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OBJECT OF REPORT
	


	
To provide the Partnership Board with an update on the latest Summary Hospital Mortality Indicator  (SHMI) position and to highlight the work taking place to improve the quality and consistency of care which as a consequence should improve the SHMI.

The January 2014 SHMI report to the NLAG Trust Board shows  that the overall Trust position in relation to its HED SHMI data is 107.4 and demonstrates a further slight improvement against the previous data. (107.8) 

The difference between the provisional SHMI ( at SGH (105) and DPoW (111) remains a concern but noting that Diana Princess of Wales Hospital Grimsby  continues to improve. The analysis of provisional SHMI by clinical diagnosis group shows a similar difference and emphasises the importance of the clinical works-streams.

There is a continued difference between the provisional in-hospital and out-of-hospital SHMI  at both SGH (100/119) and DPoW (105/126).
. The mortality report now includes an extended analysis of provisional in-hospital and out-of-hospital SHMI for
the CCGs and individual GP practices

In terms of clinical diagnoses for the increased SHMI rates these are 
Diagnosis                     In hospital               Out of Hospital
Respiratory                  108                          124
Infection                       121                          138
Renal                           122                          141
Stroke                          112                          141
Gastroenterology         102                          127
Trauma &Ortho             86                           137







The attached report highlights the current position in relation to the SHMI rates at Northern Lincolnshire and Goole NHS Foundation Trust 








	
STRATEGY
	


	
Quality and consistency of care are two of the CCG’s key priorities. The SHMI is an indicator that quality of care may not be consistently achieving the standard of care we would expect for our population





	
IMPLICATIONS
	


	
The SHMI is seen as an indicator of care quality within the hospital setting, and a high SHMI therefore flags that further investigation and action is required.  As detailed in the report , the trust have been subject to external review and challenge & have had conditions placed upon them by Monitor the Trust regulator, as a result of their continued published position




	
RECOMMENDATIONS (R) AND ACTIONS (A) FOR AGREEMENT 

	
	The Board are asked to note the current SHMI position for Northern Lincolnshire and in particular the slight progress made to improve the overall SHMI rates at Northern Lincolnshire and Goole NHS Foundation Trust
	Agreed?

	
	
	





	
	
	
Yes/No

	Comments

	
	Does the document take account of and meet the requirements of the following:
	yes
	

	i)
	Mental Capacity Act
	yes
	

	ii)
	CCG  Equality Impact Assessment
	yes
	

	iii)
	Human Rights Act 1998
	Yes 
	

	iv)
	Health and Safety at Work Act 1974
	yes
	

	v)
	Freedom of Information Act 2000 / Data Protection Act 1998
	yes
	

	iv)
	Does the report have regard of the principles and values of the NHS Constitution?
www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_113613
	yes
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1.0 INTRODUCTION

The monthly mortality report seeks to provide an update on the most recent information
available to the Trust and the different work streams underway around this area to support
the focus of reducing the Trust’s current mortality ratio.

2.0 BOARD ACTION

The Board is asked to:

* Review the performance against the range of targets/indicators included within the
report.

3.0 RECOMMENDATIONS

At the Mortality Performance Committee (MPC) held on the 7" January 2014, the committee
agreed the following highlight report for assurance and overview purposes to the Quality &
Patient Experience Committee (QPEC) and the Trust Board.

1. The Trust’'s crude mortality (section 4.2) continues to improve at 1.51% for the 12
months to October 2013 and is now consistently below that of the peer group, noting
that this is still higher (worse) than the national average.

2. The Trust’'s provisional HED SHMI (section 4.4) also continues to improve at 107.4
for the year to August 2013 (107.8 to July) and remains within the expected range.
The funnel chart (page 15) shows that the Trust's provisional SHMI is now just above
the 99.8% confidence limit.

3. The difference between the provisional SHMI (section 4.4) at SGH (105) and DPoW
(111) remains a concern but noting that DPoW continues to improve. The analysis of
provisional SHMI by clinical diagnosis group (page 18) shows a similar difference and
emphasises the importance of the clinical works-streams.

4. There is a continued difference between the provisional in-hospital and out-of-hospital
SHMI (section 4.7) at both SGH (100/119) and DPoW (105/126). The difference is
reflected in the top 5 clinical diagnosis groups (page 24). The mortality report now
includes an extended analysis of provisional in-hospital and out-of-hospital SHMI for
the CCGs and individual GP practices (section 4.8).
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Northern Lincolnshire and Goole m

NHS Foundation Trust

Mortality Improvement — Summary Progress Report
December 2013: (Data to August 2013)

This summary sets out the Trust's latest position in terms of mortality improvement. The
report measures mortality performance using the Summary Hospital Level Mortality Indicator
(SHMI) — the official Department of Health measure used to measure risk adjusted mortality.
This compares the actual mortality position of the Trust, based on the number of deaths in
hospital and in the 30 days following admission, with a calculated ‘expected deaths’ rate. The
SHMI is usually based on a full year of data and is recalculated every six months. There are
three bandings in the SHMI, with mortality rates classed as lower than expected, as expected

and higher than expected. If a Trust is in the ‘higher than expected’ range it is classed as an
‘outlier’.

The official national data publications are released quarterly, six months after the event. The
Trust therefore reports its performance to its Board every month using provisional data
published by the University of Birmingham through its Hospital Evaluation Data system
(HED). This is normally three months behind the current position, and has been validated as
virtually identical to the official published data.

Current SHMI mortality position:

The Trust's latest SHMI position (using the HED system for the period September 2012 to
August 2013) is a score of 107.4. This is within the ‘as expected’ range, and is a slight
improvement on the August 2012 to July 2013 position (107.8). This continues a run of
month on month improvements that have moved the Trust away from the ‘higher than
expected’ band into the ‘as expected’ band.

The trend over recent months is set out in the following graph:

NLAG Moving Annual Total (MAT) Provisional SHMI
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NLAG - relative mortality performance:

This performance leaves the Trust 23 worst of the 142 NHS provider organisations included
within the mortality data set. This is still some way from where the Trust wishes to be — but

demonstrates that it is delivering successful improvements at pace. The following “funnel
plot” graphically represents this:
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Site breakdown of mortality performance

The Trust has analysed the performance between sites. The position is shown in the
following trend graph:

NLAG Moving Annual Total (MAT) Provisional SHMI
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The trend graph shows some interesting differences between sites. Of the three hospitals
Grimsby has worse mortality ratings over the period, but has demonstrated recent
improvements. Scunthorpe shows improvement, and is moving close to the national average
position. Goole has demonstrated major improvements following the changes made to the

medical service at Goole in the summer of 2012, giving it one of the best mortality rates in
the country.
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The following table shows the provisional SHMI, using the HED system, for the year to
August 2013 split by hospital site:
Expected Variation
Patient Spells Deaths P from SHMI
. Deaths

Site Expected
Grimsby 29624 1147 1038 109 111
Scunthorpe 26835 1066 1013 53 105
Goole 985 4 15 -11 28
Grand Total 57444 2217 2065 152 107

Grimsby has a higher SHMI score (111) compared to that of Scunthorpe (105) and Goole
(28).

The ‘variation from expected’ figure is what is often referred to as ‘excess deaths’. This figure
is the difference between the actual number of deaths and the number predicted by the
SHMI model. This figure does not represent deaths that were preventable and should not be
interpreted as measure of avoidable deaths. Sir Bruce Keogh, the NHS Medical Director,
has previously stated that it is “clinically meaningless and academically reckless” to treat
such figures as a measure of avoidable deaths.”

Mortality performance breakdown by high level diagn osis group:

The following high level groups have been derived by combining the numerous official SHMI
diagnoses into a more manageable number of high level groupings. This process was
undertaken with clinical input.

The following table shows the top ten high level diagnosis groups for ‘variation from expected
deaths’ for the provisional SHMI moving annual total to August 2013 at Trust level, based
primarily on the diagnosis on admission.

Trust “Top Ten” SHMI high level diagnosis groups (S HMI year to August 2013):

. . . Expected VEEIET
Diagnosis Group Patient Spells Deaths Deaths from SHMI
Expected
Respiratory 6433 651 585 66 111
Infection 4499 269 215 54 125
Renal 842 149 117 32 127
Stroke 1334 149 128 21 116
Gastroenterology 6850 263 242 21 108
DVT/PE 280 16 8 8 211
Neurological 962 28 21 7 134
Urinary Tract 1323 16 11 5 143
Miscellaneous 1844 19 15 4 126
Trauma and
Orthopaedics 4639 138 134 4 103

This highlights the major clinical areas where the Trust is focussing attention on delivering
improvements. Some of the diagnosis groups have a small number of patients. This can
have a misleading impact on the SHMI score, as a very low number of deaths can cause a
very high SHMI figure. In these cases, the Trust must consider a variety of other factors to
see if there are any issues that need further investigation.
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Improvement projects:

Key developments in November included:

e 65 extra Spanish nurses recruited and commenced work within the Trust filling
vacant positions.

e The Chronic Obstructive Pulmonary Disease (COPD) Pathway went live on the
DPoW site as a pilot. Progress and performance against this pathway will be
monitored during December.

e A pilot of an improved ambulatory care service has been initiated at Diana, Princess
of Wales that allows some patients who would have traditionally need to have
stayed in hospital overnight to receive the treatment on the acute medical unit and
managed appropriately as an outpatient.

e A new intermediate care facility was opened on the Diana, Princess of Wales
Hospital site, to be run in conjunction with the Care Plus Group to provide essential
multi-disciplinary care for people who are medically fit for discharge but still require
further recuperation and rehabilitation care. This unit will also house the current
stroke intermediate rehabilitation unit (SIRU) which provides rehabilitation for
patients who have had a stroke and who are medically stable but still require
rehabilitation support.
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4.0 MORTALITY INDICATORS

The following section of the Trust's Mortality Report is compiled by Information Services. It
contains high level analysis of NLAG’s crude mortality, Summary Hospital Level Mortality
Indicator (SHMI), Risk Adjusted Mortality Index (RAMI) and Hospital Standardised Mortality
Ratio (HSMR).

Executive Summary:

The data contained within this section illustrates:

* The Trust’s Crude Mortality Rate (moving annual tot  al) is reducing marginally —
from 1.59% for the year to October 2012 to 1.51% fo r the year to October 2013.
It is slightly lower than the peer average — the pe  er for the year to October 2013
was 1.55%.

e« The majority of deaths are non-elective. The Trust 's Non Elective Crude
Mortality Rate (moving annual total) is reducing ma  rginally — from 3.43% for the
year to October 2012 to 3.30% for the year to Octob er 2013. It is, however,
higher than the peer average — the peer for the yea rto October 2013 was 3.10%.

* The most recent Summary Hospital-Level Mortality In  dicator (SHMI) for the
period of April 2013 — March 2013, which includes ¢ = ommunity deaths within 30
days of discharge, was 111 — which has reduced from the score of 115 in the
previous publication (for the period January 2012 — December 2012).

n
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e The Trust’s provisional SHMI (moving annual total) for the year to August 2013
is 107. Grimsby's score is 111, Scunthorpe’s score is 105 and Goole’s is 28.
The ‘as expected’ figure is 100. The score of 107 is within the “as expected”
range and is the 23 ™ worst national score.

e The top five high level diagnosis groups with the h ighest variation from the
expected number of deaths are respiratory, infectio n, renal, stroke and
gastroenterology. These are, in the main, the diag  noses on admission.

* The provisional SHMI for weekend admissions is 9 po ints higher than the SHMI
for weekday admissions (114 v 105).

e The provisional SHMI for non-elective admissions is 12 points higher than the
score for elective admissions (108 v 96).

e The provisional In Hospital SHMI is 102. The Outo f Hospital SHMI being 122.

* The Trust's Risk Adjusted Mortality Indicator (movi ng annual total) for the year
to October 2013 was 89 — a reduction of 2 points fr  om the previous score. Note
the national average was 88 and the local peer of s imilar Trusts was 97.

» The Dr Foster Hospital Guide, published in December 2013, indicated the
Trust's HSMR was 109, placing the Trust within the ‘higher than expected’
banding. Using local data, the HSMR for the twelve months to August 2013 is
103.

Much of the following analysis is benchmarked against a similar group of peer trusts.
Peer average benchmarks referred to in this document relate to these Trusts, unless
otherwise stated. We have also included the national benchmark where possible.
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4.1 Mortality Indicators Dashboard

| MORTALITY INDICATORS SUMMARY DASHBOARD: DECEMBER 2013

Indicator

CRUDE MORTALITY

Prev 12
mths

Annual Change

Peer

Compared
to Peer

1.51% 1.59% |+ -0.08% +"-0.04%
[ 0, _ [) 0,
VIR Crude Mortality Rate DPOW 1.62% 1.72% |« -0.10% 1559% 3#£0.07%
SGH 1.56% 1.57% |« -0.01% 3#£0.01%
GDH 0.09% 0.75% |+ -0.66% -1.46%
Trust 3.30% 3.43% |+ -0.14% #0.20%
Non Elective Crude DPOW 3.46% 357% |« -0.12% 3.10% #0.36%
Mortality Rate SGH 3.15% 3.17% [+ -0.02% 7 [320.05%
GDH 1.80% 7.30% |& -5.50% +-1.30%
Trust 1536 1623 |+ -87
\/ES Number of Deaths DPOW 805 862 57 n/a n/a
SGH 726 713 |# 13
GDH 5 48 o  -43

Indicator

Nationally Published SHMI

Summary Hospital
\/E8 Level Mortality
Indicator (SHMI)

Aprl2-
Marl3 SHMI

National
Position

Janl2-Decl12
SHMI

National
Position

Change in
National

Position

111

15th worst

115

5th worst
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Indicator

Provisional SHMI (HED sourced)

\J[s5 | Provisional SHMI

Prev 12
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100

2 5
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Indicator

RAMI

Risk Adjusted
Mortality Index
(RAMI) - All
Conditions

Compared
to Peer

of

of
SGH 105 107 ¢ -2
GDH 28 119 [« 91

Prev 12
mths Annual Change

DPOW 84 109 |« -26
SGH 97 107 |& -10
GDH 17 157 |« -140

97

Indicator

HSMR

Hospital
Standardised

Mortality Ratio
(HSMR)

Oct12-Sepl3

Prev 12
mths

Annual Change

Peer

Compared
to Peer

103

112

100

Source: Information Services
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4.2 Crude Mortality and Number of Deaths
NLAG Moving Annual Total (MAT) Crude Mortality Rate v Peer

The first graph in this crude mortality section shows the Moving Annual Totals (MAT) for the
NLAG crude mortality rate against peer. This includes all deaths. A MAT is the sum of the
individual twelve monthly figures up to and including the reporting month e.g. twelve months
to October 2013. This methodology helps to obtain a trend with less variance. A crude
mortality rate is simply the number of deaths divided by the number of discharges expressed
as a percentage. The discharges in the methodology exclude well babies.

o NLAG Moving Annual Total (MAT) Crude Mortality vs Peer Group
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Comment: For the twelve months to October 2013, the crude mortality rate for the Trust
was 1.51%, a decrease of 0.08% compared to the twelve months to October 2012. NLAG
continues to perform better than our peer group. However, the gap to the national peer is
still evident. For the twelve months to October 2013 there were 1536 deaths in hospital.

NLAG Monthly Crude Mortality Rate v Peer
The following graph shows the monthly trend of Trustwide crude mortality rates against peer.

NLAG Monthly Crude Mortality vs Peer Group
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Comment: Note the peaks for the months of January across the years in the graph; higher

mortality rates are expected in winter months. The crude rate in October 2013 was 1.16%, a
decrease of 0.33% from the rate of 1.49% in October 2012.
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Non Elective Crude Mortality

As the majority of deaths occur within non elective patient admissions, the following section
looks at non elective crude mortality.

NLAG Moving Annual Total (MAT) Non Elective Crude M ortality Rate v Peer

The following graph shows the Moving Annual Totals (MAT) for the NLAG non elective crude
mortality rate against peer.

Non Elective Mortality: NLAG Moving Annual Total (MAT) Crude Non Elective
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Comment: Note that for all months NLAG’s non elective crude mortality rate has been
above peer. The rate is decreasing over time. The crude non elective mortality rate for the
twelve months to October 2013 was 3.30%, a decrease of 0.14% (when rounded to two
decimal places) from the rate of 3.43% for the twelve months to October 2012. For the
twelve months to October 2013 there were 1499 non elective deaths.

NLAG Monthly Non Elective Crude Mortality Rate v Pe  er

The following graph shows the monthly trend of Trustwide non elective crude mortality rates
against peer.

Non Elective Mortality: NLAG Monthly Crude Mortality vs Peer Group
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Comment: Note the peaks for the months of January in the years graphed; higher mortality
rates are expected in winter months. The crude rate in October 2013 was 2.59%, a
decrease of 0.64% on the rate of 3.23% in September 2012.
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4.3 Summary Hospital-Level Mortality Indicator (SHM  |) —
Nationally Published Data

The most recent Summary Hospital Level Mortality Indicator (SHMI) was published in
October 2013. The Trust’s SHMI score was 111 — the 15" worst national SHMI score out of
the 142 NHS provider organisations included in data set — but is now officially within the
“expected range”. In the previous quarter's SHMI release NLAG was the 5" worst national
performer, with a score of 115. The SHMI includes all deaths in hospital and those deaths
that occurred within thirty days of discharge. The indicator uses data that is normally around
six months out of date, for example the October 2013 release covered the period April 2012
— March 2013.

NLAG’s SHMI in National Context

The following chart illustrates the Trust's most recent SHMI score in relation to those of all
Trusts nationally.

National SHMI Scores Range: October 2013 Release (covers Apr12-Mar13 period)
140
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Source: Information Services / HED

In and Out of Hospital Split

One of the SHMI contextual indicators that are published is the rate of SHMI deaths that
occurred in and out of hospital. NLAG had 72.2% of SHMI deaths occurring in hospital — the
national rate was 73.3%. The SHMI indicator is not solely a hospital based mortality
indicator, but is influenced by wider community-based healthcare also.
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4.4 Summary Hospital-Level Mortality Indicator (SHM 1) — H.E.D.
Provisional Data

Following the acquisition of the University of Birmingham Hospitals’ Healthcare Evaluation
Data (HED) reporting product, we can now report on more up to date SHMI data. You will
note that the October 2013 nationally published SHMI contained data up to March 2013; the
HED data currently shows data to the end of August 2013. Data in this analysis should be
treated as provisional. From reconciliation work, we know that this data source reflects
previous SHMI publications.

NLAG's Provisional SHMI in National Context

Using the provisional data for the twelve months to August 2013, the Trust is the 23" worst
performer nationally out of the 142 NHS provider organisations included within the mortality
data set, with a score of 107. This takes the Trust further into the “within expected range”
banding. The following funnel plot graphically represents this.

120 National SHMI - 12 months to August 2013
. C
olor by
115 @) ® Banding
NLAG [ Higherthan Expected
\T.—'.‘ - [l Lowerthan Expected
110 . ’ . [l Within Expected Range
® < e D (@) o Linefrom Column Values
‘ . (-] O 99.8% Upper Limit (Poisson Distribution)
%% % 8
@] .. ‘ ® Linefrom Column Values
PS @] ‘ ‘ ’ @] O 99.8% Lower Limit (Poisson Distribution)
100
@) “ .. o ® Linefrom Column Values
. 95% Upper Limit (Random Model)
O
95 O @ Q g ee
— ‘ O IS le) Linefrom Column Values
% @) 95% Lower Limit(Random Model)
; > % -
90 - o
o & o
85
80
75
70
500 1000 1500 2000 2500 3000 3500 4000 4500
Expected deaths

Source: HED

Provisional SHMI by site for the twelve monthsto A ugust 2013
The following table shows the provisional SHMI for the latest twelve months split by hospital
site.

Variation SHMI SHMI

Patient Expected from Lower Upper

Site Spells Deaths Deaths Expected SHMI Cl 95% | Cl 95%
Grimsby 29624 1147 1038 109 111 104.2 117.1
Scunthorpe 26835 1066 1013 53 105 99.1 111.8
Goole 985 4 15 -11 28 7.4 70.4
Grand Total 57444 2217 2065 152 107 102.9 111.9

Source: Information Services / HED

You can see that Grimsby has a higher SHMI score (111) than Scunthorpe (105) and Goole
(28).
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The following graph plots the national provisional SHMI scores for all Trusts in order and

highlights our Trust's performance. The scores of Grimsby, Scunthorpe and Goole have
been added for indicative purposes only.

NLAG SHMI in the national context - 12 months to August2013
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You can see that both larger sites’ SHMI scores are above the national average of 100.
Goole performs better with a score of 28.

Trustwide Provisional SHMI — Trending to August 201 3

The following graph shows the moving annual total (MAT) for our SHMI score.

NLAG Moving Annual Total (MAT) Provisional SHMI
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You can see that the Trust, and the Grimsby and Scunthorpe provisional SHMI scores have
consistently performed above the ‘national average’ score of 100. Goole’'s SHMI has
dropped off dramatically — this is in part due to the removal of emergency admissions from
summer 2012. The majority of provisional SHMI scores (blue line on graph) match the
guarterly official SHMI scores (orange points). Where there is a slight difference this can be
explained by two factors. Firstly, the Trust resubmitted a more complete and accurate set of
data to the Information Centre in early 2013 that would have amended historic official SHMI
scores to those of the provisional scores should the Information Centre have republished
their SHMI scores using the resubmitted data. Secondly, the statistical modelling data is
more up to date on the provisional SHMI than it is for some of the more historic official SHMI

statistics. This can have the effect of minimally changing the more historic provisional SHMI
scores.
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The following graph shows the individual monthly SHMI scores for the Trust.
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The prevailing trend for the Trust (and the Grimsby and Scunthorpe hospitals) is to perform
higher (worse) than the national benchmark. Trustwide, there was primarily a downward
trend between April 2012 and August 2012. From September 2012, the SHMI increased to
123 in December 2012. There was a decrease to a score of 97 in May 2013. You will note
that Goole’s SHMI has dropped off dramatically — this is in part due to the removal of

emergency admissions from summer 2012.

As the SHMI is not standardised for the

month(s) of the year the patients were in hospital, it is known that there will be slightly higher

SHMI monthly scores in the winter months.
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Diagnosis Reporting for provisional SHMI:
High Level Diagnosis Groups

The Trust's provisional SHMI split by high level di agnosis groups — sorted by variation
from expected deaths — Twelve months to August 2013

The following table splits the Trust’s provisional SHMI by high level diagnosis groups. These
groups have been derived by combining the official SHMI diagnoses into a more manageable
number of high level groupings. This process was undertaken with clinical input. The benefit
of this work is that it allows a full overview of the SHMI indicator at a diagnosis level, without
breaking it down into the numerous SHMI diagnoses. The diagnosis level data reflected in
this table has been shared to inform the specific groups that are looking into mortality, clinical
care, use of pathways etc.

You will note that for some diagnosis groups we are dealing with small numbers of deaths
and a slight shift in these numbers can cause the SHMI to fluctuate.

Variation SHMI SHMI
Diagnosis Patient Expected from Lower Upper
Group/Site Spells Deaths Deaths Expected SHMI Cl95% | CI95%
Respiratory 6433 651 585 66 111 102.8 120.1
Grimsby 2963 334 295 39 113 101.3 125.9
Scunthorpe 3459 316 288 28 110 97.8 122.4
Goole 11 1 2 -1 58 0.8 324.9
Infection 4499 269 215 54 125 110.6 141.0
Grimsby 2156 144 119 25 121 102.2 142.7
Scunthorpe 2315 124 95 29 130 108.2 155.1
Goole 28 1 1 0 119 1.6 661.7
Renal 842 149 117 32 127 107.7 149.5
Grimsby 353 63 50 13 126 97.1 161.8
Scunthorpe 482 86 66 20 130 103.7 160.1
Goole 7 0 1 -1 0 - 438.1
Stroke 1334 149 128 21 116 98.4 136.5
Grimsby 724 95 71 24 133 107.6 162.6
Scunthorpe 597 54 54 0 101 75.5 131.1
Goole 13 0 3 -3 0 - 124.1
Gastroenterology 6850 263 242 21 108 95.8 122.4
Grimshy 3407 146 129 17 113 95.5 133.0
Scunthorpe 3387 117 113 4 104 85.7 124.2
Goole 56 0 0 0 0 - -
DVT/PE 280 16 8 8 211 120.4 342.3
Grimshy 193 13 6 7 235 125.1 402.1
Scunthorpe 85 3 2 1 146 29.3 425.4
Goole 2 0 0 0 0 - -
Neurological 962 28 21 7 134 89.2 194.0
Grimsby 472 12 10 2 120 61.8 209.3
Scunthorpe 479 16 10 6 153 87.6 249.1
Goole 11 0 0 0 0 - 887.3
Urinary Tract 1323 16 11 5 143 81.4 231.5
Grimshy 590 5 4 1 114 36.8 266.6
Scunthorpe 669 11 7 4 163 81.5 292.5
Goole 64 0 0 0 0 - -
Miscellaneous* 1844 19 15 4 126 75.6 196.3
Grimsbhy 931 11 8 3 144 72.0 258.4
Scunthorpe 874 8 7 1 109 46.8 214.1
Goole 39 0 0 0 0 - -
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Variation

_ _ . SHMI SHMI
Diagnosis Patient Expected from Lower Upper
Group/Site Spells Deaths Deaths Expected SHMI Cl95% | Cl95%
Trauma and
Orthopaedics 4639 138 134 4 103 86.2 121.2

Grimsby 2421 72 67 5 107 83.7 134.7

Scunthorpe 2092 66 65 1 101 78.0 128.4

Goole 126 0 2 -2 0 - 209.5
Vascular 410 34 31 3 109 75.6 152.6

Grimsby 233 21 18 3 119 735 181.5

Scunthorpe 173 13 12 1 105 55.6 178.8

Goole 4 0 1 -1 0 - 358.0
Diabetes and 691 24 23 1 107 683 | 1586
Endocrine ' )

Grimshy 292 10 9 1 113 53.9 207.0

Scunthorpe 395 14 13 1 104 56.9 174.7

Goole 4 0 0 0 0 - 2000.1
Gynaecology 14112 3 3 0 100 20.1 291.9

Grimshy 8647 1 1 0 78 1.0 431.3

Scunthorpe 5378 2 2 0 119 13.3 429.1

Goole 87 0 0 0 0 - -
Psychological 519 18 20 -2 90 53.4 1425

Grimshy 255 6 7 -1 91 33.2 198.0

Scunthorpe 263 12 13 -1 91 46.7 158.2

Goole 1 0 0 0 0 - -
Digestive 356 3 5 -2 58 11.7 170.5

Grimsby 151 3 2 1 132 26.6 386.8

Scunthorpe 204 0 3 -3 0 - 127.8

Goole 1 0 0 0 0 - -
Haematology 184 3 5 -2 55 11.0 159.7

Grimsby 75 2 2 0 94 10.6 340.9

Scunthorpe 109 1 3 -2 30 0.4 165.1
Rheumatoid 2828 18 21 -3 86 51.2 136.6

Grimsbhy 1288 7 8 -1 84 33.6 172.9

Scunthorpe 1112 11 12 -1 95 47.4 170.1

Goole 428 0 1 -1 0 - 403.2
Neonatal 1379 5 12 -7 43 14.0 101.4

Grimsbhy 700 2 6 -4 33 3.7 117.8

Scunthorpe 678 3 5 -2 56 11.2 163.1

Goole 1 0 0 0 0 - -
Cardiology 5030 207 222 -15 93 81.0 106.9

Grimsby 2306 102 108 -6 94 77.0 114.6

Scunthorpe 2718 104 113 -9 92 75.2 111.5

Goole 6 1 1 0 136 1.8 754.9
Cancer 2929 204 246 -42 83 71.8 95.0

Grimsby 1467 98 117 -19 84 67.9 101.9

Scunthorpe 1366 105 127 -22 83 67.7 100.2

Goole 96 1 2 -1 43 0.6 240.9
Grand Total 57444 2217 2065 152 107 102.9 111.9

* includes patients admitted with a primary diagnosis that was non-specific, malaise, non-specific

poisoning etc.

Source: Information Services/HED
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Diagnosis Reporting for provisional SHMI:

Trend Graphs for Top Five High Level Diagnosis Grou

pS

The Trust’s provisional SHMI for the top five high
graphs — Twelve months to August 2013

level diagnosis groups — trend

The Goole SHMI MAT trends for the top five high level diagnosis groups are not represented

graphically as we are dealing with very low numbers of deaths and a slight shift in these
numbers causes the SHMI to fluctuate.

Respiratory: NLAG Moving Annual Total (MAT) Provisional SHMI

130 -

120

110

100

90 T T T T T T T T T T T T T T T T T T T T T T T 1
o~ o~ o~ o~ o~ o~ o~ o~ o~ o o o o o on o o o o o o < < <
S o9 9 9 o o o 9 o 9 9 o o o o o 9 9 S < o G 9 o
= > c = foT4] Q t)' > o c o2 = = > [— = oo Q ‘C,' > o c o2 =
T $§25z280288 g2 2523802288388 32

=4—NLAG e==National Average ====DPOW ==——SGH
Source: Information Services/HED

150 Infection: NLAG Moving Annual Total (MAT) Provisional SHMI

140

130

120

110

100

90 /\/

80 T T T T T T T T T T T T T T T T T T T T T T T 1
o~ o~ o~ o~ o~ o~ o~ o~ o~ o o o [32] on on o on o o o o < < <
9 9 9 o9 F 9 o o 9 o o o o o f o o o o o o o o
= > c = o] Q t)' > o c o2 = = > c = foTy] Q ‘C,' > o c o2 =
T $25z2802482egsx22 2523802823828 32

=4—NLAG e==National Average ====DPOW ==——SGH

Source: Information Services/HED

Directorate of Clinical & Quality Assurance, December 2013

Page 20 of 56






Renal: NLAG Moving Annual Total (MAT) Provisional SHMI

YT-1eN
vT-924
pT-uer

€1-92d

€T-AON

€T-1P0
€1-das
€T-8ny

I €T-Inf

I cT-unf
I €T-Aeiy
I €T-4dy
I €T-1eN
I €1-9°4
I €T-uef

1-92d

I CT-AON
I ZT-1P0
I ¢1-das
I ¢T-8ny
I cr-Inf

I crunf
I T-Aey

ZT-ady

180

(=]
0

160
140
120
100

====DPOW  ==—=SGH

—4—NLAG === National Average
Stroke: NLAG Moving Annual Total (MAT) Provisional SHMI
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Gastroenterology: NLAG Moving Annual Total (MAT) Provisional SHMI
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4.5 Weekday & Weekend SHMI

Provisional SHMI by admission period — 12 months to August 2013

The following table shows the SHMI by weekday v weekend admissions for the latest twelve
months.

Variation SHMI SHMI
Admission Patient Expected from SHMI Lower Upper
Period/Site Spells Deaths Deaths Expected Score Cl95% | Cl95%
Weekday 45388 1644 1564 80 105 100.1 110.3
Grimsby 23358 833 773 60 108 100.5 115.3
Scunthorpe 21086 808 778 30 104 96.9 111.3
Goole 944 3 13 -10 23 4.6 67.1
Weekend 12056 573 501 72 114 105.2 124.1
Grimsby 6266 314 264 50 119 106.0 132.6
Scunthorpe 5749 258 235 23 110 96.8 124.0
Goole 41 1 1 0 67 0.9 375.1
Grand Total 57444 2217 2065 152 107 102.9 111.9

Source: Information Services/HED

Comment: You can see there is a higher SHMI for weekend admissions — a difference of 9
points between the two periods at trust level. Grimsby has an 11 point difference and
Scunthorpe a 6 point difference. Goole’s difference is more pronounced due to the small
number of deaths. Note that because the SHMI model is not standardised by weekday v
weekend admissions, the national average SHMI is not 100 when split by admission period.
The national average SHMI for the weekday admission period is 98 and for the weekend
admission period is 106; a difference of 8 points. Both of the larger hospitals sites’ SHMI
scores are higher than the weekday and the weekend national average SHMI scores.

4.6 Provisional SHMI: Elective and Non Elective sp it

Provisional SHMI by admission type — 12 monthsto A ugust 2013

The following table shows the SHMI by admission type for the latest twelve months.

Variation SHMI SHMI
Admission Patient Expected from SHMI Lower Upper
Type/Site Spells Deaths Deaths Expected Score Cl95% | Cl95%
Non-elective 97094 4290 3979 311 108 104.6 111.1
Grimsby 49864 2228 2010 218 111 106.3 1155
Scunthorpe 46926 2058 1946 112 106 101.2 110.4
Goole 304 4 23 -19 18 4.8 453
Elective 17794 144 151 -7 96 80.6 1125
Grimsby 9384 66 66 0 101 77.9 128.2
Scunthorpe 6744 74 79 -5 94 73.8 117.9
Goole 1666 4 6 -2 62 16.7 158.7
Grand Total 114888 4434 4130 304 107 104.2 110.6

Source: Information Services/HED

Comment:  You can see that at trust level there is a higher SHMI for non-elective
admissions. Note the number of elective deaths is small compared to the non elective cohort
and a slight change in numbers can affect the elective SHMI score. Full collection of co-
morbidities should be stressed to elective services, such as surgery, to ensure the Trust has
an accurate number of expected deaths.
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4.7 Provisional SHMI: In and Out of Hospital Split

Provisional SHMI: Deaths split by In/Out of Hospit  al — 12 months to August 2013

The following table shows the split of SHMI deaths by in and out of hospital for the latest
twelve months.

In Hospital Out of Hospital
Site Deaths Deaths Deaths % In Hospital
Grimsby 1147 816 331 71.1%
Scunthorpe 1066 742 324 69.6%
Goole 4 3 1 75.0%
Grand Total 2217 1561 656 70.4%

Source: Information Services/HED

Comment: You can see that around 70% of all the SHMI deaths for the year to August 2013
occurred in hospital. The remainder occurred within 30 days of discharge from the Trust.
The number of deaths at the Goole site is small and this can, in turn, cause the in hospital
percentage to fluctuate. The national average for in hospital deaths was 73% for the year
April 2012 — March 2013.

Provisional SHMI: Score split by In/Out of Hospita | SHMI — 12 months to August 2013

The following table shows the full SHMI score for the latest twelve months split into in and
out of hospital components.

Full In Hospital Out of Hospital
Site SHMI | Giloges | Gi'sss | SHMI | Crosss | closse | SHMI | Glases | rdss
Grimshy 111 104.2 1171 105 98.3 112.9 126 112.7 140.1
Scunthorpe 105 99.1 111.8 100 93.3 107.9 119 106.8 | 133.1
Goole 28 7.4 70.4 28 5.6 81.6 25 0.3 141.5
Grand Total 107 102.9 111.9 102 97.4 107.7 122 112.8 131.5

Source: Information Services/HED

Comment: The full SHMI is a health community measure. Practice in our hospitals is not
the only factor influencing the SHMI score. The split of the SHMI into the in and out of
hospital components gives us an indication of the SHMI performance for these two elements
of the health community. The methodology used for the split of the full SHMI is the same as
the one used in the Boston Consulting Group SHMI analysis undertaken on behalf of our
commissioners in early 2013. You can see that there is a higher out of hospital SHMI for the
Trust and the two larger sites. The number of deaths at the Goole site is small and this can,
in turn, cause the SHMI scores to fluctuate.
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Provisional SHMI: In/Out of Hospital SHMI Score Tr  ending Graph

The following graph shows the moving annual total scores for the full SHMI, the in hospital
SHMI and the out of hospital SHMI for the Trust.

Trust Provisional SHMI: Full, In Hospital and Out of Hospital Moving Annual
Totals (MAT)
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Comment: The reduction in the in hospital element of the SHMI mirrors the reduction of the
full SHMI itself. Note the wide gap on the graph between the in and out of hospital SHMI.

Provisional SHMI: Top 5 Diagnoses for In/Out of Ho  spital SHMI — 12 months to August
2013

The following table shows the difference in SHMI scores and ranking between the top 5

diagnoses (sorted by variation from expected number of deaths) for in and out of hospital
deaths.

In Hospital Out of Hospital )
Differ-

Diagnosis Group SHMI '6?‘3’;{/0 g'pgseor/" SHMI Ic_?ggor/" g'pgg/" echeN:? Ir? \? rg(ut
Respiratory 108 98.4 117.6 124 105.2 145.4 -16 1vi
Infection 121 104.4 138.9 138 108.3 1731 -17 2v?2
Renal 122 98.9 147.9 141 104.0 185.9 -19 3vb
Stroke 112 92.4 133.3 141 94.7 203.2 -29 4v5
Gastroenterology 102 87.8 117.9 127 100.5 157.8 -25 4v3
Trauma an_d 86 67.9 107.3 137 104.3 175.9 -51 19v4
Orthopaedics

Source: Information Services/HED

Comment: Respiratory and infection diagnosis groups are top ranking in and out of hospital.
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4.8 CCG Level SHMI for NLAG Activity

The following two graphs show the full and out of hospital SHMI scores for North East
Lincolnshire CCG and North Lincolnshire CCG (NLAG activity) for the year to August 2013.
Note the graphs on this page include the SHMI 95% confidence interval error bars, which
show with 95% confidence that the SHMI scores fall between the lower and upper limits.

Full SHMI Scores for North East and
North Lincolnshire CCG
NLAG Activity - year to August 2013

03H - NHS North East 03K - NHS North
Lincolnshire CCG Lincolnshire CCG

Out of Hospital SHMI Scores for North
East and North Lincolnshire CCG
NLAG Activity - year to August 2013

140 140
130 130 T
120 120
110 - T 110
100 - 100
90 - 90
80 - 80

03H - NHS North East 03K - NHS North
Lincolnshire CCG Lincolnshire CCG

Source: Information Services/HED

The following graphs show the full and out of hospital SHMI scores split by practice size for

North East Lincolnshire CCG and for North Lincolnshire CCG (NLAG activity).

Full SHMI Scores By GP Practice Size Out of Hospital SHMI Scores By GP
North East Lincolnshire CCG Practice Size North East Lincolnshire
NLAG Activity - year to August 2013 CCG - NLAG Activity - year to August
140 140
2013
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Source: Information Services/HED
Full SHMI Scores By GP Practice Size Out of Hospital SHMI Scores By GP
North Lincolnshire CCG Practice Size North Lincolnshire CCG
NLAG Activity - year to August 2013 NLAG Activity - year to August 2013
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Source: Information Services/HED

Comment: For North East Lincolnshire CCG, the smaller practices had a lower out of
hospital SHMI than the full SHMI score, with the opposite shown for the larger practices. For
North Lincolnshire CCG, the out of hospital SHMI was higher than the full SHMI score for
both smaller and larger GP practices.
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CCG SHMI: Full, In and Out of Hospital Trending Gra  phs

The following two graphs show the moving annual total scores for the full, in and out of
hospital SHMI for North East Lincolnshire CCG and North Lincolnshire CCG respectively.
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Comment:

the year to August 2013 from 122 for the year to August 2012. The gap between the full

SHMI and the out of hospital SHMI has widened during the periods shown.

The full SHMI for North East Lincolnshire CCG has reduced to a score of 112 for
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Comment: The full SHMI for North Lincolnshire CCG has reduced slightly to a score of 105
for the year to August 2013 from 107 for the year to August 2012. However, the out of
hospital SHMI has been increasing and the gap between the full SHMI and the out of hospital

SHMI has widened during the periods shown.
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CCG SHMI: Full SHMI by GP Practice Size Trending Gr aphs

The following two graphs show the moving annual total scores for the full SHMI by GP
practice size for North East Lincolnshire CCG and North Lincolnshire CCG respectively.
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Comment: The smaller practices in North East Lincolnshire have a higher SHMI than the

larger practices. The SHMI trend for the larger practices is reducing. In recent months the
SHMI for the smaller practices has slightly increased.

NL CCG SHMI: Full SHMI by GP Practice Size Moving Annual Totals (MAT)
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Comment: The SHMI scores for smaller practices in North Lincolnshire have reduced and

have been close to national average since April 2013. The SHMI trend for the larger
practices shows a slight reduction during the periods shown.
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North East Lincolnshire CCG SHMI (NLAG Activity):

12 months to August 2013

Full and Out of Hospital SHMI —

The following table shows the total number of deaths, number of out of hospital deaths, full
SHMI scores, and out of hospital SHMI scores, sorted by the total number of deaths, for GP
Practices in North East Lincolnshire CCG (NLAG activity).

You will note that for some GP practices we are dealing with small numbers of deaths and a
slight shift in these numbers can cause the SHMI scores to fluctuate.

Out of Out of
Patient Total Hospital Full Hospital

GP Practice Spells Deaths Deaths SHMI SHMI
03H - NHS North East Lincolnshire CCG 21876 885 253 112 125
THE ROXTON PRACTICE 2055 102 29 120 137
SCARTHO MEDICAL CENTRE 1497 83 24 115 128
CLEE MEDICAL CENTRE 1940 80 28 104 140
BEACON MEDICAL 1567 79 31 100 146
THE CHANTRY HEALTH GROUP 868 50 19 126 202
PELHAM MEDICAL GROUP 1180 49 12 115 121
DR JRC POTTER AND PARTNERS 1319 41 10 106 101
DR DE HOPPER AND PARTNERS 1578 40 8 83 64
RAJ MEDICAL CENTRE 746 31 4 169 85
STIRLING MEDICAL CENTRE (S KUMAR) 685 30 10 109 135
DRS CHALMERS & MEIER 631 29 8 107 122
BIRKWOOD MEDICAL CENTRE 908 28 8 122 127
DR S DIJOUX 372 28 7 119 118
LITTLEFIELD SURGERY 606 27 7 125 117
BISWAS B 348 22 5 155 143
STIRLING MEDICAL CENTRE (MATHEWS) 587 19 5 130 137
DR MA ZARO AND PARTNER 346 17 5 108 138
ASHWOOD SURGERY 744 16 4 93 91
DR AMIN 375 16 7 102 187
DR P SURESH BABU 375 15 4 138 151
KOONAR KS 183 14 2 227 144
DR GG DE AND DR A SINHA 576 14 3 83 70
DR JETHWA 384 12 6 84 156
HUMBERVIEW SURGERY 317 9 2 123 119
BEDI NPS 320 9 0 80 0
DR AH HUSSAIN 287 9 2 104 77
WYBERS WOOD SURGERY 241 6 2 121 154
QUAYSIDE OPEN ACCESS CENTRE 492 4 0 81 0
OPEN DOOR 310 4 0 103 0
KESHRI SN 24 2 1 320 435
DIP 15 0 0 0 0

Source: Information Services/HED

Two graphs showing the GP practice full and out of hospital SHMI scores for the CCG follow.

Directorate of Clinical & Quality Assurance, December 2013

Page 28 of 56






The following two graphs show the GP practice full and out of hospital SHMI scores for North
East Lincolnshire CCG (NLAG activity) benchmarked against the CCG'’s full SHMI (112) and
out of hospital SHMI (125) scores respectively. The graphs include the SHMI 95%
confidence interval error bars, which show with 95% confidence that the SHMI scores fall
between the lower and upper limits.

Full SHMI Scores for North East Lincolnshire CCG GP Practices -
NLAG Activity - year to August 2013

DIP
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LITTLEFIELD SURGERY
THE CHANTRY HEALTH..
STIRLING MEDICAL..

DR P SURESH BABU

Source: Information Services/HED

Comment: For two North East Lincolnshire CCG GP practices (indicated by red bars) the
full SHMI lower 95% confidence limit is higher than the CCG'’s full SHMI score (112). There
were 31 deaths for Raj Medical Centre and 14 for Koonar KS.

Out of Hospital SHMI Scores for North East Lincolnshire CCG GP Practices -
NLAG Activity - year to August 2013
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CLEE MEDICAL CENTRE

Source: Information Services/HED

Comment: None of the North East Lincolnshire CCG GP practices have an out of hospital
SHMI lower 95% confidence limit that is higher than the CCG’s out of hospital SHMI score
(125). Note that we are dealing with smaller numbers of deaths for the out of hospital SHMI
scores which leads to wider confidence intervals.
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North Lincolnshire CCG SHMI (NLAG Activity):

months to August 2013

Full

and Out of Hospital SHMI — 12

The following table shows the total number of deaths, number of out of hospital deaths, full
SHMI scores, and out of hospital SHMI scores, sorted by the total number of deaths, for GP

Practices in North Lincolnshire CCG (NLAG activity).

You will note that for some GP practices we are dealing with small numbers of deaths and a
slight shift in these numbers can cause the SHMI scores to fluctuate.

Out of Out of
Patient Total Hospital Full Hospital

GP Practice Spells Deaths Deaths SHMI SHMI
03K - NHS North Lincolnshire CCG 22922 879 270 105 120
KENNEDY JCBS 2773 104 34 103 127
RIVERSIDE SURGERY 1658 92 21 115 97
TRENT VIEW MEDICAL PRACTICE 1649 76 24 115 135
CAMBRIDGE AVENUE MEDICAL CENTRE 2312 75 25 88 108
ASHBY TURN PRIMARY CARE PARTNERS 1863 69 23 95 116
DR RM JAGGS-FOWLER & PARTNERS 1525 59 19 124 148
SOUTH AXHOLME PRACTICE 1179 57 18 117 134
CHURCH LANE MEDICAL CENTRE 1277 54 17 98 119
CEDAR MEDICAL PRACTICE 985 52 14 121 125
WINTERTON MEDICAL PRACTICE 1228 49 12 117 102
BRIDGE STREET SURGERY 780 44 17 123 177
KIRTON LINDSEY SURGERY 590 26 12 126 218
THE OSWALD ROAD MEDICAL SURGERY 655 21 5 103 91
THE BIRCHES MEDICAL PRACTICE 1206 21 4 68 51
WEST COMMON LANE TEACHING

PRACTICE 820 20 3 90 51
BALASANTHIRAN S 433 19 4 85 65
DR SHAMBHU & UGARGOL 600 18 5 107 104
VORA A 257 13 6 129 216
MARKET HILL 8 TO 8 CENTRE 790 4 3 45 115
WEST TOWN SURGERY 190 3 1 73 83
BHORCHI GR 152 3 3 76 274

Source: Information Services/HED

Two graphs showing the GP practice full and out of hospital SHMI scores for the CCG follow.
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The following two graphs show the GP practice full and out of hospital SHMI scores for North
Lincolnshire CCG (NLAG activity) benchmarked against the CCG’s full SHMI (105) and out
of hospital SHMI (120) scores respectively. The graphs include the SHMI 95% confidence
interval error bars, which show with 95% confidence that the SHMI scores fall between the
lower and upper limits.

Full SHMI Scores for North Lincolnshire CCG GP Practices -
NLAG Activity - year to August 2013
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Source: Information Services/HED

Comment: None of the North Lincolnshire CCG GP practices have a SHMI lower 95%
confidence limit that is higher than the CCG’s out of hospital SHMI score (105).

Out of Hospital SHMI Scores for North Lincolnshire CCG GP Practices -
NLAG Activity - year to August 2013
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Source: Information Services/HED

Comment: None of the North Lincolnshire CCG GP practices have an out of hospital SHMI
lower 95% confidence limit that is higher than the CCG's out of hospital SHMI score (120).
Note that we are dealing with smaller numbers of deaths for the out of hospital SHMI scores
which leads to wider confidence intervals.
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4.9 Risk Adjusted Mortality Index (RAMI)

NLAG RAMI Score in National Context

The Trust now uses the SHMI as its key standardised mortality ratio (smr), however it is
prudent to monitor performance on other indicators if we have them available to us. The
Trust has access to the CHKS Signpost product to monitor other areas of performance such
as emergency readmission rates, outpatient did not attend (dna) rates and new to review
ratios. Signpost also gives us access to Risk Adjusted Mortality Index (RAMI).

The RAMI is a standardised mortality ratio that is casemix adjusted. It uses a different
methodology from SHMI. Where possible, a RAMI score should be compared to a peer
value as the older the statistical model is, a score of 100 is not necessarily the ‘norm’. CHKS
update, or rebase, the model once a year.

The graph below shows the Trust's most recent 12 months’ RAMI score in comparison with
other national Trusts.

NLAG’'s RAMI score in comparison with other national Trusts — twelve months to
October 2013

€

..o~ National RAMI Scores Range - twelve months to October 2013

100

RAMI

Peer top quartile

Source: CHKS

Comment: NLAG has a RAMI score of 89. The national average RAMI score is 88.

A section on the Trust's HSMR position follows.
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4.10 Hospital Standardised Mortality Ratio (HSMR)

The Dr Foster Hospital Guide is released each November/December. The December 2013
release showed NLAG with an overall HSMR score of 109 for the twelve months to March
2013. This was on the borderline of the ‘higher than expected’ banding (the upper limit is
108.55) and showed a reduction of 9 points from the score of 118 for the previous year
(twelve months to March 2012).

The HSMR was also provided for emergency weekend and weekday admissions. These
figures showed a higher HSMR (113) for weekend emergency admissions than for those on
a weekday (109). Both HSMRs were in the ‘as expected’ banding.

In terms of more recent data, the following, sourced from the Healthcare Evaluation Data
(HED) toolkit, shows the Trust's most recent 12 months’ HSMR score in comparison with
other national Trusts.

National HSMR Scores Range - Twelve months to September 2013
140

NLAG

120 \l/

100

80

HSMR

60

40

20

0

Source: Information Services/HED

Comment:. NLAG has a HSMR of 103 for the twelve months to September 2013, the
national average being 100.
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5.0 CLINICAL CODING INDICATORS

The following report outlining coding indicators is compiled by Information Services. It
contains analysis of NLAG’s performance in relation to those coding indicators that have an
impact on mortality indicators such as SHMI, RAMI and HSMR.

Executive Summary:

The data contained within this section illustrates:

tors

< During the last year, the average depth of coding h  as improved in the trust and
is better than the peer average. In November 2013  there were 4.9 diagnoses per
coded episode compared to a peer of 4.4.

ica

Ind

* Over the last twelve months, the number of co-morbi dities recorded and coded

has increased. In November 2013 there were 8521 co -morbidity codes. The (@)
continued full collection and recording of co-morbi dities should be reasserted c
to clinicians. cam

* Over the last year, the percentage of admissions wi th an R signs and
symptoms code has increased — 6.8% in November 2013 compared to 3.8% in
November 2012. The percentage of first episodes wi  th an R code as a primary
diagnosis has been better than peer since October 2 012. In November 2013,
the trust had 7.1% of first episodes with a primary diagnosis R code — the peer
average was 10.4%. Continued Clinical Coding input with clinicians on
recording appropriate, specific diagnoses should co ntinue.

©
@)
O

inica

Cl

« With regards to coded palliative care (Z515 code), the trust performance
matches the peer for the percentage of episodes wit  h a palliative care code
(Trust 0.7% v peer 0.7%).

A lot of work has been invested into improving the recording in, and subsequent coding of,
clinical casenotes. Pro-active work continues to take place in the communication between
clinical staff delivering care and the coding team to ensure what is recorded on the data
systems within the Trust is as accurate and in-depth as possible.
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5.1 Depth of Coding

Depth of coding is the average number of diagnosis codes per episode of care. A high depth
of coding reflects a wide source of clinical information captured in the casenotes that then
goes on to be coded. It is widely recognised that a high depth of coding may be an
advantage in relation to mortality indicators such as SHMI, RAMI and HSMR as it helps to
accurately reflect the total number of “expected deaths”. This said, the quality of the source
diagnoses in the casenotes is also important — having many non-specific diagnoses will not
benefit the Trust in relation to mortality indicators.

Depth of Coding — April 2011 to present

The following graph shows the depth of coding for all episodes of care from April 2011 to
present.

Depth of Coding Trend - All Episodes
6.0

55

3.0 4
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5322862882522~ 28024828¢2:5<22°32802

2011 2012 2013
—4—DPOW ~—8—SGH GDH Peer

Source: Information Services/CHKS

Comment: You will see that since the beginning of 2012, Grimsby has performed above the
peer average. Scunthorpe has been improving and since December 2012 has matched or
beaten the peer average. Of late, Goole had performed slightly better than the peer
performance but performance has dipped in the most recent month. The Trust has
increased its depth of coding from 4.4 diagnoses per coded episode of care in November
2012 to 4.9 in November 2013. In the most recent month there were 49,804 diagnoses
coded across the trust.

An analysis of the recording of co-morbidity codes, which can positively affect the ‘expected
number’ of deaths in mortality ratios, such as SHMI, follows.
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5.2 Recording of Co-Morbidity Codes

The recording and coding of co-morbidities is important to monitor as they affect the risk
given to the patient in the SHMI statistical model. If co-morbidities are not recorded this
could be reducing the “expected number of deaths” and therefore potentially raising our
SHMI score. Fully recording co-morbidities also benefits RAMI and HSMR.

Number of co-morbidity codes coded

The following graph shows the number of co-morbidity codes coded from April 2011 to
present.

Number of Co-morbidities Trend - All Episodes

6000 -
5000
4000
3000
2000
1000 -

‘—>~CEQDQ.‘-’>UC.Q‘-‘—>~C3QDQ.‘-'>UC.Q‘—‘->~CSQOQ.*-’>

2823288228822 25832323382288228583232233¢ 2

2011 2012 2013
—4—DPOW —fli—SGH GDH

Source: Information Services

Comment: The amount of co-morbidities coded has increased over the last year. The
continued collection of co-morbidities, which should be supported by clinical management,
should be stressed to help to continue to improve the amount of co-morbidities collected and
coded. We have no benchmarking data to derive a peer comparison. There were 8521 co-
morbidity codes collected in November 2013 across the Trust.

An analysis of the recording of signs and symptoms codes, which can adversely affect the
‘expected number’ of deaths in mortality ratios, such as SHMI, follows.
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5.3 Signs and Symptoms “R” Codes

The recording and coding of primary diagnoses is important as this is one of the data items
that affects the risk attached to the patient in the SHMI statistical model. If a diagnosis is
recorded as a query or is not specific, then this is coded as an R signs and symptoms code.
These R codes hold a lower risk, this is turn reduces the expected number of deaths having
the outcome of a higher SHMI score. A reduction in R codes will also benefit RAMI and
HSMR.

Percentage of patient admissions with an R code as a primary diagnosis

The following graph shows a site level trend of the percentage of patient admissions with an
R code as a primary diagnosis.

Percentage of admissions with an R Code Diagnosis*
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* where multi episode spell has a primary diagnosis of an R Code in the first two episodes or where a single episode spell has a
primary diagnosis of an R code in that single episode.

Source: Information Services

Comment: The percentage rate of admissions with an R code signs and symptoms
diagnosis has showed an increase over recent months. A reduction will be achieved by
clinicians recording appropriate, specific diagnoses upon admission. From October 2012,
there was a substantial drop in the percentage of admissions with an R code signs and
symptoms diagnosis. This reflects the work that was been carried out with clinicians by
Clinical Coding. However, the Trust level percentage has increased to 6.8% in November
2013 from 3.8% in November 2012. Numerically, there were 598 admissions with an R code
in November 2013 — this has increased from 340 in November 2012.

Use of Signs and Symptoms R Codes — Benchmarked Pos  ition

Using the CHKS benchmarking system, we can benchmark our use of R codes against a
peer average. The following graph shows the percentage of first episodes with a primary
diagnosis of an R code.
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The percentage of first episodes with a primary dia  gnosis of an R code

Percentage of first episodes of care with a primary diagnosis of an R Code -
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Comment: The graph shows that since October 2012, our rate against peer average for the

percentage of first episodes of care with an R code as a primary diagnosis has improved
(dropped). Our rate in October 2013 was 7.1% compared to a peer value of 10.4%. It is
worth noting an increasing trend since December 2012.

5.4 Palliative Care Coding

The recording and coding of palliative care (Z515 code) for appropriate patients will exclude
these patients from the RAMI indicator. The code is also used to adjust the Dr Foster HSMR
statistic. Presently, the SHMI indicator makes no adjustment for palliative care.

Percentage of episodes with a Z515 palliative care  code — Benchmarked Position

The following graph shows the percentage of episodes of care which were coded with a
Z515 palliative care code against the peer average.
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Source: Information Services/CHKS
Comment: In the main the trust has largely performed better than peer in the coding of
palliative care when looking at all episodes of care. In November 2013, the trust coded 0.7%

of episodes with the code v a peer average of 0.7%. The monthly numerical average is c. 70
episodes with this clinical code.
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6.0 UPDATE ON MORTALITY TRIGGER TOOL WORK
6.1 Overview of the process:

From the 1% April 2012 the Trust made the decision to review all deaths within the Trust
using the Mortality Trigger Tool. The tool enables two objectives to be met:

1) Assess trends in almost ‘real time’ enabling proactive action to be taken,
2) Provide a means of escalating cases for a more detailed clinical review by a

consultant (not involved in the care delivery to the patient) thus identifying additional
causes of concern from a clinicians perspective.

Stage 1 of the process:

All patients having died within the Trust have their medical notes assessed using page 1 of
the Trigger Tool. This review is completed by the Trust’s Clinical Coding team.

Page 1 of the
Trigger Tool
(,‘[.:I?r:::gleg:dli}:g 1,280 patients have been reviewed by the Clinical Coding team
Team against page 1 of the Trigger Tool since January 2013.
STAGE 1 v The Trends from this review work are outputted to the Mortality

Dashboard, which is monitored by Mortality Performance

Mortality Review Committee (MPC).

Database (MRD)

Stage 2 of the process:

STAGE 2 of the review process involves a clinician review if 1 or more triggers (excluding
patients on the Liverpool end of life Care Pathway not being reviewed every 48 hours by a
senior clinician) have been identified as a result of stage 1. The trigger list has been updated
to include additional nursing triggers and so when appropriate some cases require review by
an impartial consultant (not involved in the care delivery of the patient) and/or a nurse,
dependant on the triggers identified.

STAGE 2 was formally commenced in August 2012 following communication from the
Medical Director, Dr Liz Scott, to all consultants within the Trust asking for their support. In
December 2012, senior nurses begun to become involved in the review of cases that were
identified as having ‘nursing triggers’.

Of the 1,280, 1,212 (95%) patients had 1 or more
Trigger identified during STAGE 1 review and are
therefore eligible for review by a clinician.

1 or more
‘triggers’ present
STAGE 2 I oo ove bee st At the time of writing since January 2013, 281 cases
e have now been reviewed by a consultant/senior middle
| grade.
T WedicalRoview ) At the time of writing, 161 cases have now been

See P;

reviewed by a senior nurse.

Review by a nurse Review by an impartial consultant
(did not provide care to patient)

age 2 ‘Nursing Review' Trigger i
Tool Review Process and completion of Page 2

The outcomes from this review are being reported via the
Mortality Dashboard and informing stage 3 of the
process, outlined below.
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Stage 3 of the process — Medical Review:

Where learning points have been identified as a result of a senior doctor review, these cases
are:

* Reviewed by the Medical Director/Group’s Clinical Director,

e Significant concerns can then be escalated to the Executive Team,

» Cases offering learning will then be presented/discussed at a specific specialty
specific Mortality Review Meeting (chaired by the Medical Director, senior medical
member of the Mortality Performance Committee (MPC) or the Group’s Clinical
Director).

Stage 3 of the process — Nursing Review:

Where learning points have been identified as a result of the nursing review, these cases
are:

* Reviewed by the Chief Nurse,

« Significant concerns can then be escalated to the Executive Team,

e Cases offering learning will then be presented/discussed at a specific nursing
Mortality Review Meeting (chaired by the Chief Nurse).

Stage 4 of the process:

The outcomes from the mortality review discussions will be fed into the specialty group’s
Clinical Governance Meeting framework for their monitoring of resulting action plans.

The above process is being evaluated at the current time in order to ascertain an improved
method of merging learning from medical and nursing reviews into one specialty focussing
Morbidity and Mortality meeting. This will be discussed in more detail by the Mortality
Performance Committee.
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7.0 UPDATE ON PATHWAY SPECIFIC MORTALITY ACTION
GROUPS

7.1 Acting on the ‘Themes’ identified

Section 4 of this report provides a detailed summary of mortality performance at ‘pathway’
level. This information is supported by the ‘action themes’ from the Trigger Tool mortality
review process.

In order to act on this information clinically-led teams have been set up to focus on taking
action to improve specific pathway areas ensuring that pathways of care are clearly defined
and followed. These groups will be accountable to the Mortality Performance Committee.

The pathway groups are as follows:

» Stroke Services

* Respiratory Medicine

» Gastroenterology

* Hospital Acquired Pneumonia
*  Fluid Management

» Cardiac Arrests

* Sepsis

* Haematology/Oncology

* Diabetes & Endocrine

Supported by more general action groups focussing on:

» Safe staffing levels
» Data
* Emergency Services

The focus of these groups will be to act with the support of quality evaluation methods
designed to measure the impact of such interventions.

Each month, one of these areas will be focussed on in more detail to outline the work being
taken. This month, this report features the Cardiac Arrest improvement group.
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7.2 FOCUS ON: Cardiac Arrest

1. BACKGROUND TO THIS PATHWAY IMPROVEMENT PLAN

As part of the Trust's work to understand its mortality performance, cardiac arrest was
identified as an area requiring further scrutiny. This area was identified as a result of a
number of different work streams, including an external report undertaken by Transforming
Health Ltd (THL) and the results from a recent National Confidential Enquiries into Patient
Outcome and Death (NCEPOD) study entitled ‘Time to Intervene’ in which the Trust
contributed data towards. The themes from these work streams also fitted into the Trust's
work underway at the time to implement the National Early Warning Scoring system
(NEWS). All three avenues of work were the basis for this improvement project looking at
reducing the number of cardiac arrests through greater identification of the deteriorating
patient and the escalation of care provided.

The pathway specific improvement action plan for this area is reported over the next few
pages. It focusses primarily on improved education of doctors and nurses.
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2.

i1 HAction Plan

AN IMPROVEMENT ACTION PLAN & DELIVERY TIMETABLE

Accountable for
delivery

Start date

End date

How evidenced?

RAG Rating -
achieved?

f’;:ﬁihe problem - Cardiac Arrestissues and key | 1o piocey 01/04/2013 | 31/07/2013 [Cardiac arrest audit report COMPLETE
18-Nov-13: Email discussion with
Scope the problem - lack of escalation to senior foundation training directors to
. p P . Dr Asumang 01/10/2013 31/10/2013 [Email evidence COMPLETE understand issue in more detail. In view
clinicians and higher levels of care . .
of this trainees access to ALERT course
was felt to be a priority.
18-Nov-13: Emails discussion with
) . . foundation training directors as to what
D?f_m_e Standarf'.ls - lack of escalation to senior Dr Asumang 01/10/2013 30/11/2013 [Email evidence Green is the 'gold standard' training for
clinicians and higher levels of care . .
trainees (F1 & F2 grades) to access i.e.
IALERT, ATLS etc.
18-Nov-13: Once gold standard training
. . . defined by programme directors (x2 F1
Draft pa.th.w.ay/mterve.nnons lack of escalation to Dr Asumang 01/11/2013 30/11/2013 [Email evidence Green trainees, each site, x2 F2 trainees, each
senior clinicians and higher levels of care . . . . .
site) then implementation details of this
to be confirmed.
18-Nov-13: Evaluate training
. . . . . successfulness by using a pilot sample
Evalua_te pa_tl_w.vay/lnterv.ennons lack of escalation Dr Asumang 01/04/2014 30/05/2014 Pilot audit to be undertaken based on N/A - Not yet t-om the National Cardiac Arrest Audit.
to senior clinicians and higher levels of care NCAA data commenced o .
Determine if escalation processes were
followed.
. . . . 18-Nov-13: based on audit findings
Cl_me_clf Embedd(_ed - lack of escalation to senior Dr Asumang 01/06/2014 30/06/2014 Pilot audit to be undertaken based on N/A - Not yet determine if training has helped resolve
clinicians and higher levels of care NCAA data commenced this issue
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i3 HAction Plan

Accountable for
delivery

Start date

End date

How evidenced?

RAG Rating -
achieved?

18-Nov-13: Agreed with Medical
Scope the problem - ongoing review of cases of Director that cardiac arrest will be
7 |cardiac arrest - add to the Trust's Mortality Trigger Jeremy Daws 01/10/2013 31/10/2013 COMPLETE classified under 'concern from reviewer'
lTool Review Form 'Cardiac Arrest' as a trigger trigger. Communicated this to Coding
Team for their use going forward.
18-Nov-13: This action around assessing
lity of CPR - followi
8 |pulmonary resuscitation - Develop recurrent audit [Dr Asumang 01/01/2014 28/02/2014 v . P y . 4
. commenced |view of the goal to reduce cardiac
for quality assurance purposes . .
arrests in the first place, hence start
date of Jan-14.
Define Standards - Effectiveness of cardio- N/A - Not yet
9 |pulmonary resuscitation - Develop reucrrent audit |[Dr Asumang 01/01/2014 28/02/2014 commenc\(/ed 18-Nov-13: as part of audit define gold
for quality assurance purposes standards for this area of care.
18-Nov-13: Intervention likely to revolve
Draft pathway/interventions - Effectiveness of N/A - Not yet around the work of the Resuscitation
10 |cardio-pulmonary resuscitation - Develop reucrrentDr Asumang 01/01/2014 28/02/2014 commenc\a/ad training officers. Audit will include
audit for quality assurance purposes lobservational audits which will pick up
areas where better education is needed.
Evaluate pathway/interventions - Effectiveness of N/A - Not yet
11 |cardio-pulmonary resuscitation - Develop reucrrentDr Asumang 01/09/2014 31/10/2014 |Audit results commenc\(/ed 18-Nov-18: Observational audit to be
audit for quality assurance purposes repeated
ICheck Embedded - Effectiveness of cardio- N/A - Not yet
12 pulmonary resuscitation - Develop reucrrent audit [Dr Asumang 01/09/2014 31/10/2014 |Audit results commenc\(/ed 18-Nov-18: Observational audit to be
for quality assurance purposes repeated
Scope the problem - Ensure patients are sent to
13 the most ap.propriatg walifd/specialty for t.heir care [Anthony Fitzgerald, Dr 01/10/2013 28/02/2014 As Part of the Sustainable Services Green 18-Nc?v-13: Actic.m form:s part of t.he
I Cost benefit analysis of increased Intensive Care [Kate Wood review sustainable services review ongoing at
facilities within the Trust, namely at Scunthorpe present
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i3 HAction Plan

Implementation pathway/interventions - Ensure
patients are sent to the most appropriate

Accountable for
delivery

Start date

End date

How evidenced?

RAG Rating -
achieved?

. . . . Anth Fit Id, D N/A - Not yet
14 |ward/specialty for their care - Cost benefit analysis nthony ritzgera ' 01/03/2014 30/06/2014 / otye
. . e s Kate Wood commenced
of increased Intensive Care facilities within the
ITrust, namely at Scunthorpe
ICheck Embedded - Ensure patients are sent to the
most appropriate ward/specialty for their care -  |Anthony Fitzgerald, Dr N/A - Not yet
5 Cost benefit analysis of increased Intensive Care  [Kate Wood 01/07/2014 31/08/2014 commenced
facilities within the Trust, namely at Scunthorpe
Scope the problem - Improve documented Increased reliance on Web V ward
16 prescrlptllon at admlss.lon of hoyv frequently Karen Dunderdale 01/10/2013 31/12/2013 s.crt?ens within the Trust ensures COMPLETE .18-Nov-13: Complete, now incorporated
observations are required that inform the timings of observations are completed into Ward use of Web V and the
calculation of NEWS score in line with policy Electronic Patient Record.
Define Standards - Improve documented Increased reliance on Web V ward
17 prescrlptllon at admlss.lon of hoyv frequently Karen Dunderdale 01/10/2013 31/12/2013 s.crt?ens within the Trust ensures COMPLETE .18-Nov-13: Complete, now incorporated
observations are required that inform the timings of observations are completed into Ward use of Web V and the
calculation of NEWS score in line with policy Electronic Patient Record.
Pilot pathway/interventions - Improve Increased reliance on Web V ward
documented prescription at admission of how screens within the Trust ensures 18-Nov-13: Complete, now incorporated
18 K Dunderdal 01/10/2013 31/12/2013 MPLETE
frequently observations are required that inform aren bunderaale /10/ 12/ timings of observations are completed o into Ward use of Web V and the
the calculation of NEWS score in line with policy Electronic Patient Record.
Evaluate pathway/interventions - Improve Increased reliance on Web V ward
documented prescription at admission of how screens within the Trust ensures 18-Nov-13: Complete, now incorporated
19 . . . K Dunderdal 01/10/2013 31/12/2013 |. . . MPLETE .
frequently observations are required that inform aren bunderdale /10/ /12/ timings of observations are completed o into Ward use of Web V and the
the calculation of NEWS score in line with policy Electronic Patient Record.
ICheck Embedded - Improve documented Increased reliance on Web V ward 18-Nov-13: NEWS Trustwide audit
20 prescript.ion at admiss.ion of hoyv frequently Karen Dunderdale 01/11/2013 31/01/2014 s.crt?ens within the Trust ensures Green unde.rtaken fiuring Novgmber. Area also
observations are required that inform the timings of observations are completed monitored via the Nursing Dashboard
calculation of NEWS score in line with policy and the Monthly Quality Report.
Scope the problem - Address poor compliance with
g1 posessing all patients for suitability of a DNAR orderiy o 01/10/2013 | 31/12/2013 (Cardiac arrest audit report COMPLETE

on initial senior review and when there is evidence
of treatment failure

18-Nov-13: Completed a feature of
original audit findings
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i3 HAction Plan

Accountable for
delivery

Start date

End date

How evidenced?

RAG Rating -
achieved?

Define Standards - Address poor compliance with 18_!\10\1_13: St.andard populatlf)n, all
assessing all patients for suitability of a DNAR order patients considered to be at risk of a
22 . & p . B o Dr Asumang 01/10/2013 31/10/2013 [Email discussion COMPLETE cardiac arrest should have a discussion
on initial senior review and when there is evidence . . . .
of treatment failure with the patient and relatives regarding
the initiation of a DNAR order.
Draft pathway/interventions - Address poor 1§-Nov-1§: Email dISC-USSIOI? with .
compliance with assessing all patients for Clinical Directors to disseminate this
23 [, P . g p " ; . Dr Asumang 01/10/2013 31/10/2013 COMPLETE issue to their medical teams, Dr
suitability of a DNAR order on initial senior review L .
L . IAsumang invitied to speak to meetings
and when there is evidence of treatment failure . .
on this topic.
Evaluate pathway/interventions - Address poor
24 co.mp|.|a.nce with assessing all r?atclfents fgr . Dr Asumang 01/11/2013 31/01/2014 3-4 mor}ths worth of NCAA Data to Green 18-Nov-.13: Evaluation of |mp|fovement
suitability of a DNAR order on initial senior review determine progress to be evidenced from the National
and when there is evidence of treatment failure Cardiac Arrest Audit
ICheck Embedded - Address poor compliance with
assessing all patients for suitability of a DNAR order 3-4 months worth of NCAA Data to
25 on initial senior review and when there is evidence Dr Asumang 01/11/2013 31/01/2014 determine progress Green 18-Nov-13: Determine progress based
of treatment failure on audit findings.
18-Nov-13: Dr Asumang to meet with Jill
s esponslsctiniono i
26 [themes - NCEPOD and RCP standards - Actingon  [Dr Asumang 01/12/2013 28/02/2014 P P . Green .g
NCEPOD Report recommendations then merge the NCEPOD action plan
the results . . . \
with this one relating to the Trust's
Cardiac Arrest Findings.
Draft pathway/interventions - lack of escalation to
27 Isenior clinicians and higher levels of care - Karen Dunderdale 01/10/2013 30/11/2013 COMPLETE 18-Nov-13: Nursing access to ALERT is
increased uptake of nurses on the Alert Course now funded and complete.
Pilot pathway/interventions - lack of escalation to
28 [senior clinicians and higher levels of care - Karen Dunderdale 01/10/2013 30/11/2013 COMPLETE 18-Nov-13: Nursing access to ALERT is
increased uptake of nurses on the Alert Course now funded and complete.
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i3 HAction Plan

Accountable for
delivery

Start date

End date

How evidenced?

RAG Rating -
achieved?

Evaluate pathway/interventions -lack of escalation 18-Nov-13: Nursing access to ALERT is

29 to senior clinicians and higher levels of care - Karen Dunderdale 01/11/2013 31/12/2013 [TWD NEWS Audits COMPLETE now funded and complete. NEWS audit
increased uptake of nurses on the Alert Course undertaken in November 2013.
ICheck Embedded - lack of escalation to senior 18-Nov-13: Nursing access to ALERT is

30 ([clinicians and higher levels of care - increased Karen Dunderdale 01/01/2014 28/02/2014 [TWD NEWS Audits Green now funded and complete. NEWS audit
uptake of nurses on the Alert Course programme to run throughout the year.
Pilot pathway/interventions - Cardiac arrest issues

31 and key themes -.NCEPOD a.md RCP st.andards - Sign Dr Asumang 01/09/2013 30/11/2013 COMPLETE 18-Noy-13: First 6 mo.nths fun.ded and
up to participate in the National Cardiac Arrest compliance data is being provided. Post
Audit 6 months - TBC
Evaluate pathway/interventions - Cardiac arrest 18-Nov-13: Agree resourcing of the

35 [ssues and key the_me.s- NCEPOD.and RCP Dr Asumang 01/02/2014 31/03/2014 N/A - Not yet National A_udlt foII_owmg first 6 rTlonths
standards - Participation and review of data from commenced [of resourcing coming to an end in March
the National Cardiac Arrest Audit 2014.
Implementation - Cardiac arrest issues and key 18-Nov-13: Review 6 mths data and

33 themes - NCEPOD and RCP .standard.s - Determine a Dr Asumang 01/02/2014 28/02/2014 |NCAA Audit data N/A - Not yet .agree improvement traje.ctory for 2014
measureable target to be aimed for in terms of commenced improved access to data is helpful and
cardiac arrests at both sites @ids going forward
Define Standards: Develop system to ensure blood 18-Nov-13: Improvements in ward

34 |results/PACS are being checked and acted upon in [Dr Asumang 01/10/2013 03/11/2013 COMPLETE laccess to Web V has contributed to
a timely manner improved compliance in this area

35 g:’o"l]:;“"'catm" between leads and other pathway | /o0 01/09/2013 | 30/09/2013 COMPLETE

36 (g::’o'zgl“"'catm" between leads and other pathway | /oo 01/10/2013 | 31/10/2013 COMPLETE

37 (g::’O'L':;“"'catm" between leads and other pathway o /oo 01/11/2013 | 30/11/2013 COMPLETE

38 (g::’O'L':;“"'catm" between leads and other pathway o /oo 01/12/2013 | 31/12/2013 COMPLETE

39 ICommunication between leads and other pathway Dr Asumang 01/01/2014 31/01/2014 N/A - Not yet
groups commenced
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8.0 NURSING STAFFING LEVELS

8.1 Safe Nursing Levels As Monitored By E-Roster (H  ealth Roster)

The Trust has invested in Health Roster or as it is commonly referred to as e-rostering. This
system and its roll out within the Trust has enabled nursing rosters to be centrally monitored
and allows for operational matrons to access and quickly assure themselves that nursing
rotas are safe. The system is also a useful tool for the Trust to determine if safe staffing
principles are being adhered to. From the system it is possible for current and historical
performance to be measured in terms of:

1. Shifts without charge cover,
2. Percentage of registered skill mix,
3. Percentage of rosters unfilled.

The indicators above are recognised as being numerical measures of nursing quality and
offer an insight into the performance of the use of e-rostering which will directly affect the
patient experience of care.

The measure of shifts without charge cover has proven difficult to gain reliable information
on. Many managers will prioritise covering shifts with appropriately experienced staff but will
not always prioritise updating the e-rostering system. Work continues on this and this
measure will be used and reported upon when it can be done with confidence.

Over the past two years the e-rostering system has been embedded within the practice of
producing nursing rosters for the Trust. Initially the focus was upon getting Managers to use
the system. Over the past year since the restructure was completed the focus has moved to
enabling the Operational Matrons to take their part in confirming and challenging what is put
upon nursing rosters in order to ensure that the valuable nursing resource is deployed in a
manner that optimises safety and efficiency at the same time. Their work continues as it
constitutes a step change in nursing practice.
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Registered Skill Mix (Oct 2012 — Nov 2013)

Registered skill mix, as illustrated in the following chart can be defined as the percentage of
staff registered with the Nursing and Midwifery Council as qualified Nurses, compared with
those who are not registered and who work as healthcare assistants within a given staff
group. The e-rostering system provides real time retrospective information on staffing levels
that were actually worked as well as providing information to Operational Matrons on what is

planned.
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The above chart illustrates the Trust performance in this area and the performance of the
individual Trust sites. The Trust figures overall this month show a drop of 1.2% with DPoW
and SGH dropping by 1 and 1.8% respectively. GDH shows a 3.4% increase. With the
decrease in unfilled shifts this suggests that more shifts are being filled however the Trust

still has large numbers of registered staff awaiting PIN numbers.
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Rosters Unfilled (Oct 2012 — Nov 2013)

Rosters unfilled, as expressed in the following chart by the percentage of rosters unfilled, can
be defined as the number of shifts that have been deemed necessary to provide effective
care on a particular ward that have not been filled. The majority of ward areas have
undergone a review process to identify the number of shifts that are required in order to
provide safe and effective care. This figure can be influenced by staff shortages due to
vacancies, maternity leave, annual leave and study time allocated to a particular roster.
Operational Matrons review rosters before they are published to enable a conscious decision
to be made to fill the gap with additional hours, bank or agency therefore ensuring that care
is safe. Where rosters are fully established and the KPI's are adhered to headroom
allowance within all budgets should enable none or very little of the roster to remain unfilled.
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The above chart illustrates the Trust’'s overall performance against this measure and that of
the individual Trust sites. Overall this month the Trust as a whole shows a further 2.2%
decrease this month.

Figures for DPoW and SGH show a reduction of 2.2% and 3% respectively this reflects the
increase staff numbers available to these sites.

The figures for GDH show a slight increase this month of 0.7%.
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8.2 Acuity & Dependency Score

The Safer Nursing Care Tool (SNCT) evolved from the Association of United Kingdom
University Hospitals (AUKUH) Patient Care Portfolio Project that was tested in over 40 NHS
Hospitals over a 5 year period. It is an evidence-based easy to use tool which uses patient
acuity and dependency to help plan for future workforce development. Currently it is aimed
at acute general adult inpatient areas and is a functional tool that enables Nurses, Matrons
and Divisional Managers to identify risk and influence and apply resources appropriately.

The SNCT is only one indicator that the Trust uses. In line with national guidance, the SNCT
is used twice a year for each ward and for a 20 day period. The data from this therefore is
not robust enough but does provide a useful indicator in relation to matching acuity and
dependency to current staffing in place. It should also be noted that the budgeted
establishment illustrated in previous charts presented in this section, do not reflect the
increased establishment that have been agreed through the Confirm & Challenge process in
some areas as this has not yet been applied by the Directorate of Finance.

As a result of these limitations, the Trust are actively working with Allocate Software
(suppliers of the Health Roster system referred to in section 8.1) to review a new application,
the SaferCare module, that would support the Trust moving to the collection of daily acuity
data throughout the year. This would allow the mapping of acuity and dependency to staffing
rosters. This will as a result take into account the month to month variability in some clinical
areas resulting in more accurate and robust acuity data, which will be reported on in future
editions of the monthly mortality report.

To provide further usable information on this area, the Trust’'s Web V development team are
working to develop acuity measures that can be seen ‘at a glance’ through the clinical portal.
Both projects will support the Operations Centre and Matrons to understand the acuity of
patients on the ward when needed enabling the allocation of the most appropriate level of
staff to meet these demands.

No ward specific SNCT data is available in this month’s mortality report due to the validation
work not being completed in time for the information deadline for this report. Ward level
SNCT information will again be reported within the January Mortality Report.
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9.0 Glossary

Benchmark Peer Group: Calderdale and Huddersfield NHS Foundation Trust, Chesterfield & North Derbyshire Royal Hospital
NHS Trust, Countess of Chester NHS Foundation Trust, County Durham and Darlington NHS Foundation Trust, Doncaster
and Bassetlaw Hospitals NHS Trust, North Cumbria University Hospitals NHS Trust, North Tees & Hartlepool NHS
Trust, Rotherham NHS Foundation Trust, Royal Bolton Hospital NHS Foundation Trust, The Pennine Acute Hospitals NHS
Trust, University Hospitals of Morecambe Bay NHS Trust

Cardiac bundle: The new bundle is comprised of the following HRG4 subchapters:

Procedures: Catheter 19 years and over, Pace 1 - Single chamber or Implantable Diagnostic Device, Pace 2 - Dual Chamber,
Percutaneous Coronary Intervention (0-2 Stents), Complex Echocardiogram (include Congenital Transoesophageal and Fetal
Echocardiography), Simple Echocardiogram, Electrocardiogram Monitoring and stress testing, Percutaneous Coronary
Intervention (0-2 stents) and Catheterisation, Minor Cardiac Procedures, Other Non-Complex Cardiac Surgery +
Catheterisation, Pace 1 - Single chamber or Implantable Diagnostic Device and other (Catheterisation; EP; Ablation;
Percutaneous Coronary Intervention), Congenital Interventions: Other including Septostomy Embolisations Non-coronary Stents
and Energy Moderated Perforation, Pacemaker Procedure without Generator Implant (includes resiting and removal of cardiac
pacemaker system), Percutaneous Coronary Interventions with 3 or more Stents, Implantation of Cardioverter - Defibrillator
only, Percutaneous Coronary Interventions with 3 or more Stents and Catheterisation, and Intermediate Congenital Surgery.

Cardiac Disorders: Non interventional acquired cardiac conditions 19 years and over, Arrhythmia or Conduction Disorders
without CC, Syncope or Collapse without CC, Actual or Suspected Myocardial Infarction, Heart Failure or Shock without CC,
Deep Vein Thrombosis, Syncope or Collapse with CC, Heart Failure or Shock with CC, Hypertension without CC, Arrhythmia or
Conduction Disorders with CC, Cardiac Valve Disorders, Hypertension with CC, Endocarditis, Cardiac Arrest, and Non-
Interventional Congenital Cardiac Conditions.

Common Cause Variation: an inherent part of the process, stable and “in control”. We can make predictions about the future
behaviour of the process within limits. When a system is stable, displaying only common cause variation, only a change in the
system will have an impact.

Control Limits: indicate the range of plausible variation within a process. They provide an additional tool for detecting special
cause variation. A stable process will operate within the range set by the upper and lower control limits which are determined
mathematically

(3 standard deviations above and below the mean). The upper control limit is displayed in blue throughout this report. The lower
control limit is displayed in teal throughout this report.

Crude Mortality Rate: The crude mortality rate is based on actual numbers. Unlike the HSMR which features adjustment based
on population demographics and related mortality expectations.

The local benchmarking rate for crude mortality is adjusted quarterly. The latest adjustment reflects January 2010 data.

Hospital Standardised Mortality Rate (HSMR):  The HSMR is a method of comparing mortality levels in different years, or
between different hospitals. The ratio is of observed to expected deaths, multiplied conventionally by 100. Thus, if mortality
levels are higher in the population being studied than would be expected, the HSMR will be greater than 100. This
methodology allows comparison between outcomes achieved in different trusts, and facilitates benchmarking.

Mortality by Diagnosis Group:  These comparisons can be and are made for a large number of conditions and operations.
The three chosen are common conditions affecting many people.

Some people with acute myocardial infarction (heart attack), fractured neck of femur (broken hip) and stroke die before they can
be admitted to hospital. However, there are variations in hospital death rates among those who survive long enough to be
admitted.

Some of these deaths may be potentially preventable through faster ambulance response times and effective early treatments,
so these figures may be considered as indicative of the overall outcome of care in the Trust.

Moving Annual Total (MAT): The most recent months performance with the previous 11 months included thus providing an
annual average. This is an effective way of presenting monthly performance data in a way that reduces some of the expected
variation in the system i.e. seasonal factors providing a much smoother view of performance allowing trends to be more easily
discerned.

Risk Adjusted Mortality Indicator (RAMI): This is a risk adjusted standardised mortality ratio used by CHKS software which
has been purchased by the Trust to monitor and analyse it's data.

Summary Hospital-Level Mortality Indicator (SHMI): The most recently developed mortality ratio designed to be used to
allow comparison between NHS organisations.

Sigma: A sigma value is a description of how far a sample or point of data is away from its mean, expressed in standard
deviations usually with the Greek letter o or lower case s. A data point with a higher sigma value will have a higher standard
deviation, meaning it is further away from the mean.

Special Cause Variation: the pattern of variation is due to irregular or unnatural causes. Unexpected or unplanned events
(such as extreme weather recently experienced) can result in special cause variation. Systems which display special cause
variation are said to be unstable and unpredictable. When systems display special cause variation, the process needs sorting
out to stabilise it. This report includes two types of special cause variation, trends and outliers. If a trend, the process has
changed in someway and we need to understand and adopt if the change is beneficial or act if the change is a deterioration.
The outlier is a one-off condition which should not result in a process change. These must be understood and dealt with on their
own (i.e. response to a major incident).

Standard Deviation: Standard deviation is a widely used measurement of variability or diversity used in statistics and
probability theory. It shows how much variation or "dispersion” there is from the "average" (mean, or expected/budgeted value).
A low standard deviation indicates that the data points tend to be very close to the mean, whereas high standard deviation
indicates that the data are spread out over a large range of values.
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