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Executive Summary  
1. During quarter 1 of 2020/21 there were 657 inpatient deaths reported at OUH.  

There were 590 (90%) of cases reviewed within 8 weeks.  Of these reviews, there 
were 222 (34%) comprehensive Level 2 reviews and 14 (2%) structured mortality 
reviews which include 9 structured reviews for patients with learning disabilities.  
There were no deaths judged more likely than not to have been due to problems in 
the care provided. 

2. The Summary Hospital-level Mortality Indicator (SHMI) for the data period June 
2019 to May 2020 is 0.91 and remains rated ‘as expected.’ The Hospital 
Standardised Mortality Ratio (HSMR) is 88 for the data period July 2019 to June 
2020 and remains rated ‘lower than expected. 

3. Following successful further recruitment there are currently seven Medical 
Examiners at OUH. 

4. Key actions and learning points identified in mortality reviews are presented for the 
Board. 

 

Recommendations 
5. The Trust Board is asked to receive this paper and discuss the learning identified 

from mortality reviews. 
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Learning from Deaths Report Quarter 1 2020/21 

1. Purpose 
1.1. This paper summarises the key learning identified in the mortality reviews 

completed for Quarter 1 of 2020/21.  

2. Background 
2.1. The Trust Mortality Review policy requires that all inpatient deaths be 

reviewed within 8 weeks of the death occurring.  All deaths have a Level 1 
review.  The Level 1 review is a peer review by a consultant not directly 
involved in the patient’s care. 

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. 

3. Mortality reviews quarter 1 of 2020/21 
3.1. During quarter 1 of 2020/21 there were 657 inpatient deaths reported at 

OUH.  The number of mortality reviews completed is presented in Table 1. 
There were 590 (90%) of cases reviewed within 8 weeks.  Of these reviews, 
there were 222 (34%) comprehensive Level 2 reviews and 14 (2%) structured 
mortality reviews.   

Table 1: Number of mortality reviews quarter 1 of 2020/21 

Total deaths Level 1 reviews Level 2 
reviews 

Structured 
reviews 

Deaths not 
reviewed within 8 
weeks 

657 354 (54%) 222 (34%) 14 (2%) 67 (10%) 

3.2. Of the 67 deaths not reviewed within 8 weeks, 31 cases have since been 
reviewed.  There are 36 cases still awaiting review; comprising 25 Acute 
General Medicine, 6 Respiratory Medicine and 5 Neurosurgery cases.  The 
Acute Medicine and Rehabilitation Clinical Director has notified the clinical 
teams of their outstanding cases for urgent review.  The Neurosurgery cases 
were referrals to the Coroner and the team is awaiting confirmation on the 
decision by the Coroner. 

3.3. The triggers for the structured reviews are listed in Table 2.  There were 9 
structured reviews for patients with learning disabilities. 
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Table 2: Criteria for structured mortality reviews for quarter 1 of 2020/21 
Criteria for structured review Number of reviews 

Learning disabilities 9 

Concern from staff 4 

Concern from family  1 

3.4. 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 reports to the Clinical Governance Committee.  The Divisions also 
provide updates to the Mortality Review Group (MRG) on the previous 
quarter’s actions as part of the next quarter’s mortality report. 

3.5. During quarter 1 of 2020/21, there were no patient deaths judged more likely 
than not to have been due to problems in the care provided. 

4. Medical Examiner System 
4.1. Following successful further recruitment there are currently seven Medical 

Examiners at OUH. 

4.2. The Medical Examiners have been reviewing selected cases since July 2020. 
The Medical Examiners review the patient records and interact with the 
clinical team and bereaved family to ensure accuracy of the Medical 
Certificate of Cause of Death, to determine if there needs to be a referral to 
the coroner, to identify any clinical governance concerns and if the case 
requires a structured mortality review and/or patient safety incident 
notification. 

4.3. The first quarterly report is being compiled by the OUH Lead Medical 
Examiner for submission to the National Medical Examiner. 

5. Learning and actions from mortality reviews quarter 1 of 2020/21 

Facilities 

5.1. The Respiratory Medicine Unit continue to highlight that there were 
insufficient higher level care beds to accommodate all patients admitted to 
the Trust needing non-invasive ventilation support prior to the COVID-19 
pandemic.  This issue was also identified in a recent Getting it Right First 
Time (GIRFT) review. This will remain extant over the foreseeable future as 
the Unit is accommodating all patients requiring this level of support on a 
Respiratory High Dependency Unit (HDU), at a different location, which will 
include both COVID-19 and non COVID-19 patients.  There is currently 
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refurbishment underway in wards 5C, 5D, 5E and 5F to accommodate a 
Respiratory Ward, Cystic Fibrosis Ward and Respiratory HDU. 

Review of practice, pathways and procedures 

5.2. The Cardiothoracic Ward team are completing a review of practice including 
documentation of admission assessments, daily reviews and review of 
results.  review of bed capacity including how frequently operations are 
postponed/cancelled and what can be done to mitigate this.  The findings 
from the review will be presented at the Directorate Clinical Governance 
meeting and submitted to the Divisional Clinical Governance team. 

5.3. The General Surgery Unit are completing an audit on consent to confirm 
compliance with the Montgomery principles.  The audit findings will be 
presented at the Directorate Clinical Governance meeting and submitted to 
the Divisional Clinical Governance team. 

5.4. The Infectious Diseases Unit are completing an audit of new HIV diagnoses 
and possible missed opportunities for diagnosis. The audit findings will be 
presented at the Unit meeting and submitted to the Divisional Clinical 
Governance team. 

5.5. Following the review of a case of a patient who had a post biopsy 
haemorrhage, the Neurosurgery team have agreed that closed biopsies will 
not be performed in clinical neuro-oncology unless indicated, and in future an 
open mini craniotomy will be performed in order to do a biopsy. 

5.6. To improve communication with local paediatricians, the Paediatric Critical 
Care Unit are conducting audits to identify  what community and primary care 
professionals would like to be informed about when their patients with 
complex needs are admitted for prolonged periods.  In the interim, a system 
on CareVue (critical care electronic clinical information system) has been 
implemented to prompt and record telephone contact with local paediatricians 
for all patients admitted for more than two weeks and then to prompt a 
monthly contact during the admission. 

5.7. The Emergency Department team will be completing an audit of the results of 
ECG findings from the new electronic recording system.  The audit findings 
will be presented at the Unit Clinical Governance meeting and submitted to 
the Divisional Clinical Governance team. 

Training and education 

5.8. The Oncology dietitian has completed a training session on re-feeding 
syndrome and the re-feeding guidelines have been re-circulated to the team. 

5.9. Sobell House Hospice have made recordings of the Mortality and Morbidity 
meetings held on Microsoft Teams available on the Unit’s shared drive so 
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that those members of the clinical team who were unable to attend can view 
the discussions and the learning points highlighted. 

5.10. The Perinatal Mortality Review Group identified that further training is 
required on the recognition of chorioamnionitis.  There are plans to further 
embed the existing learning on chorioamnionitis in the new PRactical 
Obstetric Multi-Professional Training (PROMPT) curriculum. 

Supporting staff 

5.11. During the presentation of the findings from the Healthcare Safety 
Investigation Branch (HSIB) investigation of a maternal death which occurred 
in quarter 1 of 2019/20, the clinical teams described the impact of the 
patient’s death on the staff involved with her care and underlined that 
additional support for staff wellbeing was required.  The Mortality Review 
Group recognised that a more definitive solution was needed to provide 
support for staff who are dealing with difficult cases.  The Chair is having 
further discussions with the clinical team about processes that would support 
staff while enabling investigations and the sharing of learning. The HSIB 
investigation did not advise any safety recommendations. 

6. COVID-19 mortality reviews 
6.1. The OUH COVID-19 crude mortality rate was 23% compared to the average 

crude mortality rate for acute non-specialist NHS trusts of 26.9%. 

6.2. A review by the Medicine, Rehabilitation and Cardiac (MRC) Division of 
patient deaths involving COVID-19 concluded that there were no avoidable 
deaths.   

6.3. The Units’ highlighted difficulties in communication with families related to the 
visiting restrictions in place.  

6.4. The Respiratory HDU reported a reduction in month-to-month mortality 
despite off-setting the demand on ICU beds. This notable achievement was a 
result of the improvements in non-invasive ventilatory management of 
COVID-19 patients. 

6.5. The Intensive Care National Audit and Research Centre (ICNARC) report for 
the Cardiac and Thoracic Critical Care Unit (CTCCU) found the overall 
COVID-19 mortality rate to be 18.2% compared with 41.6% nationally.  The 
mortality for patients requiring mechanical ventilation was 23.1% compared 
with 50.1% nationally and for patients requiring renal support was 25% 
compared with 60.9% nationally.  The Unit report that these achievements 
represent the result of collaborative hard work and expertise from countless 
people that worked in and around CTCCU during this period. For some this 
was a re-deployment from another clinical area and for others an extreme 
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version of their normal job on ICU. The Unit recognised that all staff worked 
collegiately together to support and deliver the best care to patients and their 
families. 

6.6. The Critical Care Units highlighted the following learning points from COVID-
19 mortality reviews: 

6.6.1. There were concerns about the role of the Extracorporeal Membrane 
Oxygenation (ECMO) service in the care of COVID-19 patients and the 
impact of the introduction of an alternative scoring system. These 
concerns have been relayed to the ECMO provider and the role of ECMO 
in the management of COVID-19 is under review. 

6.6.2. A review of local and national data does not favour a strategy of early 
intubation.  

6.6.3. The role of a team dedicated to delivering critical care out with the 
intensive care units was invaluable and ensured safe care could be 
delivered within intensive care while maintaining a high standard of 
service to the hospital.  

6.6.4. Additional learning regarding the roles of anticoagulation, 
tracheostomies and sedation strategies will be integrated into a model of 
care for COVID-19 patients in a second surge.  

6.6.5. Additional strategies to reduce catheter associated blood stream 
infections are required when level 2 Personal Protective Equipment 
(PPE) is in use. 

6.6.6. The role of the Respiratory HDU was noted to have been key in the 
safe and effective management of COVID-19 patients.  

7. Summary Hospital-level Mortality Indicator (SHMI) and Hospital 
Standardised Mortality Ratio (HSMR) 
7.1. There has been no mortality outliers reported for OUH from the CQC or the 

Dr Foster Unit at Imperial College. 

7.2. The SHMI for the data period June 2019 to May 2020 is 0.91. This is rated 
‘as expected.’ Chart 1 depicts the SHMI trend.  The SHMI has remained 
rated ‘as expected.’ 
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Chart 1: SHMI trend (Presented with a baseline of 100 to enable comparison to 
the HSMR) 

 
7.3. Table 3 presents the SHMI values for the Shelford Group trusts.  The SHMI 

calculation includes deaths within 30 days of discharge and palliative care.  
OUH SHMI is ‘as expected’ while some trusts have a ‘lower than expected’ 
SHMI.  An analysis of the data indicates that this difference is due to the on-
site hospice at OUH.  When the OUH SHMI value is adjusted for palliative 
care it is rated as ‘lower than expected.’ 

Table 3: Standardised Hospital Mortality Index (SHMI) June 2019 to May 2020 
Shelford Group Trust SHMI                           

(Jun-19 to May-20) Banding 

UNIVERSITY COLLEGE LONDON HOSPITALS 
NHS FOUNDATION TRUST 0.68 Lower than expected 

GUY'S AND ST THOMAS' NHS FOUNDATION 
TRUST 0.75 Lower than expected 

IMPERIAL COLLEGE HEALTHCARE NHS TRUST 0.71 Lower than expected 
CAMBRIDGE UNIVERSITY HOSPITALS NHS 
FOUNDATION TRUST 0.86 Lower than expected 

OXFORD UNIVERSITY HOSPITALS NHS 
FOUNDATION TRUST 0.91 As expected 

MANCHESTER UNIVERSITY NHS FOUNDATION 
TRUST 0.96 As expected 

KING'S COLLEGE HOSPITAL NHS FOUNDATION 
TRUST 0.96 As expected 

UNIVERSITY HOSPITALS BIRMINGHAM NHS 
FOUNDATION TRUST 0.97 As expected 

THE NEWCASTLE UPON TYNE HOSPITALS 
NHS FOUNDATION TRUST 0.99 As expected 

SHEFFIELD TEACHING HOSPITALS NHS 
FOUNDATION TRUST 1.01 As expected 
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7.4. The HSMR is 88 for the data period July 2019 to June 2020.  Chart 2 depicts 
the HSMR trend.  The HSMR has remained rated ‘lower than expected.’ 

Chart 2: HSMR trend 

 

8. Crude Mortality 
8.1. Crude mortality gives a contemporaneous but not risk-adjusted view of 

mortality across OUH.  Chart 3 presents the crude mortality for OUH.  There 
was an increase in mortality in March and April 2020.  There was a decrease 
in finished consultant episodes (FCEs) during this period relating to the 
preparation for the COVID-19 response.  These factors have contributed to 
the increase in the crude mortality rate by FCEs between March and May 
2020 which is depicted in Chart 4. 

Chart 3: Crude Mortality 
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Chart 4: Crude Mortality rate by Finished Consultant Episodes (FCEs) 

 
8.2. During quarter 1 of 2020/21: 

8.2.1. Neurosciences, Orthopaedics, Trauma, Specialist Surgery, Children’s 
and Neonatology Division reported that 44 patients died from a total of 
7976 discharges. 

8.2.2. Medical Rehabilitation and Cardiac Division reported that 463 patients 
died from a total of 10, 607 discharges. 

8.2.3. Surgery, Women’s and Oncology Division reported that 135 patients 
died from a total of 10, 948 discharges. 

8.2.4. Clinical Support Services Division reported 15 deaths in the Critical 
Care Units from a total of 152 discharges. 

8.2.5. Chart 5 presents the crude mortality by Division. 

Chart 5: Crude Mortality by Division 

 
 

8.3. Chart 6 depicts the crude mortality by hospital site.  Most deaths occur at the 
John Radcliffe Hospital which has the highest activity.   
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Chart 6: Crude Mortality by Site 

 

9. Conclusion 
9.1. 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 identified in the 
mortality reviews completed during quarter 1 of 2020/21. 

10. Recommendations 
10.1. The Trust Board is asked to receive this paper and discuss the learning 

identified in mortality reviews. 

 

Professor Meghana Pandit, Chief Medical Officer 

Report Authors: 

Dr Peyton Davis, Director of Safety and Clinical Effectiveness 

Sandhya Chundhur, Clinical Outcomes Manager 

16 October 2020 
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