
 

 
 

 

 

19 January 2016 
 

  

 

 

 

By email  

 

 

 

 

Dear   

 

Request under the Freedom of Information Act 2000 (the “FOI Act”)  

 

I refer to your email of 22 September 2015 in which you requested information under the FOI 

Act.  Please accept my apologies for the delay in responding to your request.  Some of the 

material to which you referred is owned by third parties and the process of gaining consent 

to disclosure has proved to be unusually complex and time consuming in this case. 

 

Your request 

 

You made the following request: 

 

“I would like to see a copy of the presentations made and any supporting information 

presented or sent to participants at the event referred to in paragraph 4.5 of this 

document please: http://www.ntda.nhs.uk/wp-content/uploads/2015/07/Paper-C-

Service-Performance-Report-for-June-2015.pdf 

It was a joint event convened by Monitor and the TDA.” 

 

Decision 

 

Monitor does hold some information within the ambit of your request. 

 

Monitor and the NHS Trust Development Authority (TDA) held the National Mortality 

Learning Community event on 17 July 2015. The information that we hold consists of a slide 

pack, including an agenda and presentations made during the event, and a follow-up email 

which was sent to attendees.  

 

Monitor has decided to release all this information it holds within the scope of your request 

with the exception of information provided  in confidence.  The latter is being withheld on the 

basis of the application of section 41 of the FOI Act, as explained in detail below. The 

information that is being withheld is identified in the annex.  

 

Wellington House 
133-155 Waterloo Road 
London SE1 8UG 
 
T:  020 3747 0000 
E:  enquiries@monitor.gov.uk 
W: www.monitor.gov.uk 
 

http://www.ntda.nhs.uk/wp-content/uploads/2015/07/Paper-C-Service-Performance-Report-for-June-2015.pdf
http://www.ntda.nhs.uk/wp-content/uploads/2015/07/Paper-C-Service-Performance-Report-for-June-2015.pdf


 

 
 

 

Section 41 – information provided in confidence  

 

I consider that some of the information provided at the event contains information that is 

exempt under section 41 of the FOI Act. Section 41(1) provides that information is exempt 

information if: 

 

“(a) it was obtained by the public authority from any other person (including another 

public authority); and  

(b) the disclosure of the information to the public (otherwise than under this Act) by 

the public authority holding it would constitute a breach of confidence actionable by 

that or any other person.”  

The test in section 41(1)(a) is met as the information was obtained by the TDA from a third 

party. 

 

The test in section 41(1)(b) is met if disclosure would amount to an actionable breach of 

confidence. This means:  

 

(i) the information must have the necessary quality of confidence about it;  

(ii) the information must have been imparted in circumstances giving rise to an 

obligation of confidence;  

(iii) disclosure must amount to an unauthorised use of the information to the 

detriment of the person providing it.  

Monitor considers that disclosure of the information being withheld would amount to an 

actionable breach of confidence.  The information is not in the public domain and was 

subject to an express duty of confidentiality owed to the provider. It was then made available 

to an invited audience at the event on the basis that it would not be subject to further 

dissemination.  It therefore has the necessary quality of confidence. 

Section 41 is an absolute exemption and does not require the application of the public 

interest test under section 2(2) of the FOI Act. However, in considering whether (in an action 

for breach of confidence) a confidence should be upheld, a court will have regard to whether 

the public interest lies in favour of disclosure. Where a duty of confidence exists, there is a 

strong public interest in favour of maintaining that confidence. Whilst the information could 

quite properly be said to be a matter of public interest, there is a considerable amount of 

information on mortality already in the public domain.  Monitor has also decided to release 

further information in response to your request: that information is attached.. It follows that, 

in the present case, I considers that the strong public interest in maintaining confidentiality 

outweighs the public interest in disclosure. 

Review rights  

 

If you consider that your request for information has not been properly handled or if you are 

otherwise dissatisfied with the outcome of your request, you can try to resolve this informally 

with the person who dealt with your request. If you remain dissatisfied, you may seek an 



 

 
 

internal review within Monitor of the issue or the decision. A senior member of Monitor’s 

staff, who has not previously been involved with your request, will undertake that review. 

 

If you are dissatisfied with the outcome of any internal review conducted by Monitor, you 

may complain to the Information Commissioner for a decision on whether your request for 

information has been dealt with in accordance with the FOI Act. 

 

A request for an internal review should be submitted in writing to FOI Request Reviews, 

Monitor, Wellington House, 133-155 Waterloo Road, London SE1 8UG or by email to 

foi@monitor.gov.uk. 

 

Please note that this letter will shortly be published on our website. This is because 

information disclosed in accordance with the FOI Act is disclosed to the public at large. We 

will, of course, remove your personal information (e.g. your name and contact details) from 

the version of the letter published on our website to protect your personal information from 

general disclosure.    

Yours sincerely, 

 
Stanley Silverman 

Deputy Medical Director  

  

mailto:foi@monitor.gov.uk


 

 
 

 

Annex  

Document  Page of 
document  

Decision  Exemption  

Email to attendees   Disclosed   

National Mortality Learning 
Community event 17 July 2015 slide 
pack  

 Disclosed save for page 
redactions listed below. 

 

 13 Redacted s.41 

 14 Redacted s.41 

 16 Redacted s.41 

 67 Redacted in part s.41 

 71 Redacted in part s.41 

 

 



Dear Colleagues, 

  

National Mortality Learning Community 

  

Thank you for attending the inaugural National Mortality Learning Community event which 

took place on Friday 17th July.  As agreed we have attached a copy of the presentation 

slides from the event. 

 

There was a healthy discussion at the event and the feedback highlighted how helpful 

colleagues found it to network; share learning; and to discuss experiences and ideas for 

quality improvement.  We also had positive feedback about the presentations from 

organisations that have achieved improvements in quality.   

 

Reflecting on the feedback it was clear that colleagues would appreciate the opportunity to 

continue to share learning through a virtual platform.  We are therefore planning to facilitate 

webinar sessions on specific topics or issues and to record so that they can be accessed 

freely. 

 

It was also clear that colleagues would appreciate further networking meetings or events and 

we will therefore reflect on how best to facilitate these regionally and/or nationally. 

 

If you have any further reflections which you would like to share please do not hesitate to get 

in touch via email. 

  

With best wishes, 

 

Kathy McLean 

NHS TDA Medical Director 

 

Stan Silverman 

Monitor Deputy Medical Director 

 

mailto:TDA.Clinicalquality@nhs.net


National Mortality Learning 
Community 

Friday 17th July 2015 



INTRODUCTIONS, SCENE SETTING AND 
NATIONAL PERSPECTIVE 

Kathy McLean, NHS Trust Development Authority Medical Director 

Stan Silverman, Monitor Deputy Medical Director 



Agenda 
Time Topic Lead/s 

09:30 – 10:00 Registration, Tea and Coffee   

10:00 – 10:10 
Introductions, scene setting and 

national perspective 

Kathy McLean, TDA MD 

Stan Silverman, Monitor Deputy MD 

10:10 – 10:30 
Measuring mortality – what does it 

mean? 

Richard Wilson, TDA Quality Intelligence and Insight 

Director 

10:30 – 11:00 
Lessons learned and making the 

improvement 

David Fillingham, Chief Executive  

Andrea McGuinness, Safety Programme Lead 

Advancing Quality Alliance (AQuA) 

11:00 – 11:30 George Eliot Hospital NHS Trust 
Gordon Wood, Medical Director 

James Avery, Head of Patient Safety & Mortality 

11:30 – 12:00 
Mid Cheshire Hospitals NHS 

Foundation Trust 

Dr Paul Dodds, Medical Director 

Mrs Julie Smith, Director of Nursing and Quality 

12:00 – 12:30 Panel discussion and reflections All 

12:30 – 13:30 Lunch and networking   

13:30 – 14:15 
Working groups – deeper dive into 

driver diagrams 
All 

14:15 – 14:30 Feedback and reflection All 

14:30 – 15:15 
Working groups – building a driver 

diagram for your trust 
All 

15:15 – 15:30 Feedback and reflection All 

15:30 – 16:00 
Developing a mortality learning 

community – open discussion 

Kathy McLean, TDA MD 

Stan Silverman, Monitor Deputy MD 

16:00 Close   



MEASURING MORTALITY – WHAT DOES IT 
MEAN? 

Richard Wilson, NHS TDA Quality Intelligence and Insight Director 



Summary 

• What is mortality and why is it important  

• How we measure it in the NHS 
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Mortality 
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• HSMR was introduced by Prof 
Jarman in 2001 and has been 
published ever since annually by 
Doctor Foster Intelligence 

• Came to national prominence 
with the Mid Staffs and the 
Francis Inquiry 

• Hospital Mortality was included in 
the Outcomes Framework by NHS 
England 

• And was the focus of the Keogh 
Review of 14 Trusts in 2013 

 



Most people die in hospital, 

 but this is declining 

7 

End of Life Care Intelligence Network 



Hospital mortality is falling in 

England: 
improvement in care or related to choices about where 

people die? 
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Mortality 

• Two major methodologies in use:  

– Crude mortality 

– Casemix adjusted measures ( Standardised mortality) 

• Each provides a different list of ‘outliers’ 

• No consensus on which is more informative 

• No evidence available on their reliability to 
predict avoidable mortality 

 
“demonstrable need for an accreditation system to be available for 

healthcare-relevant statistical methodologies.”  (Robert Francis, 2013) 

 

 

 

 



Standardised measures 

There are 3 main standardised mortality rates in use by the NHS: 

a) Summary Hospital-level mortality indicator (SHMI) an annual 
figure published quarterly by Health and Social Care Information 
Centre (HSCIC), latest published figure Oct 2013 to Sep 2014 

b) Hospital Standardised Mortality Ratio (HSMR) annual figure 
published annually by Doctor Foster Intelligence (DFI) and monthly 
to subscribers, latest published figure Apr 2012 to Mar 2013 

c) Risk Adjusted Mortality Index (RAMI) annually figure produced 
monthly to subscribers, no published figures 

 

Other information companies re-calculate HSMR using the published 
DFI methodology, including Healthcare Evaluation Data who the TDA 
and NHSE have a contracts with.  TDA also has a licence with DFI for 
quarterly remodelled HSMR. 

 
10 



NHS Outcomes Framework 

11 

5a* Deaths in hospital from problems in care 
• NHS E are in the process of developing this indicator 

based on retrospective case record reviews 
• This work is being lead by Professor Nick Black at the 

London School of Hygiene and Tropical Medicine  
• Approach has been identified as the most sensitive for 

assessing overall avoidable (death?) harm in care 
• The estimate from the pilot work (1) is that there are 

12,000 avoidable deaths in English Hospitals and this 
was used to set the objective for ‘Sign up to Safety’ 
 

* Previously 5c 
1 - Hogan et al:  Preventable deaths due to problems in care in English acute hospitals: a 
retrospective case record review study 

 



How do I Interpret them? 

Simply 

 

 More than 100.  Trust mortality rate is higher than average 

 Less than 100.  Trust mortality rate is lower than average 

 

N.B. for SHMI this is around 1 

 

However, it’s not simple!  Need to consider 

 

 Imprecision in statistical models 

 Using confidence intervals 

 Different statistical methodologies 
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Confidence intervals 

confidence interval is an statistical estimate based on the assumptions 

about a normal population. A confidence interval contains an initial 

estimate plus or minus a margin of error (the amount by which you 

expect your results to vary, if a different sample were taken).  

13 

N.B. overlapping confidence 

limits suggest no significant 

difference 



What influences your mortality ratio? 

14 

 Observed values influenced by quality of care and place of death 
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 Expected values influenced by characteristics of the population, 

emergency vs. elective admission;  age of patient; gender; diagnosis 

and co-morbidities; palliative care; deprivation; 



Key differences between 

HSMR and SHMI 

15 

HSMR  SHMI 

Deaths in 56 diagnosis groups which 
contribute to approx. 80% of in hospital 
deaths 

All deaths in hospital and those outside 
within 30 days of discharge 
 

Adjustments for 
 Month of admission 
 Socio economic deprivation 
 Palliative care 

Reported around 100 Reported around 1 

Two statistics:  
Standard – uses the last year as average 
Remodelled  - based under current 
national average 

Always based around the national 
average 



What do most people die from in 

hospital? 

16 
 

N
u
m

b
e

r 
o

f 
d

e
a

th
s
 

%
 o

f 
d

e
a

th
s
 



Not all deaths are 

avoidable 
Often, the inference is that if observed death rates in a hospital exceed 

those expected, then the gap is due to quality problems. 

 

 

 

 

 

 

To note: 

 Most quality problems do not cause death, although they may 

result in injury, complications and prolonged hospital stays 

 In the absence of detailed review of clinical case records, 

avoidable deaths cannot be distinguished from inevitable deaths 
17 

However for an average DGH with 28,000 discharges a year 
 

• There is likely to be a death occurring in 5% to 

10% of all hospitalised patients, resulting in 
approximately 

1,400 to 2,800 

deaths 

• Of these it is estimate that 5% of deaths are 
avoidable 

70 to 140 deaths 
 



Understanding 

Points to take away 

 Measures differ, although are similar 

 

 Calculates number of ‘Expected deaths’  there would be if the 

hospital had the national death rates by age, sex, elective/non-

elective, diagnosis, etc 

 

 Excess deaths (O-E) ≠ clinically avoidable deaths 

 

 Expected deaths ≠ clinically expected deaths 

 

 About 25% of HSMRs could be high by chance. 

18 



But why considering mortality rates 

is also tricky… 

• High mortality rates don’t necessarily mean poor quality care 

• Standardised mortality rates have a number of 
methodological problems and “noise in the data” 

• It’s difficult to use mortality rates to compare one hospital 
with another 

• Hospital mortality rates are an average across specialities…  
It’s important to have a service specific understanding 

• Giving an accurate and balanced message to local partners, 
regulators, and the public and the media  is vital 
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Why it’s essential to consider 
mortality rates carefully… 

 

• Patients and families are rightly concerned about them … we 
all would be! 

• They can be a “smoke alarm” giving early warning of problems 

• Even the best hospitals will have some avoidable deaths 

• Efforts to improve mortality rates have a wider beneficial 
impact on general quality of care 

 

 

20 



LESSONS LEARNED AND MAKING THE 
IMPROVEMENT 

David Fillingham 

Chief Executive, Advancing Quality Alliance (AQuA) 



Mortality Rates 
 

How to use them to improve the quality of care 
 

 

22 

David Fillingham 
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• About AQUA 

• What influences mortality rates? 

• Developing a driver diagram 

• Emerging themes 

– Reliability 

– Patient flow 

– Safety 

• An example: Aintree NHS FT 

24 



About AQuA 
 

 

• A regional quality improvement organisation for the 
NHS in the North West 

• Established in 2010 

• Funded on a membership fee basis by 72 
organisations (CCGs and providers) 

• Works with a wide range of partners locally, 
regionally and nationally 

• Safety and Mortality are a major focus of our work 

25 
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Our work to date 

• First Mortality collaborative (2010/11) 

• “Deep Dive” reviews in six organisations 

• Quarterly Mortality report 

• Second Mortality collaborative (2014/15) 

• Review of regional variations in SHMI 

• Links to our work on safety, reliability , 
integration, patient experience and building 
improvement capability 

27 



Putting a face on  
the data 

 

• Mortality data can be reduced to “dry statistics” 

• At the other extreme they can be misinterpreted in 
highly emotive and damaging ways 

• It’s vital to have a clear evidence based view 

• At the same time we must always be aware of the 
human cost: “ put the patient in the room” 
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Serious Safety Events per 10,000 Adj. Patient Days

Rolling 12-Month Average

0.0

0.2

0.4

0.6

0.8

1.0

1.2

1.4

1.6

1.8

Q
1

Q
2

Q
3

Q
4

Q
1

Q
2

Q
3

Q
4

J
u

l

A
u

g
S

e
p

O
c

t

N
o

v
D

e
c

J
a

n

F
e

b
M

a
r

A
p

r

M
a

y
J

u
n

J
u

l

A
u

g
S

e
p

O
c

t

N
o

v
D

e
c

J
a

n

F
e

b
M

a
r

A
p

r

M
a

y
J

u
n

J
u

l

A
u

g
S

e
p

O
c

t

N
o

v
D

e
c

J
a

n

F
e

b
M

a
r

A
p

r

M
a

y
J

u
n

J
u

l

A
u

g
S

e
p

O
c

t

N
o

v
D

e
c

J
a

n

F
e

b
M

a
r

A
p

r

M
a

y
J

u
n

FY2005 FY2006 FY2007 FY2008 FY2009 FY2010

E
v

e
n

ts
 p

e
r 

1
0

,0
0

0
 A

d
j.

 P
a

ti
e

n
t 

D
a

y
s

SSEs per 10,000 Adj. Patient Days Baseline [ 1.0 (FY05-06) ]

Fiscal Year Goals (FY07=0.75 / FY08=0.50 / FY09=0.20) Threshold for Significant Change

** The narrowing thresholds in FY2005-FY2007 reflect increasing census. Adjusted patient days for FY07 were 27% higher than for FY05.

** Each point reflects the previous 12 months. Threshold line denotes significant difference from baseline for those 12 months (p=0.05).

aSSERT Began

July 2006

Chart Updated Through 31Aug09 by Art Wheeler, Legal Dept. Source: Legal Dept.

Desired Direction 

of Change

Aim: Reduce harm to children by 80% in 3 

years, as measured by Serious Safety 

Events per 10,000 Patient Days 
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Baby Girl V. 

5/12/2008 

Mother’s Delay in Tx 

Ursula H. 

2/12/2008 

Fall 

Helene C. 

9/5/2008 

Fall 

Jimmy P. 

7/07/2008 

Fall 

Robert S. 

10/13/2008 

Fall 

Baby Boy S. 

8/1/2008 

Wrong Pt. Procedure 

Wade W.  

7/16/2008 

Delay in Tx 

John B. 

9/06/2008 

Delay in Dx 

Florita H. 

7/03/2008 

Delay in Tx 

Joann E. 

9/23/2008 

Wrong Site Surgery 

Joseph R. 

9/08/2008 

Delay in Dx. 

Baseline SSER, Calendar Year 2008, 46 Events 

Alvin G. 

8/17/2008 

Fall 

Nicole S. 

1/4/2008 

Delay in Dx 

Ms. L. 

2/14/2008 

Delay in Tx 

Teodur C. 

1/29/08, 2/12/2008 

Delay in Tx 

Tamika M 

4/21/2008 

Med Error 

Nancy H. 

6/18/2008 

Med Error 

Regina D. 

12/9/2008 

Wrong Site Surgery 

Sandra M. 

12/10/2008 

Post Procedure Death 

Mary D. 

3/9/2008 

Med Error 

Margaret H. 

2/6/2008 

Med Error 

Baby Boy G. 

3/25/2008 

Med Error 

Lorena W. 

11/10/2008 

Post Procedure Death 

Cynthia K. 

11/10/2008 

Delay in Tx 

Dale W. 

10/12/2008 

Med Error 

Eugene B. 

10/27/2008, 10/28/2008 

Med Error, Fall 

Kathy W. 

12/16/2008 

Post Proced Loss 

of Function 

Robert B. 

12/2/2008 

Post Procedure Death 

Chantal E. 

6/26/2008 

Inapprop Touching 

Gary B. 

6/13/2008 

Fall 

Lester J. 

9/5/2008 

Fall 

Calvin P. 

4/4/2008 

Med Error 

Gwendolyn P. 

10/28/2008 

Wrong Implant 

Douglas T. 

10/18/2008  

Med Error 

Mary C. 

12/19/2008 

Fall 

Lance D. 

10/30/2008 

Delay in Tx 

Priscilla W. 

8/30/2008 

Delay in Tx 

Kyle W. 

9/13/2008 

Delay in Tx 

Andrea M. 

6/24/2008 

Wrong Procedure 

Karen G. 

8/5/2008 

Proced Cx/Delay in Tx 

Nicole H. 

8/12/2008 

Post-proced Cx 

Virginia L. 

8/12/2008 

Delay in Tx 

Cynthia M. 

10/27/2008 

Med Error 

Shirley H. 

12/23/08 

Post Proced Death 
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Beverly S. 

2/4/09 

Med Error 

Dorothy R. 

1/28/09 

Delay In Treatment 

 24 Patients & Events – Jan-Dec,2009  vs 46 Total for 2008 
 

Sharenda W. 

2/15/09 

Med Error 

Edward R. 

4/23/09 

Wrong Side Procedure 

Robert D. 

5/12/09 

Post Procedure Death 

Donna S. 

6/4/09 

Retained foreign object 

47% Reduction SSER from Dec. 08 Baseline 

48% Reduction in # of events year to year  

Lilliam C. 

4/3/09 

Retained foreign object 

Juanita A. 

5/14/09 

Delay In Treatment 

Yoland C. 

7/7/09 

Delay in Treatment 

Michael F. 

8/20/09 

Retained foreign object 

Peggy P. 

7/1/09 

Burn 

Loueene D. 

9/23/09 

Fall 

Karen C. 

9/28/09 

Delay In Treatment 

Brenda R. 

10/14/09 

Delay In Treatment 

James H. 

10/25/09 

Post Procedure Death 

Monroe K. 

5/18/09 

Post Procedure Death 

Alma M. 

11/6/09 

Fall 

Johnny B. 

11/9/09 

Fall 

Jerry Y. 

11/7/09 

Fall 

Willie B. 

11/5/09 

Med Error 

Pauline M. 

11/2/09 

Fall 

Ronnie D. 

11/3/09 

Delay in Treatment 

Scott G. 

9/5/09 

Delay in Treatment 

Helen C. 

11/4/09 

Delay In Treatment 
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Lois R. 

4/16/10 

Surgical Fire 

Mary B. 

5/22/10 

Post Procedure Cx 

Lamar A. 

6/3/10 

Med Error 

Frank S. 

2/22/10 

Surgery Cx 

Sylvia L. 

3/31/10 

Delay In Dx 

Bruce C. 

5/25/10 

Delay In Dx 

Ruby B. 

5/30/10 

Fall 

Marilyn C. 

1/21/10 

Med Error 

Doyle L. 

7/22/10 

Med Error 

2010: A 78% reduction from baseline 
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What influences a hospital’s 

mortality rate? 

33 



Important influences on a hospital’s mortality rates 

• The make-up of the local population (age, gender, 
deprivation, disease prevalence) 

• Deaths in hospitals versus own homes, care homes, hospices 

• “Case-mix” (the types of patients treated) 

• Overall systems of care: hospitals; GPs; community services; 
social care 

• Safety and effectiveness of care delivered 

• Safe staffing levels – on a 24/7 basis and staff 
engagement/motivation 
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“Overall, the best predictor of a variety of outcomes including 
staff health and wellbeing, absenteeism, intention to quit, 
quality of patient care, patient mortality and use of resources 
was the level of staff engagement .” (M West et al) 
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What Influences Standardised Mortality Rates? 
 

• Everything that influences the crude rate 
 

        AND 

– the particular standardisation formula used  

 (SHMI, HSMR, RAMI) 

– the coding and recording of data 

• accuracy of first recorded diagnosis 

• capturing of “co-morbidities” 

• recording of palliative care 

38 



 

 
 

So… in assessing the Quality of Care provided, 
mortality rates can be an important “smoke 

alarm”.  But they are just one part of the 
picture.  What else should we be looking at? 

39 



AQuA’s Mortality Reviews – intelligence used 

40 

• Local Health Economy Data 

 health of population 

  deprivation 

  GP and other services 

• Crude Rate 

• SHMI/HSMR Standardised Rates 

• Staffing Levels 

• Incident Reporting 

• Documentation 

• Coding 

• End of Life Care 
 

• Complaints 

• Healthcare Acquired Infections 

• Safety Thermometer (falls, 
pressure ulcers, thrombosis, 
catheter acquired urinary 
infections) 

• Patient survey 

• Friends and Family test 

• Staff survey 

• Flow (A&E waits, length of stay, 
delayed discharges) 

• Focus Groups with staff and 
observations 



 

 
 

How can we improve the quality of care and  

seek to reduce mortality rates? 

41 



Driver diagram 

AQuA’s 

Reducing 

Mortality 

Programme will 

help reduce 

excess mortality 

in participating 

AQuA member/ 

client 

organisations 

by 2020 

Clinical Care                 
Provide safe, evidence based 
care by implementing care 
bundles/patient pathways. 

Reliable Care Systems  
Organisations reliably 

develop, improve and use 
reliable systems of care 

Leadership & Social 
Change                             

The organisation is 
committed to developing the 
leadership skills and cultural 

attitudinal change it needs to 
lead, actively engage people 
and improve experience and 

outcomes. 

Documentation & 
Informatics                

Patient documentation and 
coding is accurate, includes 

all relevant clinical 
information, and is used 

effectively to improve care. 

End of Life Care         
Provide patients an excellent 
experience at the end of life 

in a setting of their choosing. 

• Implement evidence-based care. 
• Implement/refresh strategy to reduce patient harm. 
• Understand/agree infrastructure priorities that pose barriers to evidence based 

care (OOH care, vacancies, clinical leadership etc.) and develop a plan to 
prioritise/address them.  

• Understand what is important to people using services.  

• Organisations consider all elements of a 24/7 service 
• Organisations reliably report, learn from and act upon never events 
• Organisations implement and sustain robust escalation/EWS/mortality 

monitoring systems 

• Leaders know everything they need to about the organisation’s standardised 
mortality data. 

• Clinicians take responsibility for processes and outcomes. 
• Board meeting agendas include experience stories and useful mortality 

information. 
• The Board makes decisions based on this information. 
• Leaders throughout the organisation prioritise efforts to engage people in 

improvement changes. 

• Staff have sufficient skills in utilising standardised mortality and associated data. 
• Organisations improve completeness of co-morbidity coding. 
• Implement accurate documentation throughout care pathway. 
• Policies, training and forms enable complete & accurate documentation and 

coding. 
• Regular, real-time monitoring of data completeness and accuracy takes place 

and is reported up as a system measure. 

• Improve opportunities for people to be cared for and die in their preferred 
place, being respectful of personal choice. 

• Ensure people in the hospital are reviewed for ceiling of care and placed on end 
of life pathway when appropriate. 



Reliability 

• Healthcare is poor at ensuring the 

reliability of key clinical processes that are 

essential to safety and effectiveness 

• The Advancing Quality programme has  

increased compliance with evidence 

based care bundles in 14 conditions in 26 

hospitals in the North West 







Vincent Connolly, 
Clinical Director ECIST 

 

Waiting Kills! 



Crowded emergency departments produce 

worse patient outcomes 
 

• 43% increase in mortality at 10 days after admission through a 

crowded emergency department (Richardson) 

• Stays in emergency departments of 4-8 hrs add 1.3 days to 

admission length of stay; stays >12 hours add 2.35 days (Liew et 

al) 

• 70% of antibiotics delayed by over 4 hours when emergency 

department overcrowded (Pines) 

• Patients discharged following treatment in a crowded emergency 

department have a higher risk of death in next 7 days (Guttmann 

et al) 
 

 
• Richardson DB. Increase in patient mortality at 10 days associated with emergency department overcrowding. Med J Aust2006;184:213-6 

• Liew D, Liew D, Kennedy M. Emergency Department Length of Stay Independently Predicts Inpatient Length of Stay. MJA 2003; 179; 524-52 

• Pines JM et al.  The impact of emergency department crowding on time for patients with community acquired pneumonia. Annals of Emergency 

Medicine, 2005, 50(5): 510-516 

• Guttmann A, Schull MJ, Vermeulen MJ, Stukel TA. Association between waiting times and short term mortality and hospital admission after 

departure from emergency department: population based cohort study from Ontario, Canada. BMJ2011;342:d2983 





Daily Trust wide safety briefing: 

– Each department holds an early morning safety ‘huddle’ 

– Representatives from all areas attend a 9.30 meeting chaired by 

the CEO 

– 20 minute ‘stand up’ meeting covering: 

• Actions from yesterday’s meeting 

• Any new safety incidents in the last 24 hours 

• What are the biggest safety risks for each department today 

• Any other safety concerns 

– Immediate actions are agreed as well as wider themes 
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Liverpool Heart and Chest NHS Foundation 

Trust 



 

• Makes safety concerns visible in ‘real time’ and mandates rapid 

action 

• Strongly communicates CEO/senior leader commitment to safety 

• Alerts CEO and senior leaders to reality of day to day operations 

• Builds a teamwork culture 

• Fosters lateral communication and problem solving across 

departments within the organisation 
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Value of the daily Trust wide Safety Briefing 



“ This has done more than anything else I’ve 

known to help us develop a safety culture. It’s 

fundamentally changing the way I relate to staff in 

the Hospital and them to me.” 

 

       Jane Tomkinson, CEO, LHCFT.  
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Aintree UH NHS FT 

• Low HSMR, high SHMI, average crude 

rate!  

• CQC inspection gave “Good” rating (2014) 

• Focus is on driving wider improvements in 

safety and quality 

• Integral to Trust’s Quality strategy 

• Strong emphasis on ‘human factors’ 

  



HSMR/SHMI/Crude Death Rate Comparison 
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 Improve opportunities for people to die in their environment of choice 

 Implement a revised policy for DNACPR and provide training 

 Ensure patients in the hospital are reviewed for ceiling of care and placed on an 
appropriate clinical pathway 

 Review and improve standards of hospital documentation and clinical records 

 Improve the quality of healthcare coding. 
 

 Ensure clarity of the role of the AvMRG and of all clinical leaders in relation to mortality 
reduction 

 Review existing mortality reports for usability and ensure access to them where needed 

 Ensure leaders at all levels have the knowledge and skills to interpret and use relevant 
mortality data and make decisions based on these data 

 Review all in hospital deaths 
 

 Learn from organisations demonstrating improvement in standardised mortality rates eg 
via the AQuA Mortality Reduction Collaborative and other trust visits 

 Develop a culture of continuing improvement 

 Improve the effectiveness of ward rounds 

 Review deaths within 24 hours of acute admission 

 Review deaths within 30 days of discharge 

 Develop reliable acute/emergency services and safe staffing levels across 7 days  

 Link with GPs, Community Services and Social Care to secure system-wide 
improvements 

End of Life Care 
To provide patients an optimal 
experience at the end of life in a 
setting of their choosing 

Documentation & Informatics 
To ensure that patient 
documentation and coding is 
accurate, includes all relevant 
clinical information, and is used 
effectively to improve care. 

Leadership and governance 
To ensure that the Trust has the 
data, reporting and leadership 
skills it needs to manage and 
improve standardised mortality. 

Reliable Care Systems 
To ensure that the Trust develops, 
improves and uses reliable 
systems of care 

Aintree 
Hospital will 
reach and 
consistently 
maintain (as a 
minimum) ‘as 
expected’ 
mortality rates 
for the SHMI 
(as reported in 
2016/17 and 
achieved via 
activities in 

2015/16) 

Aim 

Clinical Care 
To provide safe, evidence based 
care by implementing care 
bundles/patient care pathways. 

Primary Drivers 
(Objectives) 

 Review  clinical data/benchmarking information for high SHMI and high volume 
conditions to identify areas of sub-optimal clinical performance with a view to developing 
work streams (eg CHF/COPD) 

 Review the mortality data for stroke services to determine whether a mortality reduction 
work stream is justified in this area 

 Secure improvements in safety in line with the AQuA ‘Sign up for Safety’ pledge 

Secondary Drivers 
(Actions) 



Mortality reduction work streams 

• Management of sepsis 

• Management of pneumonia 

• Acute kidney injury 

• Management of the deteriorating patient 

• End of life care (Amber project) 
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 So… in conclusion 

 

 

• The aim must be to improve quality of care and secure a genuine reduction in 
avoidable deaths 

• Mortality rates are a helpful “smoke alarm”… but they don’t tell the whole story 

• Mortality rates are difficult to interpret – you need to eliminate any “noise in the 
data” 

• Triangulate standardised rates with crude rates and non mortality data – 
complaints; quality indicators; staff survey; patient feedback; hands on visits and 
observations 

• Put patients and families centre stage – involve them in the process 

• Effective leadership and deep staff engagement at every level are critical to success 

• This is a whole system effort and all partners need to take responsibility for it, not 
just hospitals 
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GEORGE ELIOT HOSPITAL NHS TRUST 

Gordon Wood, Medical Director 

James Avery, Head of Patient Safety & Mortality 



Acting on mortality data and clinical review findings 

Dr Gordon Wood  
Medical Director  
 
James Avery  
Head of Patient Safety & Mortality 
Deputy Director of Nursing ( Acting )  

 



Historically high HSMR  (but not SHMI) 

 



• February 2013- Francis report into Mid-
Staffordshire. 

• Anxiety about ‘another mid-Staffs’. 
• 14 Trusts with high mortality rates. 
• Embryonic CQC inspection. 
• 11 Trusts put into ‘special measures’ after 

Keogh reviews. 
 





Visits by: 
 

• Deanery. 
• Warwick Medical school. 
• Nursing and Midwifery Council. 
• Trust Development Authority. 
• Clinical Commissioning Group. 
• Social services, Health Education England. 
• Capability and Capacity Review for the 

Board. 
 





 
• Deal with the ‘big number’ by using your 

own hospital intelligence and data  
• Break the problem  down to focus on 

specific issues 
• Need a multi-pronged approach  
• Engage all clinical staff (including trainees 

and students) 
 



 

 
 Revised Quality & Safety Strategy  
 Clear priorities owned by teams with distinct measures and robust governance processes at board 

and team level   

  
 Reduce Healthcare Associated Infection  
 Last MRSA   bacteraemia = September 2012  (cannula care) 
 Reduction in C Difficile hospital acquired cases 
  2014-15  = 11 (4 deemed avoidable)      50 per month in 2005  

 

 VTE Risk Assessment  
 Consistently deliver minimum 95% with Hospital Acquired Thrombosis RCA 

 
 Never Events & Learning 
 Wrong site surgery outside of theatre led to procedure checklist use in all areas undertaking 

surgical intervention (OPD, Endoscopy) 
 

 Within theatre, electronic WHO checklist completion and audit 2013/4 with strengthened 
processes and training 

 

 

 



Obvious actions 

Incident Reporting 

 We have seen a further increase in reported incidents for the Trust for the 6 month period 1st 

April 2013- 30th Sept 2013 from 7.03 to 9.1  

 GEH are now the 10th highest reporting Small Acute Trust (of 28 Trusts). The Trust was in 26th 

position in April 2012-Sept 2012 with a reporting rate of 4.32 

(Data Source NRLS) 





North West London Hospitals NHS Trust  



North West London Hospitals NHS Trust  



Approach  

Achieved focus and detailed surveillance in key areas  

- Monthly mortality data report  

- Straightforward MDT review with Buddy input & PRISM Study  

- Understanding avoidable mortality based on HOGAN score 

Identify key diagnosis groups from review and data 

- Review evidence on improvement action  

Established MDT mortality review committee 

- Strong TOR and board accountability  

- Focussed remit to review data and review information and drive actions  

Care Bundles & Pathway implementation  

- Simple, evidence based, clinically valuable and measured 

- AMU and flow reconfiguration 

Approach tied to 7 Day Services  

 

 

 



Investigation process example  

Case Identification (xxx Cases xxx Deaths)                                       Pathway and case review  
Local 

Patient 

Identifier

Comorbidi

ty Score

Palliative 

Care

Mortality 

Probabilit

y

Admission 

Method

Weekend 

Admission

Primary 

Operation 

Code

Treatment 

Specialty 

Code

Consultan

t Code

Main 

Specialty

Dominant 

Diagnostic 

Group Code

Dominant 

Diagnostic 

Group

XXXXXXX 5 0 24% Non-electiveNon-weekendL912 300 C1234567 300 R650 Systemic Inflammatory Response Syndrome of infectious origin without organ failure

XXXXXXX 4 0 19% Non-electiveNon-weekendE851 300 C1234568 300 R572 Septic shock

XXXXXXX 3 0 25% Non-electiveNon-weekendX404 300 C1234569 300 R572 Septic shock

XXXXXXX 24 1 71% Non-electiveWeekend U212 300 C1234570 300 A419 Sepsis, unspecified

Presentation of results                                                          Improvement of results   



GEH actions 

• Reduced non-clinical transfers  

• AMU capacity meeting demand and increased ambulatory 
care management  

• Track & trigger delivering prompt response to deterioration 

• Mortality & Care review process highlighting action areas and 
prompting rapid response  

• Care bundle delivery established >90%  



Results  



Results  

Septicaemia 
2012/13                           2013/14              



Mortality Review  

• Stage 1 MD weekly review all mortality with coders -  getting the coding correct 

 

• Stage 2 All surgical deaths & SI reviewed  and   20 medical cases  per month 

  Review by senior nurse and buddy consultant using a  standard proforma  

 

Key areas of reviews – deviation from pathways, omissions, medication delay, senior 
     review, critical event, failure to rescue or escalate etc. 

 

•Hogan preventability of death assessed  
1  Not avoidable 
2 Slight  evidence for avoidability  
3 Possibly avoidable but not very likely, less 
 than 50-50 but close call 
4 Probably avoidable, more than 50-50 
5 Strong evidence for avoidability 
6    Definitely avoidable  



Mortality Review  

• Stage 3     Surveillance triggered ( CuSUM) -  focus on areas before they hit 
the radar! 

 

 

 

 

• Feedback results to clinical teams and Mortality Committee; use it to 
drive improvement  e.g. Better response to MEWS  



Mortality review versus HSMR-  complementary 

information 



Next Steps 

• Embed mortality & outcome surveillance within CBU s 

 HED Modules and Dashboards   

• Review and act on other areas of variation  

• Widen outcome review process to Primary care using SHMI 

and Review data  

• Admission risk scoring & triggers using biochemical markers  

• Rebalance using national  avoidable mortality review tool  



CQC Ratings  



Dr Foster review on Special Measures Trusts  

February 2015 

 



Media Perspectives  



Thank you for listening               james.avery   gordon.wood       @geh.nhs.uk 



MID CHESHIRE HOSPITALS NHS 
FOUNDATION TRUST 

Dr Paul Dodds, Medical Director and Deputy Chief Executive 

Mrs Julie Smith, Director of Nursing and Quality 



Dr Paul Dodds 

Medical Director 

 

Mrs Julie Smith  

Director of Nursing and Quality 

 

 



 Background to the Trust 

  

 Outline where we were and what was the plan 

 

 Describe what we did, focusing on mortality 

 

 Update on where we are 

  

 Highlight what we think worked well – and not so well 

 

 Won’t bore you with loads of data – promise!! 

 

 



 Know about SHMI, HSMR, RAMI, crude mortality 
rates 

 

 Understand the basic differences between the various 
mortality rate methodologies 

 

 Understand the basics around hospital data sets and 
clinical coding 



 District General Hospital 

 

 Catchment population approximately 300,000 

 

 580 beds 

 

 3500 staff 

 

 Rated “Good” following CQC Inspection in October 
2014 









 Role model the vision and values 

 

 Champion the message 

 

 Relentlessly promote quality, safety and experience 

 

 Listen to staff and patients 

 

 Celebrate success 











Reliable clinical care 

 

Effective clinical care 

 

Medical documentation, clinical coding and data quality 

 

End of life care 

 

Leadership 



 

 Are staffing levels adequate and is the skill mix 
appropriate, especially at night and at weekends? 

 

 Are key decision makers in a place where they can 
make key decisions? 

 

 Do patients have access to the appropriate 
investigations at the appropriate time? 

 



 Do we apply care pathways / bundles in a consistent 
way? 

 

 Have we prioritised our lines of enquiry to focus on the 
most common causes of in-hospital death? 

 

 Do we undertake regular reviews of case notes of 
patients who have died in a systematic manner? 

 

 Do we have an effective clinical early warning system? 

 



 Are our clinical records accurate and complete? 

 

 Is the use of signs and symptoms reduced to a 
minimum? 

 

 Are the implications of inaccurate or incomplete 
clinical records understood by clinicians? 

 

 Are the co-morbidities documented and coded 
correctly? 

 

 





 Are individualised end of life care plans in place for 
patients? 

 

 Are provision and procedures related to end of life care 
standardised within your organisation and across the 
local health economy? 

 



 Is the message, approach and understanding of our 
mortality rates clear and consistent at all stages from 
“Board to ward”? 

 

 Are the lessons learned from the investigation of 
mortality rates shared across the organisation 

 

 Does the organisation have a cohort of front line 
clinical staff trained in “Quality Improvement” 
methodology 







Introduction: In January 2014, Mid Cheshire Hospitals NHS Foundation Trust refreshed its strategy to reduce its mortality rates, as measured by the 
Summary Hospital-Level Mortality Indicator (SHMI), to “as expected” by April 2015. With support from the North West’s Advancing Quality Alliance 
(AQuA), a quality improvement (QI) strategy was developed using 5 main primary drivers, namely Reliable clinical care, Effective clinical care, Medical 
documentation, End of life care and Leadership (REMEL). It was recognized that a novel approach was required to engage all doctors in the drive to reduce 
the Trust’s mortality rates and therefore a team of senior doctors and nurses developed and implemented a unique programme of interactive Mortality 
Workshops.   

Methods and objectives: 
Half day workshop  including an overview of hospital mortality rates, an 
update on relevant clinical pathways (e.g. sepsis, the deteriorating 
patient) and interactive, case based discussion to highlight key messages    
To engage all doctors in the drive to lower the Trust’s mortality rates 
To receive feedback from front line clinicians on how quality of care at 
the Trust could be improved 

• Dr Paul Dodds, Medical Director 
• Mr Murray Luckas,  Deputy Medical Director  
• Coral Hulse, Nurse Consultant 
Mid Cheshire Hospitals NHS Foundation Trust, Middlewich Road, Crewe, 
Cheshire, CW1 4QJ. Tel 01270 255141 

Conclusions: Interactive Mortality Workshops are an effective way of 
engaging doctors in reducing hospital mortality rates and improving patient 
safety.   

Discussion: The Mortality Workshop training has been extended to include 
nurses and promote multi-professional learning. Themed interactive 
workshops for clinicians could be used to improve patient care in a variety of 
different settings. 

MORTALITY WORKSHOPS 
Interactive training for doctors in a District General Hospital 

Feedback:  Sessions were evaluated numerically between 1 (poor) - 10 
(outstanding). Evaluations ranged between 7 - 9, with an average of 8.3.  
Comments included: 
“Informative….Case studies were thought provoking…” 
“Very useful.. will definitely improve my practice” 
Enjoyed going through real cases – figuring out how things  can be 
managed differently” 

Results and outcomes: 
• 274 (94%) doctors attended workshops. 
• The Trust’s SHMI fell to “as expected” ahead of the target date. 











 Multidisciplinary organisational engagement / 
ownership 

 

 Weekly case note reviews 

 

 Mortality workshops 

 

 Quality Improvement training / projects 

 

 Clinical Leadership Development Programme 



 Recruitment to “difficult to fill” posts 

 

 Standard of medical documentation and state of the 
case notes 

 

 Adherence to care pathways / bundles  

 

 Engagement / ownership across the health and social 
care economy 



 Refresh our Quality and Safety Improvement Strategy 

 

 Improve our recruitment capability 

 

 Improve collaborative working with nursing homes 

 

 Train cohort of primary / secondary care clinicians in 
quality improvement 

 

 Undertake focused piece of work on signs / symptoms / co-
morbidities in the “living”  

 

 

 

 

 

 



PANEL DISCUSSION AND REFLECTIONS 



LUNCH AND NETWORKING 



WORKING GROUPS – DEEPER DIVE INTO 
DRIVER DIAGRAMS 



Driver Diagrams 



Driver Diagrams – why use them? 

 
• Breaks down any broad aim into increasing levels of detailed 

actions that should or could be done to achieve the stated 
aim 
 

• Helps focus on the cause and effect relationships that exist in 
complex situations.  

 
• Well defined drivers can form the focus of improvement 

efforts.  

 

NHS Tayside 
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What are the component parts? 
 •Aim or goal of your improvement effort.  What are trying to 

achieve and by when? 

•Primary drivers – key system components that contribute 
directly to the chosen aim or goal. Often processes, rules of 
conduct or structure that are described here 

•Secondary drivers – elements/aspects within your primary 
drivers which can be used to create change projects. Often 
components and activities that are described here 

•Relationship arrows - show the connection between the 
primary and secondary drivers. A single secondary driver may 
impact upon a number of primary drivers  

 

Project on a page 
 

 NHS Tayside 
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Developing driver diagrams 
• Dedicate time for team and subject matter experts – ask 

them to come prepared! 

• Revisit your aim statement 

• Brainstorm potential Primary Drivers & check 

– ‘If I made an improvement in this driver what would it 
achieve?’ 

– ‘If I could influence (or improve) against all of these drivers is 
there anything else that could go wrong and prevent me 
achieving my aim?’ 

   

NHS Tayside 
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Aim 

Primary 

Outcome 

(Measure) 

Primary Driver 

Primary Driver 

Primary Driver 

Secondary Driver 
A. 

B. 

C. 

D. 

Secondary Driver 
A. 

B. 

C. 

D. 

Secondary Driver 
A. 

B. 

C. 

D. 

Driver Diagram 

Primary drivers are 

system components 

which will contribute to 

moving the primary 

outcome. 

Secondary drivers are 

elements of the associated 

primary drivers. They can 

be used to create projects 

or change packages that 

will affect the primary 

driver. 



Aim / Outcome 

Primary Drivers 
Secondary Drivers 

100% of patients with 

an official diagnosis 

of dementia with the 

contact details of a 

named carer on their 

record by December 

2013 

 

Process to identify 

diagnosed patients 

Identification of a 

named carer 

System to record 

contact details 

Considerations of 

information governance 

Initial diagnosis made 

Communication plan  

Management plan 

Agree and allocate named carer 

Named carer informed  

Is patient happy to be identified? 

When is it reviewed? 

Where is it recorded? 

Existing IG agreements  

Who’s responsibility? 



90% of 
patients in 

Unit receive 
their lunch of 

choice 
everyday by 
12.30 by July 

2015 

Know what 
patients want / 
need for lunch 

Lunch & equipment 
arrives on time  

Ward Staff are 
available to give 

out lunch 

Patients are 
available to receive 

lunch 

Menu cards distributed 
Choices recorded & 

communicated 

Diet requirements understood 

Numbers established & 
communicated 

Time for delivery agreed  

Access to ward available 

Allocate lunch duty 
Complete other tasks prior to 

lunch arrival 

Staff appropriately trained 

Schedule inpatient appts 
appropriately 

Appropriately positioned 

Maintained at appropriate 
temperature 

Aim / Outcome Primary Drivers Secondary Drivers 
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Aim 

A reduction in 

incidents of 

violence& 

aggression by 

20% in the 

Unit during by 

April 1st 2015 

Care Planning 

Environment 

Workforce 

A. Raise awareness 

B. Introduce a SU advanced  

     statement re management of  

     V&A.  

A. Post all records (agreed actions)  

     of the community meetings in a  

     central area. 

B. Post a weekly activity programme  

    at a central point on the ward. 

A. Develop a formal process  

     regarding the planning of social &  

     therapeutic activities. 

B. Introduce a community meeting. 

C. Redesign role of staff member –  

     activity co-ordinator. 

Example: Driver Diagram 

Primary drivers are the systems 

changes which will contribute to 

achieving the Aim outcome measure. 

Secondary drivers are interventions 

associated with primary drivers. They 

can be used to create projects or 

change packages that will affect the 

primary driver. 

A. Review and compare data – make  

    data easily available to staff.. 

B. Identify specific times/places/ 

     personnel involved in V&A.  

C. Provide poster for staff comments  

     re new PDSAs. 

D. Provide staff with written updates  

     re V&A to inform staff on return  

     from days off. 

E. Recruit permanent staff to vacant  

    posts. 

Therapeutic  

Interventions 

Primary Drivers 
Secondary Drivers 



Tips 
• Driver diagrams are a ‘live’ tool. They change over time as you make changes to 

your project. 

• If you can make your goal, drivers and project outcomes measurable you have 
created a measurement framework for determining progress. It will also help 
you to judge where more progress against a particular driver needs to occur. 

• Creating a driver diagram with a team ensures that everyone understands your 
goal and how they can contribute towards achieving it. 

• Get the right people there so that you have knowledge in the room from people 
who see all parts of the care process. 

• A driver diagram is an improvement tool. Stop identifying additional layers of 
drivers when it ceases to be helpful (i.e. when your improvement projects start 
to become apparent). Be confident and prioritise your drivers by selecting quick 
wins or dismissing drivers that in reality have little impact. 

• Don’t automatically ignore drivers that seem outside of your control. Sometimes 
with some lateral thinking (or partnership working) you can influence them. 

• Driver diagrams will vary - there is no definitive ‘right’ answer. 



FEEDBACK AND REFLECTION 



WORKING GROUPS – BUILDING A DRIVER 
DIAGRAM FOR YOUR TRUST 



FEEDBACK AND REFLECTION 



DEVELOPING A MORTALITY LEARNING 
COMMUNITY – OPEN DISCUSSION 
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