 
2.14.1 The issues arising from the Q1 report are therefore: 
 

o potential delay in diagnosis of intracerebral bleed 
o potential missed pulmonary embolus 
o potential delay in recognition and  management of a post-surgical 

complication 
o a patient admitted with a bleeding duodenal ulcer discharged without an oral 

PPI 
o failure of cardiac arrest team to arrive at correct destination of 2222 call 
o incorrect diagnosis in a case of pulmonary oedema 
o VTE prophylaxis 
o the death of a child in the emergency department after cardio-respiratory 

arrest 
o a death from ischaemic heart disease in a patient awaiting chest pain clinic 

review 
o potential delay in diagnosis of melanoma 
o clostridium difficile infection 
o in-patient fall. 

  
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;  
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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. In actuality, for the care settings in Cornwall, this is pertinent 
for the Cornwall Partnership NHS Foundation Trust.  

 
3.3 Providers should review a case 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 now been provided for 50 consultants covering speciality areas 

including Critical Care, Care of the Elderly, Renal Medicine, General Surgery, 
Haematology, Gastroenterology, Interventional Radiology, Sexual Health, Cardiology 
and Anaesthetics. The majority of priority deaths and concerns deaths requiring SJR 
are covered by those currently trained.  If a consultant is unable to complete an SJR 
because they have not been trained, an in-depth review form can be completed until 
the SJR training is undertaken. 

 
3.5.3 The Clinical Effectiveness team is working with the Trust Information Services Team 

to establish means to identify other priority groups such as patients undergoing 
elective procedures. Elective procedures are one of the priority deaths identified in 
the National Guidance on Learning from Deaths 2017. This would be an unexpected 
death so would require an SJR to identify points of learning. 

 
3.5.4 The paediatric and obstetric teams have modified 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. The National Guidance on 
Learning from Deaths, published in 2017, has been sent through to the bereavement 
team, who are in the process of alerting the procedures accordingly. 

 
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. The remaining work needed is centred 
on the Bereavement Service, who are completing the remaining actions in November 
and December 2018. 
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3.5.7  The SJR is now available online via a Datix webform, hosted by the Royal College of 

Physicians.  More information is required centrally to ensure information governance 
is adhered to and central reporting is possible. 

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

 Consider whether the scrutiny of the red flags has answered concerns raised 

through the mortality process. 
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Appendix 1 : Mortality Review – specific flags 

1. Other Gastrointestinal Disorders Flag 

Following persistent flag alerts for the HSMR Diagnostic Basket ‘Other Gastrointestinal 

Disorders’ we performed in depth case note review using SJR methodology.  15 SJRs were 

performed by 5 separate trained reviewers. 

The diagnosis from case-note review was: 

1. Aspiration pneumonia secondary to oesophageal dysmotility 

2. Perforated bowel – advanced dementia 

3. Bronchopneumonia, cerebrovascular disease, frailty 

4. Suspected perforation for abdominal viscus, advanced dementia 

5. Metastatic bowel cancer 

6. Perforated viscus, advanced dementia 

7. Intra-abdominal sepsis secondary to perforated diverticulum 

8. Hospital acquired pneumonia, dementia 

9. Caecal carcinoma 

10. Hospital acquired pneumonia 

11. Perforated bowel, dementia 

12. Bronchopneumonia 

13. Metastatic breast cancer, bowel perforation 

14. Small bowel perforation, metastatic cancer 

15. Progressive frailty following initial admission with GI haemorrhage 

As with previous red flag diagnosis reviews, this would appear to be an elderly frail group of 

patients, with a significant proportion having documented advanced dementia and/or 

malignancy.  Although the majority had evidence of intra-abdominal pathology, in only 2 

cases was surgery deemed appropriate and in both cases the peri-operative care was 

judged as good in one and excellent in the other.  In those cases deemed not appropriate for 

surgery, there was universally good documentation of discussion around the decision with 

patients and their family members.  

 

 

 

The care scores from SJR review were: 
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  N/A 

1 Very 

Poor 

Care 

2 Poor 

Care 

3 Adequate 

Care 

4 Good 

Care 

5 Excellent 

Care 
Total 

Initial 

Management 
 0 0 1 2 8 4 

15 

Ongoing Care  0 0 0 0 11 4 15 

Care During 

Procedure 
10 0 0 2 2 1 

15 

Perioperative 

Care 
13 0 0 0 1 1 

15 

End of Life Care 0 0 0 2 7 6 15 

Overall 

Assessment 
0 0 0 1 9 5 

15 

 

Only one phase of care from all 15 cases was judged as poor. This relates to a delay is 

processing and documenting results which in turn led a delay in a procedure (endoscopy) in 

a case of food bolus. The considered view was that the delay in endoscopy did not 

contribute to death. The majority of care phases were judged to be good (29) or excellent 

(16). The overall level of care was judged as adequate (1), good (9) and excellent (5). 

Positive comments taken from the initial management and on-going phases of care included 

early Consultant review – good practice, prompt treatment for sepsis- good practice, early 

recognition of perforated viscus and immediate referral to surgery team, prompt and 

thorough initial clerking with early recognition of need of end of life care, 

good early involvement with family re limits of care/TEP – good practice, regular well 

documented Consultant review – good practice, good out of hours review when patient 

clinically deteriorated, clear weekend handover using template, rapid deterioration well 

recognised and managed appropriately, prompt recognition of need for end of life care, good 

pain relief and symptom management, and excellent typed review by Respiratory Consultant 

with clear plan. 

Examples of poor practice included double dose antibiotic administration (no harm), 

prolonged admission and delayed discharge, management plan delayed due to IT issues 

and poor documentation of blood results, delayed procedure (endoscopy), delay in insertion 

of NG tube, transfer to inappropriate ward, and initial clerking poorly documented involving 

three different clinicians. 

End of Life Care was judged as good or excellent in 13 cases.  In 2 cases End of Life Care 

was judged as adequate, in the first case this was due to poor documentation and in the 

second there was delayed adoption of the End of Life Care Pathway. 
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2. Other Perinatal Conditions 

The diagnostic group “Other Perinatal Conditions” (referring primarily to stillbirth and 

neonatal deaths) continues to flag on HSMR.  The current HED HSMR report documents 19 

observed deaths in this basket against an expected number of 9.2 giving an HSMR of 206.5 

with a lower (95%) confidence limit of 124.27. 

As this diagnostic basket has continuously flagged, regular coding review has been 

performed and the coding is accurate. The observed numbers of deaths has not changed on 

an annual basis going back to 2012.  What appears to have changed is the ‘calculated’ 

expected number of deaths.  The confirmation that the actual number of deaths has not 

changed over time is clearly reassuring.  Further reassurance comes from the National 

MBRRACE data set. The most recent MBRRACE – UK Perinatal Mortality Surveillance 

Report was recently published covering the time period from January to December 2016.  In 

that report it was noted that RCHT had accrued a stillbirth rate that was more than 10% 

lower than the UK national average and that RCHT had a stabilised and adjusted stillbirth 

rate that was up to 10% lower than the UK average.  It is therefore clearly reassuring that the 

observed number of deaths has not significantly changed since RCHT has a very positive 

position reported in the most recent national dataset.  

Further reassurance is given by the robust review process carried out by the Perinatal 

Mortality Review Group.  The review processed is summarised in the attached Power Point 

presentation.  Reports are generated on a monthly basis and reviewed by the Mortality 

Review Oversight Committee.   

Actions documented from reviews from August, September, October 2018 include: 

Email CMW booking pathway for growth scan (actioned) 

Additional red flag on Maxims online system when attempting urgent scan request 

C0 level to be repeated at 16 weeks if unexpectedly low when mother smokes 

Reminder on newsletter to phone out discharge summary to Community Midwives 

Pathway for PM when baby transferred to hospice 

Neonatal resuscitation trolley to be put into second theatre before other equipment for 

Category 1 LSCS 

To provide further reassurance, we have arranged a joint meeting between members of the 

perinatal mortality review group, the RCHT mortality lead, the coding department and the 

assistant medical director to review the documented case reviews and action plans relating 

to the 19 documented deaths. A formal report from that meeting will be provided. 

Conclusion from these two analyses of Mortality flags 

This extensive case by case review shows no evidence that the statistical flagging relates to 

systematic or persistent poor care.  
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NHS ROYAL CORNWALL HOSPITAL:  Learning from Deaths Dashboard -  April - June 2018 (Q1)
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There were no maternity neonatal deaths at RCHT during April – June 2018.
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