
 

 

 

SUMMARY REPORT 

TRUST BOARD 5 September 2019 Agenda Number: 13 

Title of Report Mortality Report – current position plus learning from Quarter 
4; January – March 2019 

Accountable Officer Dr Rob Parry, 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 set out in the National Guidance on 
Learning from Deaths, published in 2017.  

What is the question 
for the meeting to 
consider? 

Are we improving the quality of care we provide as a result of 
learning from patient deaths? 

Recommendation  The Board is recommended to: 

 The Board is asked to note and receive 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) which has wide clinical 
representation. 

Signed off by 
Executive Owner 

Medical Director August 2019 

Reviewed by Executive 
Team 

Executive Board 14 August 2019 

Reviewed by Board 
Committee (where 
applicable) 

Quality Assurance 
Committee July 2019 

MROG 17/07/2019 

Reviewed by Trust 
Board (where 
applicable) 

The Trust Board receives a 
quarterly report 

5 September 2019 

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

Last quarterly report presented to Trust Board in June 2019, being 
the report for Quarter 3 of 2018/19. 

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

 

Executive Summary 

Under the National Guidance on Learning from Deaths, published by the National Quality 
Board in March 2017, Trusts were mandated to consider certain deaths as “priority” and 
therefore be subject to an in-depth review. These priorities were those relating to the death 
of an individual with a learning disability, severe mental illness, a paediatric death, a stillbirth 
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or a maternal death. Additionally, Serious Incidents and complaints involving the death of a 
patient are considered priority cases and are subject to a detailed review. 
 
The RCHT mortality position continues to be green with the current HSMR improving further 
to 93.97 (compared to the Q3 report figure of 94.84). During Q4 there were 430 deaths of 
which 211 (49%) were reviewed.  
 
With the improved overall mortality position we are focussing more on the priority death 
reviews. In Q4 there were 30 priority deaths (comprised of 3 learning difficulties, 11 still 
births/perinatal deaths, 3 child deaths, 5 complaints and 3 concerns deaths and 5 SI’s (with 
1 death also being reported as a concern). SJR has been performed in 27 cases and no 
deaths were felt to have been avoidable. 
 
The issues highlighted through all priority reviews are: 
 

 Chest drain pathway between RCHT and University Hospitals Plymouth NHS Trust. 

 Inpatient falls (x2). 

 Overdose of discharge medication. 

 Poor communication around patient death. 

 Lack of privacy at time of death. 

 
And the learning themes are around 
 

 Lack of documentation of reasoning behind decisions.  

 Poor communication with family. 

 TEP not done. 

 Nursing entries difficult to read. 

 RATS sepsis alert documentation not completed. 

 NEWS not initially carried out. 

 Lack of use of SALT professionals. 

 Lack of recognition of the deteriorating patient.  

 Emerging themes regarding care of the dying patient, notably recognition of such, 
inappropriate ward (discharge lounge) and lack of privacy and poor communication at 
time of death. 

 
The RCHT seeks to make on-going improvements in the governance and learning from 
patient deaths. This is described in the Trust Improvement Plan, with the key changes being 
made during April to June 2019 being: 

 Improvement in the management and assurance received on reviews conducted at 
Specialty level. The Trust has confirmed the expectations of relevant specialties in 
terms of their discussions and learning resulting from deaths that happen under their 
care. Assurance on these discussions was provided to the July meeting of the 
Mortality Outcomes Review Group.  

 Commencing the implementation of the Medical Examiner programme. This started 
in June with the appointment process for the lead Medical Examiner at the RCHT, 
following which the overall Medical Examiner programme will be rolled out, leading to 
full implementation by April 2020.  

 
One alerting ‘red flags’ appear for the RCHT, being: 

 226 - Fracture of neck of femur (hip) 
 
With 2 ‘amber flags’ (within 90-95%) Lower CL 

 109 - Acute Cerebrovascular disease 
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 150 – Liver Disease; Alcohol related 

 
The red flag for fractured neck of femur has also been previously reviewed and discussed 
and remains a concern. All deaths in this patient group are to be prospectively subjected to 
SJR and the current flag may be related to theatre access and this is currently the subject of 
scrutiny. To assist in fully understanding the reasons for this mortality alert the Trust is 
seeking an external review into this patient pathway. 
 
The Liver disease (alcohol) related flag is new and is now subject to in-depth review. SJR 
have been carried out on this cohort of patients and none of the deaths are felt to have been 
avoidable.  The majority were admitted very unwell rather than deteriorating whilst an 
inpatient. All coding was appropriate. Final findings on these reviews were discussed at the 
Mortality Review Oversight Group in July. 
 
The Trust has not flagged in the HSMR Mortality data for Trauma. However, the Trust has 
flagged as being a negative outlier in the survival rate statistic produced by the Trauma Audit 
Research Network (TARN). In response to this the Trust has fully explored any data quality 
issues with the data submitted to TARN and also that submitted to the HSMR dataset. No 
significant issues of data quality were found as a result of this. The Mortality Review 
Outcomes Group on 17 July 2019 (paper is included as an appendix) concluded that the 
Trust will seek advice and an external review from TARN. 
 

 

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

Key Risks  BAF entries: 

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

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

Corporate Risk Register entries: 

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: 3(L)x4(C)=12 

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

Current Score: 3(L)x 2(C)=6 

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

Current Score: 3(L)x3(C)=9 

Disclosure Statement Not applicable 

Equality and Diversity 
Statement 

The implementation of the National Learning from Deaths 
Guidance has provided 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
http://datixrcht.cornwall.nhs.uk/Live/index.php?action=risk&module=RAM&fromsearch=1&recordid=2864
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Learning from Deaths Report 

 

1. Introduction / Background 

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. 

1.1. 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 

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: 

2.1. The Hospital Standardised Mortality Ratio (HSMR) 

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. 
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2.2. HSMR data (Rolling 12 month period April 2018 – March 2019). 

The RCHT mortality position continues to be green with the current HSMR improving 
further to 93.97 (i.e. positively below the national average of 100).  

 

Funnel plot: 12 month HSMR (April 2018 – March 2019) 
 
 

 

Review of the monthly HSMR trend graph shows that the HSMR did not peak in 
March 2019 as it did in the previous year. Since June 2018 the HSMR remained fairly 
consistent until November 2018 since when there has been a progressive further 
improvement. Over the past 3 months we have seen a reversal of the 
weekday/weekend admission HSMR figures with the HSMR for patients admitted at 
the weekend exceeding that for patients admitted during the week which mirrors 
national data. 
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2.3. The crude mortality data is summarised as below with a stable decline between May 
2018 and May 2019 noted which has remained stable for the remaining 3 months. 
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2.4. Currently RCHT has one ‘red flag’ alert.  

 226 - Fracture of neck of femur (hip) 
 

With two ‘amber flag’ alerts 

 109 – Acute Cerebrovascular disease 

 150 – Liver Disease; Alcohol related 
 
Additionally, the Trust has flagged as being a negative outlier in the survival rate 
statistic produced by the Trauma Audit Research Network (TARN).  
 
Actions pertaining to all the above alerts are described in the Executive Summary of 
this paper. 
 

2.5. Mortality review at RCHT 

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 4) 

The review of deaths for 2018/2019 Q4 is displayed in the local RCHT dashboard 
(see Appendix 1).  

2.7. Current process: RCHT has reviewed the current process of reviewing all in hospital 
death and the decision at MROG was to complete 100% of all “priority” deaths using 
the SJR methodology in line with the National Learning from deaths guidance. With 
the improved overall mortality position, we are placing less emphasis on the 100% 
“non-priority” which has been very difficult to achieve.  The re-design of the ‘Specialty 
Participation rates report’ highlights the focus on these priority deaths and the 
frequency at which RCHT require them to present their M&M meeting reviews at 
MROG.  

2.8. Any death graded as a 4 or 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. All concern deaths will then be 
reviewed by SJR.  

2.9. For Q4, the existing Trust mortality processes were employed to review deaths. 
During Q4, 212 deaths were subject to a case record review. In 3 cases concerns 
were identified through the mortality review process and a further 5 cases were 
identified as requiring SI investigation, one of which is both SI and concern. 

2.10. Concerns Deaths 

Three concerns deaths were identified in Q4: 

 A patient death where the initial review indicated possible issues around 
discharge arrangements from ITU (potentially being discharged too soon). 
This was following up with an in-depth SJR which provided assurance on this 
matter.  
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 The second concern death highlighted issues around the SALT (speech and 
language therapists) not being involved in assessment of swallow for a patient 
with cognitive impairment and vomiting. The patient suffered from subsequent 
aspiration pneumonia. Improvements have been identified as a result of this 
and are being put in place to ensure that the SALT service is appropriately 
used in such situations.  

 The third concern death was around the management of a patient post chest 
drainage which spanned both RCHT and Plymouth. Initial concerns have 
been identified regarding the pathway the patient took, notably regarding 
suitability of wards upon which the patient stayed.  . 

 

2.11. Deaths in which an SI has been declared 

During the quarter there were 5 deaths which had an SI declared relating to the same 
admission. The key points from these cases are: 

 Two cases involved inpatient falls. 

 One case of a patient discharged with a large (though not an unusual) amount 
of medication and subsequently took all of this medication resulting in death. 

 One case (also raised as a complaint), focussing on poor communication with 
the family on informing them of the patients death. Initial findings show that a 
contributing cause may be a lack of documentation of decision made and the 
reason behind them, along with issues with the care received in the enhanced 
care bay.  

 One case of cardiac arrest secondary to aspiration post orthopaedic surgery. 
Patient developed a post-operative ileus – reviewed by general surgical team 
and managed conservatively. 

The Trust has taken a range of actions to improve care, as appropriate, following 
investigations into patient deaths. The following have been described in the actions 
following the Serious Incident investigation (associated with the SJR): 

 Review of the current methodology for recording ANTT training so that any 
current non-compliance can be easily identified and highlighted to the relevant 
member of staff and staff requiring ANTT training within the next two calendar 
months to be notified.  

 Re-education of staff on the importance with compliance with the Use of 
Intravascular Catheters in Adults Clinical Guideline  

 Agree a format for documenting risk of self-harm on ePMA system and 
therefore reduction of supply being indicated. If there is a risk of self-harm 
then the supply of medication will be limited appropriately.  

 Amend Medicines Policy to include a section on prescribing where there is a 
risk of self-harm.  

 Amend Safeguarding Policy to refer to the Medicines Policy for prescribing in 
“at risk” circumstances.  

 Review the replacement mats and sensors on order February 2019 and 
ensure those on the ward are sufficient and functioning correctly  

 Review the current systems for replacing, maintaining and the use of sensor 
mats across the trust.  
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 Staff to be reminded at safety huddle on Wheal Coates and MU2, then 
audited, on completing the case notes appropriately  

 Staff on Wheal Coates and MU2 to undergo falls risk assessment training  

 Ward management to be re-educated on the process for escalating no 
physiotherapy assessment  

2.12. Perinatal/Stillbirths 

In Q4 there were 11 perinatal – stillbirths notified with none reported to be potentially 
avoidable. 

The Trust has taken a range of actions to improve care, as appropriate, following 
investigations into patient deaths. The following have been described in the actions 
following these investigations (associated with the SJR): 

 Community midwives to test carbon monoxide if woman books too late for 
dating scan (CO usually tested at scan appointment). 

 Note to be added to Maxims data set reminding that Kleihauer tests needs to 
be sent to lab. 

 Fetal Medicine Team to use Paediatric “Do not resuscitate” forms to alert all 
agencies when palliative / comfort care only is planned. 

 Baby to accompany mother if transfer required in stillbirth / NND situations. 

 Transwarmer to be  used for move babies to NNU. 

 Amniosense  test  to be used  for confirmation of ruptured membranes. 

2.13. Paediatric/Child deaths 

In Q4 there were 3 deaths in this group and all 3 are subject to the child death review 
process. 

2.14. Complaints about the care of a patient who has died 

The issues raised in the complaints include: 

 Cleanliness on ward and pain management. 

 Inappropriate ward (Discharge lounge) and lack of recognition of dying 
patient. 

 Medication administration/food fluid intake, poor communication, lack of 
privacy for dying patient. 

 Near miss diagnosis and lack of care/tests in first 24 hours of admission. 

 Lack of privacy for dying patient and reasons for post mortem. 

 

3 of these complaints are proceeding to inquest. SJR identified poor initial 
management (grade 2) with the patient transferred to the Discharge Lounge with no 
clear plan. The other cases were graded as excellent (1), good (1) and adequate (1). 
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2.15. Learning Disabilities 

There were 3 deaths in Q4 in this group. Overall care was scored by SJR as 
excellent in 1 case and good in 1 case. In the third case the overall care score was 
given as poor due to issues around lack of recognition of dying patient with on-going 
high NEWS score. 
 

2.16. Deaths in Patients with severe mental health issues 

There were no deaths in Q4 in this patient group. 
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Appendix 1 
FINAL - Learning from Deaths Dashboard, January – March 2019 
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