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Recommendation:

Recommendation — assurance that the Trust is learning from deaths and making
improvements.

Executive Summary:

A mortality dashboard Q3 18/19 shows the number of reviews, learning themes and
improvement actions. The support of bereaved families will be strengthened by the
bereavement support service linked to the new Medical Examiners. HSMR has sustained the
decrease over the last 2 years and is within the expected range and SHMI has decreased.
The relative risk of deaths in high risk groups are within the expected range. Improvement
actions in the biggest causes of death are ongoing.

Board Assurance Framework —  Strategic Priorities

Local Services - We will meet the needs of the local population by developing
new ways of working which always put patients at the centre of all that we do

Specialist Services - We will provide innovative, high quality specialist care
delivering outstanding outcomes for a wider population

Innovation - We will promote new and better ways of working, always looking to
achieve excellence and sustainability in how our services are delivered

Care - We will treat our patients, and their families, with care, kindness and
compassion and keep them safe from avoidable harm

People - We will make SFT a place to work where staff feel valued and are able to
develop as individuals and as teams
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Resources - We will make best use of our resources to achieve a financially
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1. Purpose

To comply with the national requirements of the learning from deaths framework, Trust Boards must publish
information on deaths, reviews and investigations via a quarterly agenda item and present a paper to a
public board meeting.

2. Backgrou nd
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¥ Introduction of NatSIPPs (standard operating procedures) for local procedures.
¥, Timely escalation of deteriorating patients — introduction of NEWS2 & escalation process. Agree a
HANT escalation protocol when workload exceeds the ability to respond promptly (Jan 19).

6.0 Bereavement support

In Q3 18/19 there were no concerns raised by families.
7.0 CUSUM alerts

Two new CUSUM alerts arose in Q2:

e COPD and bronchiestasis — 27 observed deaths vs 16 expected with a relative risk of 160 to June 18 -
not investigated yet. However, a local COPD audit in December 2018 showed improvement in most
elements of the COPD admission checklist compared to the 2016 audit. In addition, compliance with
COPD best practice tariff has steadily improved since June 2018 and is close to reaching the 60%
standard.

e Secondary malignancies - 33 observed deaths vs 18 expected with a relative risk of 180 to June 18. 29
deaths had a full case review. Of these, 21 patients died in the Hospice. All the deaths were expected
and none were considered avoidable. Learning points:

¥, Patient discharged back to a nursing home but was returned to the ward as needed oxygen which had
not been ordered. Action taken: Respiratory team provided an education session to the staff on the
ward on how to order oxygen.

¥ High dose analgesia in the last 24 hours of life — reviewed by a palliative care consultant unconnected
with the case - analgesia considered appropriate in this complex case. Difficult for a non palliative care
professional to assess levels of opioids at end of life. Agreed these cases should be examined by a
palliative care consultant unconnected with the case.

Two new CUSUM alerts arose in Q3:

e Cancer of bronchus — 25 observed deaths vs 14 expected with a relative risk of 180 to July 18 — to be
investigated and reported in Q4.

e Cancer of brain and CNS - 9 observed deaths vs 2.7 expected with a relative risk of 327 to August 18.
7 deaths had a full case review, 3 of the patients died in the Hospice. All the deaths were expected and
none were considered avoidable. Learning points:

¥, Patient developed a pulmonary embolism during an inpatient admission. A root cause analysis was
reviewed by the Thrombosis Committee. They advised that VTE prophylaxis is not indicated in
patients admitted to the Hospice for end of life care, where the risks outweigh the benefit, and where
there are no acute medical issues to increase the background risk.

8.0
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13.0 HSMR trend to September 2018

Tablel: HSMR relative risk of all non -elective diagnoses November 2016 — September 2018

14.0 SHMI July 2017 — June 2018

SHMI reduced from 106 to March 18 to 105.1 to June 18 within the expected range.
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Table 3: Trend in Palliative Care coding rate

Trend (Financial Year) % HNon-elective spells + Palliative care  + Rate .. . * National Rate = Peer Group Rate —
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The Trust's palliative care coding rate has decreased in 2018/19 compared to 2017/18.
13.0 Weekday/weekend HSMR

Emergency weekday and weekend HSMR are both within the expected range. No days individually have a
statistically significant higher than expected relative risk.

Table 4: Emergency weekday/weekend HSMR October 2017 —  September 2018
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19.0 Recommendation
The report is provided for assurance that the Trust is learning from deaths and making improvements.
Dr Belinda Cornforth

Consultant Anaesthetist
Chair of the Mortality Surveillance Group

Claire Gorzanski

Head of Clinical Effectiveness
15 January 2019
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Appendix 1
SALISBURY NHS FOUNDATION TRUST
MORTALITY DASHBOARD 201 8/2019

Note: Appendix 3 - explanatory notes *Cases to be reported to LeDeR
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Appendix 2

SALISBURY NHS FOUNDATION TRUST

MORTALITY DASHBOARD THEMES AND ACTIONS 201 8/2019

Delay in IV access. PICC line service
1 Monday to Friday service and single handed
practitioner

Redesign PICC line service with 2 nurses S Williams,

identified to undertake training Surgical DMT SO

Plan the introduction of the ReSPECT form | Work programme to be developed in

(Treatment Escalation Plan & DNAR form) 2018/19 resuscliation Commitiee SHOSY

N

Insufficient senior medical review over a
weekend of acutely unwell elderly patients
which has led to late recognition of
deterioration

Dr J Drayson,

Medicine DMT 31/03/19

Development of the frailty service

Specialist Palliative Care

Timely and regulg_r reviews of the ceiling of Continue to provide end of life care training team 31/03/19
care as the condition changes. .
End of Life Care team

4
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SALISBURY NHS FOUNDATION TRUST
MORTALITY DASHBOARD —

Appendix 3
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14. Child death — the death of a child up to the age of 18. All unexpected child deaths are reviewed by the Wiltshire and Swindon Child Death Overview
Panel.

15. Learning disability deaths — all patients with learning disabilities aged 4 to 74 years. The Trust reports all these deaths to the LeDeR programme.

16. LeDeR programme — Learning Disabilities Mortality review programme hosted by the University of Bristol aims to guide improvements in the quality of
health and social care services for people with learning disabilities across England. The programme reviews the deaths of people with learning
disabilities.

17. Serious mental illness — all patients who die with a serious mental illness.

18. Maternal deaths — is the death of a woman while pregnant or within 42 days of the end of pregnancy from any cause related to or aggravated by the
pregnancy or its management. Maternal deaths are rare events.
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