
 

 
 

EXECUTIVE SUMMARY 
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Clinical Effectiveness Team 

Executive Lead: Dr Allister Grant, Medical Director 
  
Purpose of 
Report 

Approve  Discuss X Note  

 
Alignment to Strategic Objectives 
BRILLIANT CARE - Always providing safe, effective and compassionate 
care, where we listen and learn to provide an excellent patient experience 
and reduce avoidable harm. 

x 

BRILLIANT IMPROVEMENT - Instilling a culture of quality improvement 
where everyone feels empowered to make changes for the benefit of our 
patients. 

x 

BRILLIANT PEOPLE - Working together in a supportive environment to 
attract, develop and retain brilliant people. 

x 

  
Summary of other meetings discussed with and outcome of discussion: 
• This content of this report was reviewed and discussed by the Mortality Review 

Oversight Group (MROG) which has wide clinical representation. 
• Last quarterly report scheduled to be presented to Trust Board in January 2020, being 

the report for Quarter 2 of 2019/20. 
• Scheduled for Quality Assurance Committee on 25 February 2020. 
• Reviewed by the Deputy Medical Director on behalf of the Mortality Review Oversight 

Group on 22nd January 2020. 
• Reviewed at Clinical Effectiveness Group on 28 January 2020. 
  
Summary of the report, key points for discussion including any risks: 
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 
or a maternal death. Additionally, Serious Incidents (SIs) and complaints involving the death 
of a patient are considered priority cases and are subject to a detailed review. 
 
A review has been done of all deaths which have been reviewed and potential learning has 
been pulled from them. There are 5 main themes which have been noted. These are 
Documentation, Symptom/Pain control, Recognition of deteriorating/dying patient, pathway 
delays and communication.  There were many positive areas also noted within the reviews.  
 
The RCHT mortality position continues to be green with the current Hospital Standardised 
Mortality Ratio (HSMR) improving further to 90.42 (compared to the report figure of 90.76). 
During Q3 there were 425 (up to 29/01/2020) deaths of which 139 (33%) were reviewed (as 
of 10/2/2020).  
 
With the improved overall mortality position we are focussing primarily on the priority death 
reviews. In Q3 there were 12 priority deaths, comprised of: 
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• 4 learning disability 
• 4 still births/perinatal deaths 
• 0 severe mental health 
• 2 complaints  
• 0 child death 
• 1 deaths which have an SI declared 
• 1 deaths flagged as a concern death 
 

Q3 Oct - Dec 19 Number Percenta
ge 

total number of deaths 425 % 
Reviews completed for Q3 141 33 

 
  

of those reviewed - method of 
review: 

141 % 

Webform (formic) 114 81 
Long Form 0 0 
SJR 25 18 
Perinatal Mortality Review 
Tool 2 2 

 
  

Of total number of deaths  
reviewed by: 

425 % 

Webform (formic) 114 27 
Long Form 0 0 
SJR 25 6 
Perinatal Mortality Review 
Tool 2 2 

 
10 of these cases have been reviewed by Structured Judgement Review (SJR)/Perinatal 
Mortality Review Tool (PMRT). 
 
The themes highlighted through all priority reviews are: 

• Not seeking specialty input 
• Delay in treatment 
• Inappropriate discharge.  
• Delay in palliative care review.  
• Inadequate analgesia 
• Inappropriate ward move 
• Lack of recognition of deteriorating patient 

 
Areas of good practice noted on review of patients with learning difficulty were excellent care 
for patient and family, dignity maintained throughout, clear detailed documentation and 
discussions with next of kin.  Excellent notes from Physiotherapy/SALT and nutrition teams 
also noted.  
 
Many reviews (SJRs) are also subjected to a Serious Investigation. SIs are carried out within 
60 working days following recognition of the incident, and are thoroughly investigation along 
with an accompanying action plan that sets out the improvements required as a result of the 
issues found. Delivery of these actions is tracked by the Trust with oversight from the KCCG. 
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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. 
 
Two alerting ‘red flag’ (over 100 Lower CL) currently appear for the RCHT, being: 
 

• 39 – Leukaemias 
• 226 – Fractured Neck of Femur 

 
One alert is flagging as “amber) (CL between 90-100) 

• Acute and unspecified renal failure 
 

This has been highlighted and actions are under way.  
 
The alerts and areas of notable interest that are under review by the RCHT are detailed 
within this report, being: 

• Fracture neck of femur 
This alert was identified from the HSMR, and continues to flag. SJRs on all deaths in this 
diagnostic group are being performed prospectively. The Fractured Neck of Femur 
Pathway will be reviewed by the British Association of Orthopaedics external 
assessment process in March 2020. 
• Trauma Audit Research Network 
In June 2019 RCHT triggered the TARN Mortality Outlier Alarm Status. Following a 
thorough review of data quality and coding, feedback has been received from the 
NHSI/E National Director for Trauma and an external review of RCHT data and 
dashboards was carried out by the Clinical Director for the North Yorkshire and 
Humberside Network, informing a range of improvement actions. This is currently 
ongoing with outcomes to be reviewed at February’s MROG 

 
What is the key question(s) 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: 
• discuss by exception and note the report for information as part of its board assurance 

arrangements. 
 
 
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. 

 
  



 

 
 

Learning from Deaths - Quarter 3; October - December  2019 
 

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. 

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 
(SJR) 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 Oversight 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. 

3. 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. 

4. 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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5. HSMR data (Rolling 12 month HSMR October 2018 – September 2019) 

The RCHT mortality position continues to be green with the current HSMR of 90.97 (i.e. 
positively below the national average of 100).  

 
 

Review of the monthly HSMR trend graph shows an essentially stable improved position.  
The past 6 months has 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. There was a slight rise in weekend mortality in 
June but this has reduced once again.  
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Funnel plot: 12 month HSMR (October 2018  – September 2019) 
 

 
 
 

6. The crude mortality data is summarised as below with a stable decline noted. 

Rolling 12 Month Crude Mortality Rate (per 1,000) based on all Inpatient activity & deaths 
occurring in RCHT (Jan 19 – Dec 19) 
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Month Average 
Jan-19 10.3 
Feb-19 10.1 
Mar-19 9.8 
Apr-19 9.8 

May-19 9.8 
Jun-19 9.8 
Jul-19 9.7 

Aug-19 9.6 
Sep-19 9.6 
Oct-19 9.6 
Nov-19 9.5 
Dec-19 9.6 

 
 



 

 
 

HSMR Diagnostic Dashboard October 2018  – September 2019 

 
 



 

 
 

7. Mortality flags and alerts 

7.1. Fracture neck of femur 

This alert was identified from the HSMR, and continues to flag. SJRs on all deaths in this 
diagnostic group are being performed prospectively (by care of the elderly/anaesthetic and 
orthopaedic consultants). These reviews have not identified any significant concern themes. 
Performance reports against KPI measures are reported on a monthly basis. A dataset 
comparison with HED data and the National Hip Fracture Database identified incomplete 
reporting to the national database and this has been rectified. A visit from the BOA is 
planned for March 2020.  

7.2. Trauma Audit Research Network 

Period under review: Summer 2018 – June to September – where the steepest drop in 
VLAD (Variable Life Adjusted Displays) occurred.  
 
Network Pert review, Coding review and Local M&M review has not highlighted a cause for 
the outlier alarm status. 
 
Following on from this GD contacted Dr Phil Dickinson – Network lead clinical for North 
Yorkshire and Humberside Major Trauma Network for external insight.  
Trust actions from response: 

• Local mortality review process for this cohort of patients (20 patients. - currently 
underway. 5 already have SJR, 9 had mortality screening completed (SJR to be 
done), 6 awaiting review by SJR. (coroners reports for those who have them).  

• Calculate time after admission periods - mean and median to see when in 
pathway they died.  

• Map wards of admission and death to triangulate against other ward/clinical team 
governance data. (ward accreditation data, QuESTT scores, SSI  scores) 

• Injury types on deaths in Summer 2018 to focus on specialty pathways.  
• ED activity Summer 2018 – overcrowding – (highlighted time of arrival and 

discharge for each patient) 
• Coding check on TARN eligible population overall Mortality percentage being 

lower than expected 
• How to check for missing deaths if Survivor/death ratio over 1 

Various factors have been compared. All reviews scored the care as 4 or 5 (no significant 
care issues found pertaining to avoidability of death). The issues raised were more holistic 
than rather than trauma care related. All patients were cared for on appropriate wards.  
 

8. 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. 
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Learning needs to be translated into sustainable action to improve the way we look after the 
people in our care. 
SJR’s completed for the priority deaths were reviewed and there we no “ learning themes” 
obtainable.  The review for those  patient who were flagged as having a Learning Disability 
highlighted good practice with frequent input from the learning disabilities team and good 
shared responsibility discussions with the carers and families.  Early recognition on the 
patient was noted and TEPs were completed early in the pathway was also noted. .  
 
A review all of the patients from Q3 who have had mortality reviews forms (either screening 
tool or SJR) was completed with the aim of identification of themes, which are fed back for 
improvement actions. 
 
Documentation; Admission paperwork missing from notes, no documentation that a 
safeguarding referral was made at admission, poor record keeping of initial physiological 
assessment. Blood loss missing from initial clerking documents and operation note. 
Discussion with coroner not documented in notes. No documentation of decision to transfer 
to inappropriate ward.  

 
Symptom/pain control; inadequate symptoms control, inadequate pain relief. 

 
Recognition of dying patient; priorities of care booklet not used, earlier recognition of EOL 
patient, patient on EOL pathway but observations still being taken, this resulted in a painful 2 
hour attempt to cannulate inappropriate, No TEP in place, earlier EOL pathway.  
A TEP audit has taken place and found the vast majority of notes reviewed had a TEP which 
was prominently displayed and of those all had resuscitation status documented. The 
majority of the forms had the treatment option sections complete. 

 
Pathway Delay’s; first consultant review >24 hours, earlier prescribing of antibiotics 
(probably wouldn’t have changed final outcome), 2 day delay in OGD (Gastroscopy), no on 
call dermatologist which resulted in delay in antibiotic and other treatment, delay in palliative 
care review. A failure to escalate a deterioration in NEWS.  

 
Communication Ensuring group discussion when faced with difficulty of not operating on 
patients with multiple co-morbidities who have potentially simple surgical problems. 
Communication with coroner.  

 
Patient Flow  transfer to inappropriate ward. Appropriate ward accepted patient but they 
went to another ward.  
 

9. Current situation (Quarter 3) - The review of deaths for 2019 Q3 is displayed in the 
local RCHT dashboard (see Appendix 1). 

10. Current process 

In line with requirements set out in the national guidance, the RCHT reviews 100% of deaths 
categorised as a “priority”. This is carried out using the Structured Judgement Review (SJR) 
methodology, which is the nationally prescribed standard of review for such patient deaths. 
Supporting the reviews, and identification of, priority deaths, the majority of all patient deaths 
are screened. There is a 1-5 grading scheme on the screening form. Any screened death 
graded as a 4 or 5 ”there were areas of concern which may have contributed to the patient’s 
death” or  “there were areas of concern which significantly contributed to the death of this 
patient, who would otherwise have been expected to survive”  is subject to an in-depth 
review.   
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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. 
For Q3, the existing Trust mortality processes were employed to review deaths. During Q3, 
12 deaths were subject to a case record review.  

11. Concerns Deaths 

There were no concern deaths during this period.  

12. Deaths in which an SI has been declared. 

There was 1 death for which an SI investigation is being undertaken.    
This relates to a young lady who became unwell at home following travel abroad (Nepal and 
Sri Lanka, came back 10/7 ago). D&V for a week. Boyfriend phoned 111, but ambulance 
response delayed as very busy. Not sure of the exact time of the phone call. She then 
attended the surgery with the boyfriend (Narrowcliff surgery) and was referred to the acute 
GP service. Patient admitted to hospital at 16:38 (acute GP service), found to have 
persistent vomit and dizziness, sent to SDMA unit (hospital in OPAL 4 status). Reviewed by 
junior doctor at 19:30, escalated to medical registrar as unable to obtain access and patient 
peripherally shut down with low systolic BP, IV fluids and antibiotics given, SBP up to 97, 
escalated to outreach at 20:50. Handed over by medical registrar at night handover. 
Reviewed by ITU consultant, medical consultant and medical registrar at 21:20. Patient alert, 
complaining of abdominal pain. After a couple of minutes, cardio-respiratory arrest. 
CPR and ALS immediately started and continued for 40 minutes, non-shockable rhythm, 9 
mg of adrenaline administered in total, along with IV bicarbonate 8.4%. Resuscitation was 
unsuccessful. The SI investigation is ongoing. SJR awaited.  
 

13. Learning Disabilities  

There were 4 deaths which flagged as patients with a learning disability.   
The first relates to a 64 year old gentleman with significant learning difficulties. He presented 
initially unwell on 21st September Admitted to Critical Care to enable GA and further 
investigation into UGI bleed. Underwent CT which was reviewed by doctor at Derriford -> 
suitable for TIPSS procedure. Following his TIPSS he was transferred back to RCHT for his 
ongoing care. It then became apparent that the TIPSS had not been in successful in 
controlling his variceal bleeding as he continued to have GI haemorrhage. Further 
interventions were not thought appropriate following extensive discussion with his family. It 
was felt that for the patient to be subject to repeated further interventions would not be in his 
best interest given his absolute terror of interventions. SJR scored End of Life care and 
overall assessment as Excellent. This was not an avoidable death. This has been reviewed 
and agreed by the Learning Disabilities team.  
The second relates to a 94 year old lady. She was reasonably independent and fully mobile. 
She was admitted from her care home after being found on the floor by carers. She was 
known to have Cholangiocarcinoma and also had LRTI. On arrival at ED she was promptly 
treated for ? Sepsis. She was acutely unwell and commenced palliative end of life care. A 
TEP was put in place.  SJR awaited. On Review by the LD team they noted that the Death 
Certificate had “Learning Difficulties” on part II. 
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The third related to a 70 year old gentleman who died following emergency admission. He 
was bed bound with 24 hour care. He was admitted to ED having been unwell for 2 -3 weeks 
with decreased oral intake and the preceding day had some vomiting and on the day of 
admission had apnoeic episodes and it was felt that he probably had an aspiration 
pneumonia and multi organ failure. He was in the terminal phase of his life at presentation 
although initially he was treated and he did not respond quickly and comfort was prioritised 
and he passed away later in the day. SJR review has graded all care as excellent and was 
not an avoidable death.  SJR had been reviewed by the Learning Disabilities team and they 
agree with all elements.  
The fourth relates to a 53 year old lady. She was known to have End stage chronic lung 
disease (cystic and interstitial lung disease). She was admitted on 04 December with an 
exacerbation of her end stage lung problem and was also found to have an acute coronary 
syndrome. Unfortunately despite medical management her condition deteriorated and she 
passed away peacefully on the end of life pathway. SJR has scored all of the care she 
received as good, with no issues raised and not an avoidable death.  
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14. Perinatal/Stillbirths 

There were 4 stillbirths in Q3;. 2 are currently under review and will anticipate being 
completed by March.  
 
Perinatal mortality review tool has been completed for 2 of the 4 perinatal/stillbirth deaths.  
The first case relates to an intrapartum stillbirth at 27 weeks. The nuchal translucency (NT) 
which measures the size of the clear tissue at the back of the baby's neck, was found to be 
raised at 4.8mm. The adjusted risk for Trisomy 21 (Down Syndrome) was 1:50 which puts  
baby at a higher chance of having Downs Syndrome, and for Trisomy 13 (Patau 
Syndrome)/18 (Edwards Syndrome) was 1:352.  
At 16+5 weeks pregnant, they had a routine scan. At this scan a diagnosis of massive 
megacystis was given by the fetal medicine consultant. Unfortunately at this stage Leo was 
found to have irreversible renal damage, with obstruction to the kidneys, anhydramnios 
(complete or near-complete lack of amniotic fluid around the baby) and profound pulmonary 
hypoplasia (incomplete development of the lungs), these symptoms meaning that it was very 
unlikely that the baby would survive. The mum was admitted to delivery suite at 26+5 with 
vaginal blood loss.  
At 10.20 on the 16th October the mum was examined vaginally and was found to be 3cms 
dilated, with baby possibly in the breech position. There was very little movement of the baby 
until 14.24 when the second foot was delivered. The registrar was in the room at this point. 
At 15.03 baby was born showing no signs of life. the review team considered your antenatal 
care to be of high standard and no gaps in care were identified. The root cause of the baby’s 
death was severe multiple congenital abnormalities. Issues were raised by the parents 
around support, both during labour and with the perinatal mental health team and the death 
certificate. All of these have been addressed.  
The second case relates to an antepartum stillbirth at 31 weeks. The baby’s death was 
unexpected as the mother was considered to be healthy and having a normal pregnancy. 
Nothing was found at early assessment to suggest otherwise. A post mortem was not 
requested, but several other tests were performed to try to understand why baby died. Most 
of these tests were normal. There was no sign of infection or an inherited genetic 
abnormality. From clinical review and placental histology findings, the Perinatal Review 
Group consider the root cause of the babies unexpected death to be an atypical 
presentation of a pre-eclamptic process which was not related to blood pressure. On 
examination the placenta showed features in keeping with the clinical diagnosis of placental 
abruption and pre-eclampsia. This also caused the baby to be very small for his gestational 
age. Plans have been put in place for future pregnancies.  

15. Paediatric/Child deaths - In Q3 there were no deaths in this group.   

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

There were 2 deaths which flagged as having a complaint relating to their care at the time of 
their death.  
 
The first relates to a 66 year old gentleman who was admitted with painless jaundice after 
being generally unwell for a month (previous admission treated as pneumonia, hiccup and 
reducible hernia). Noted to have widespread lymphadenopathy on CT scan- differential 
suggestive of lymphoma, however preliminary biopsy report from neck lymph node biopsy is 
suggestive of carcinoma rather than lymphoma.  
 
The End of Life care review noted an interval of 22 hours between decision for palliation 
alone and first palliative team review. Thereafter care was appropriate but the patient died 
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within 6 hours of first review. Overall assessment was scored as 4 (good). It was noted that 
inadequate analgesia prescribed for a short period. Patient had a fall (without injury) shortly 
after moving ward. Overall care has been scored as a 4 (good). It was connmented that 
there was no possible management of the underlying malignancy and the patient 
deteriorated quickly. This was not an avoidable death.  
 
The second relates to a 43 year old gentleman who is also subject to an SI investigation. 
The complaint from the family relates to an in appropriate discharge from RCHT ED and 
subsequent issues with SWAST and the Emergency Department. Good/Excellent care was 
given by acute medicine, cardiology and Haematology. Overall assessment has been scored 
as 2 (poor care) stating that there were no concerns with the management on the final 
admission. This case is also subject to an SI investigation. The report for this is awaited. ,  

17. Deaths in Patients with severe mental health issues 

There were no patients who died having been flagged as having severe mental health 
problems.   

18. Deaths which has been highlighted as a concern death 

Concerns were raised regarding the transfer of this patient from AMU to GLU. The patient 
had been accepted to be admitted to Wellington but this never happened. The patient 
passed away shortly after arriving at GLU. It was noted that the patient had excellent reviews 
from Physiotherapy/SALT and the nutritional teams. The internal transfer form to Wellington 
was completed at 18:00 with a NEWS score of 4 and thought to be “Stable for transfer”. The 
patient was received onto GLU “looking terrible” with a NES of 8. A crash call was put out at 
21:00 and the patient passed away at 21:15. There was no documentation in the notes 
regarding the decision to move to GLU rather than Wellington. It was noted on the SJR that 
the patient was very poorly and the outcome probably couldn’t have been avoided but there 
needs to be some learning around transferring patients to inappropriate wards and possible 
countersigning the checklist at the time of transfer to check for any changes. The overall 
assessment score was 2/3 (2 for the transfer and 3 for the nursing care).  
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Appendix 1 - FINAL - Learning from Deaths Dashboard, October – December 2019 
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Grade of Trust Mortality Review
Grade of Structured Judgement Mortality 

Review

Total Potentially Avoidable deaths

0

% this quarter (QTD)

Grade of Trust Mortality Review

Summary of total number of complaints relating to a death and total number of cases reviewed (4)

Total Number of Perinatal/Stillbirth 
deaths

Summary of total number of Perinatal/Stillbirth deaths and total number of cases reviewed (2)

Avoidablity  in this quarter (QTD)

Total Number of severe mental health 
deaths
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October November December October November December October November December 1 2 3 4 5 1 2 3 4 5
0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Total this Quarter 
(QTD)

Total this Quarter 
(QTD)

0 0

October November December October November December October November December 1 2 3 4 5 1 2 3 4 5
0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

October November December October November December October November December 1 2 3 4 5 1 2 3 4 5
0 0 1 0 0 0 0 0 1 0 0 0 0 0 0 1 0 0 0

Total Potentially Avoidable deaths
01

Total Potentially Avoidable deathsThis quarter (QTD)
1 0

Total Number of "Concern" Deaths in Q3  
(Grade 4 and 5)

This quarter (QTD)

Total Number of Reviews Completed only by 
Screening/Web Form

0
This quarter (QTD)

Grade of Structured Judgement Mortality 
Review

00

Summary of total number of concern deaths and total number of cases reviewed (7)

1 0

Total Number of Reviews Completed by In-
Depth/SJR Form

Grade of Trust Mortality Review

Summary of total number of serious incidents and total number of cases reviewed (6)

0
This quarter (QTD) Total Potentially Avoidable deathsThis quarter (QTD)

Grade of Structured Judgement Mortality 
Review

Total Potentially Avoidable deaths

Total Number of "Serious incident" Deaths 
in Q3  

This quarter (QTD) % this quarter (QTD) Total Potentially Avoidable deaths

This quarter (QTD)

Total Number of Reviews Completed only by 
Screening/Web Form

Total Number of Reviews Completed by In-
Depth/SJR Form

Grade of Trust Mortality Review

0 0

Summary of total number of Paediatric/Child deaths and total number of cases reviewed (5)

100%

Total Number of Paediatric/Child deaths 
Deaths

Grade of Structured Judgement Mortality 
Review

% this quarter (QTD)

Total Number of Reviews Completed by In-
Depth/SJR Form Grade of Trust Mortality Review

Total Potentially Avoidable deaths

0

Total Number of Reviews Completed only by 
Screening/Web Form


	 Fracture neck of femur
	This alert was identified from the HSMR, and continues to flag. SJRs on all deaths in this diagnostic group are being performed prospectively. The Fractured Neck of Femur Pathway will be reviewed by the British Association of Orthopaedics external assessment process in March 2020.
	 Trauma Audit Research Network
	In June 2019 RCHT triggered the TARN Mortality Outlier Alarm Status. Following a thorough review of data quality and coding, feedback has been received from the NHSI/E National Director for Trauma and an external review of RCHT data and dashboards was carried out by the Clinical Director for the North Yorkshire and Humberside Network, informing a range of improvement actions. This is currently ongoing with outcomes to be reviewed at February’s MROG
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