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Executive Summary 
 
1. This paper presents the findings from reviews completed for inpatient deaths during 

quarter two of 2019/20. 

2. In quarter two of 2019/20, there were 17 structured mortality reviews which includes 5 
reviews for patients with learning disabilities.  There was 1 case reviewed from quarter 
4 of 2017/18 which was judged more likely than not to have been due to problems in 
the care provided.   

3. Medical Examiners have been appointed and are completing their training. 

4. Key learning points and actions identified in mortality reviews completed during quarter 
two of 2019/20 are presented for the Board. 

5. Recommendation 
The Board is asked to receive and discuss the learning identified from mortality 
reviews. 
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Learning from deaths 

1. Purpose 
1.1. This paper summarises the key learning points and actions identified in the 

mortality reviews completed for quarter two of 2019/20.   
2. Mortality reviews 

2.1. The Trust Standardised Mortality Review policy requires that all inpatient deaths 
need to be reviewed within 8 weeks of the death occurring.  All deaths have a 
Level 1 review.  Since November 2019, clinical teams have been informed that 
Level 1 reviews must be a peer review by a consultant not directly involved in 
the patient’s care.  Clinical areas where there are a high number of cases have 
a period of transition to implement this system within their Clinical Directorates. 
 

2.2. If there are any concerns identified, a comprehensive Level 2 review is 
completed involving one or more consultants not directly involved in the 
patient’s care.  A structured review, completed by a trained reviewer who was 
not directly involved in the patient’s care, is required if the case complies with 
one of the mandated criteria.  During quarter two of 2019/20 there were 555 
inpatient deaths reported at OUH.  The number of mortality reviews completed 
is presented in Table 1. 
 

  Table 1: Number of mortality reviews for quarter two of 2019/20 

Total deaths Level 1 reviews Level 2 reviews Structured reviews Deaths not reviewed 
within 8 weeks  

555 258 (46%) 259 (47%) 17 (3%) 21 (4%) 

 
2.3. The deaths which were not reviewed within 8 weeks are to have a Level 1 

screening review.   
 

2.4. The triggers for the structured reviews are listed in Table 2: 
 
   Table 2: Criteria for structured mortality reviews for quarter two of 2019/20 

Criteria for structured review Number of reviews 

Learning disabilities 5 

Concern from staff 7 

Concern from family  1 

Serious Incident Requiring Investigation (SIRI) 2 

Severe mental illness 2 
 

2.5. The clinical units are responsible for disseminating the learning and 
implementing the actions identified in mortality reviews.  Each Division 
maintains a log of actions from mortality reviews and monitors progress by their 
clinical units.  The Divisions provide updates on actions in the monthly quality 
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reports to the Clinical Governance Committee (CGC) and quarterly mortality 
reports to the Mortality Review Group (MRG). 
 

2.6. There was one patient death reviewed from quarter four of 2017/18 which was 
judged more likely than not to have been due to problems in the care provided. 
The case related to a patient who died of severe aortic stenosis. The review 
recommended that, to reduce the risk of patients dying while waiting for an 
aortic valve replacement for severe aortic stenosis, the Cardiology and 
Cardiothoracic Surgery Units should agree the pathway that should be followed 
and what the maximum waiting time from diagnosis to surgery should be.  This 
recommendation is being reviewed by the Cardiac Directorate Management 
team. 
 

3. Development of the Medical Examiner role 
3.1.  Medical Examiners have been appointed and are completing their training. 

 
3.2.  Medical examiners are required to be in place by April 2020.  

 
3.3. Medical examiners will scrutinise the circumstances and causes of inpatient 

deaths.  They will also be a point of contact and source of advice for relatives of 
deceased patients, healthcare professionals and coroner and registration 
services.   

 
4. Learning and actions from mortality reviews 

 
Review of practice and pathways 

4.1. The Adult Intensive Care Unit (AICU) and John Radcliffe Emergency 
Department (JR-ED) have agreed that patients in the JR-ED Resuscitation 
Room will be under the ownership of JR-ED while AICU will expedite their 
admission and that the time from decision to admit to admission should not 
exceed 60 minutes.  An audit has commenced of time to admission from JR-ED 
to AICU to assess compliance with the process. 

 
4.2. The Haematology Unit have advised the team that a verbal handover, in 

addition to the written handover summary, should occur between the on-call 
team and ward team following a weekend for any patients who are deemed 
unstable.  The handover process, including the use of electronic records and 
monitoring charts at handover, will be discussed at the Haematology Clinical 
Governance meeting.   
 

4.3. The requirement for all critically ill patients admitted to the Neurosurgery 
Service to have an early and joint assessment with the Neurosciences Intensive 
Care Unit team was highlighted to the teams. 
 

4.4. The need for current strategies which are addressing the lack of availability of 
out-of-hours Computerised Tomography (CT) scans in the West Wing (the 
location of the regional Neurosurgery Service) to be pursued so that there is an 
early return of a 24 hours a day service was reaffirmed. 
 

4.5. The Oncology and Palliative Medicine Units are reviewing plans for the 
implementation of a process for peer review of Level 1 mortality reviews.  The 
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other clinical areas have reported that their current process for mortality reviews 
include clinicians not directly involved in the cases. 
 
Medication prescribing and administration 

4.6. The Palliative Medicine senior medical team and Clinical Practice Educators are 
reviewing the following requirements with ward staff: 
4.6.1. Anticipatory medicines should always be prescribed 
4.6.2. Syringe driver prescriptions must be checked and it must be 

confirmed that they have not changed before administering medications. 
4.6.3. If a prescribed medication is not available out of hours then an 

alternative medication which is available should be prescribed. 
 

4.7. The Trauma Unit have reminded the team that syringes should never be used 
to flush cannulas unless they have drawn up by the person administering the 
medication or they have checked with the person who has drawn up the 
medication. In addition, syringes should be appropriately labelled with stickers 
to indicate what they contain.  The importance of the prescription on the 
Electronic Patient Record (EPR) of the concentration and amount of 
bupivacaine was highlighted to the team. 
 
Training 

4.8. The Haematology Unit are supporting all of the ward nursing staff to complete 
the ‘Recognising the Acutely Ill and Deteriorating Patient’ (RAID) training 
programme.  The RAID programme aims to ensure nursing staff caring for 
patients are competent in the monitoring, measurement, interpretation of vital 
signs and escalation of concerns. All specialist registrars rotating through the 
Haematology Ward will be trained in using the ‘System for Electronic 
Notification and Documentation’ (SEND) for monitoring patients’ vital signs. 
 

4.9. The Surgery Directorate have conducted refresher training in mortality reviews 
to improve the timeliness of completion of mortality reviews.  SuWOn Division 
will be rolling out the programme for refresher training in other Directorates with 
the Gastroenterology, Endoscopy and Theatres Directorate scheduled to have 
the next training session. 
 

5. Sharing learning from Serious Incidents Requiring Investigation (SIRI) 
5.1. All SIRI related deaths are presented to MRG by the Lead Investigator. The key 

learning points and actions from reports presented to MRG during November to 
December 2019 were as follows: 
5.1.1. The investigation of a Thoracic Surgery case found clear defects in 

documentation, in particular the cognitive assessment and the 
documentation of the diaphragmatic breach and the two emergency chest 
drain procedures.  The resultant actions are that staff who complete 
consent forms must tick the relevant box for patients who have 
documented dementia or previously documented low cognitive scores. 
The team were reminded that unexpected injuries during operations 
should be documented in the operation notes and not only verbally 
handed over.  The Unit are to produce a simple template for the ward team 
to make it easier to document when a chest drain is inserted, including a 
section to identify the urgency with which a chest drain was inserted. 
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5.1.2. Following the investigation of an intrauterine death, the Maternity Unit 
are adapting the Antenatal Modified Early Obstetric Warning Score 
(MEOWs) chart to include colour of liquor so that any change is clearly 
and uniformly denoted. The consultant job plans are being reviewed so 
that prospective cover will be provided for consultant ward rounds. 
 

6. Summary Hospital-level Mortality Indicator (SHMI) and Hospital Standardised 
Mortality Ratio (HSMR) 
6.1. There have been no mortality outliers reported for OUH from the CQC or the Dr 

Foster Unit at Imperial College. 
 

6.2. The SHMI for the data period August 2018 to July 2019 is 0.92. This remains 
rated ‘as expected. 
 

     Chart 1: SHMI trend analysis* 

 
            *Represented with a baseline of 100 to enable comparison to the HSMR 
 

6.3. The HSMR is 87 for October 2018 to September 2019. This remains rated as 
‘lower than expected’ (95% CL 83.3 – 91.2). 

 
    Chart 2: HSMR trend analysis   
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7. Crude Mortality 
7.1. Crude mortality gives a contemporaneous but not risk-adjusted view of mortality 

across OUH.   
 

7.2. During quarter two of 2019/20: 
7.2.1. Neurosciences, Orthopaedics, Trauma, Specialist Surgery, Children’s 

and Neonatology Division reported that 54 patients died from a total of    
14, 790 discharges. 

7.2.2. Medical Rehabilitation and Cardiac Division reported that 316 patients 
died from a total of 16, 224 discharges. 

7.2.3. Surgery, Women’s and Oncology Division reported that 157 patients 
died from a total of 20, 852 discharges. 

7.2.4. Clinical Support Services Division reported 28 deaths from a total of 
606 patients. 

 
        Chart 3: Crude Mortality 

 
    
       Chart 4: Crude Mortality rate by Finished Consultant Episodes (FCEs)  
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        Chart 5: Crude Mortality by Division 

 
 
         Chart 6: Crude Mortality by Site 

 
 
8. Conclusion 

In accordance with national mortality guidance, the Trust has implemented a revised 
mortality review policy and structured mortality reviews since quarter three of 
2017/18. This paper summarises the learning and actions identified in the mortality 
reviews completed during quarter two of 2019/20. 

 
9. Recommendation 

The Board is asked to receive and discuss the learning identified in mortality reviews. 
 
Professor Meghana Pandit 
Chief Medical Officer 
 
Dr Peyton Davis 
Director of Safety and Clinical Effectiveness 
Deputy Chief Medical Officer 
 
Paper prepared by: 
Sandhya Chundhur 
Clinical Outcomes Manager 
24th December 2019 
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