
 
 

Minutes of the Meeting of the BOARD OF DIRECTORS 
held on Tuesday 18th December 2018 

in the Undergraduate Common Room, Medical Education Centre, Northern General 
Hospital 

 
PRESENT:  
Mrs. A. Laban  Vice Chair (Chair) 
Mr. T. Buckham  Non-Executive Director 
          Mrs. A. Gibbs Director of Strategy and Planning 
Mr. M. Gwilliam Director of Human Resources and Staff Development 
Mrs. C. Imison Non-Executive Director 
        Ms. K. Major  Interim Chief Executive 
Mr. C. Morley Chief Nurse 
Prof. C. Newman Non-Executive Director 
Mr. J.  O'Kane Non-Executive Director 
Mr. N. Priestley Director of Finance 
Mr. M. Temple  Non-Executive Director 
Dr. D. Throssell Medical Director 
    
PARTICIPATING DIRECTORS: 
Mrs. S. Carman Assistant Chief Executive 
      Mr. M. Harper Chief Operating Officer 
  Mrs. J. Phelan Communications and Marketing Director 
                    
IN ATTENDANCE:   
Miss S. Coulson Business Manager, Board of Directors (Minutes) 
Dr. J. Fotheringham Consultant Nephrologist STH/268/18 and 

STH/269/18(a) 
Dr. C. Bates Director of Infection Prevention and Control STH/269/18(a)&(b) 

STH/270/18 
  
APOLOGY:   Mr. T. Pedder Chairman 
   
OBSERVERS: Two members of staff 

12 Governors 
 
STH/277/18 

Declarations of Interest 
 

There were no declarations of interest made. 
 
  

A 
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STH/278/18 
Minutes of the Previous Meetings 
 
The Minutes of the previous meeting held on Tuesday 27th November 2018 were 
AGREED, APPROVED and SIGNED by the Chairman as a correct record of the 
meeting subject to the following amendment: 
 
STH/251/18 second bullet point – amended to read “There was a presentation from 
NHS Resolution plus a presentation regarding charges to be levied from the Care 
Quality Commission.” 

 
STH/267/18 

Matters Arising 
 

(a) Cancer Waiting Times 
 

(STH/247/18) The Director of Strategy and Planning reported that a detailed 
report would be presented at the January 2019 Board meeting. 

Action: Anne Gibbs 
 
STH/268/18 

Providing Patient Centred Services 
 

(a) Clinical Update: Hospital Standardised Mortality Ratios (HSMR) 
 

The Medical Director introduced the item and Dr.  James Fotheringham, 
Consultant Nephrologist and an expert in mortality metrics was in attendance. 

 
In his presentation (copy attached to these minutes) Dr. Fotheringham’s 
described the differences between the Dr. Foster (HSMR) metric and the 
Department of Health SHMI (Summary Hospital Mortality Indicator) metric and 
also how mortality was measured, reported and coded. 
 
The Chair thanked Dr. Fotheringham for an interesting presentation and 
acknowledged that this was an extremely complex topic to fully understand but 
that it was important the Board should review these indicators periodically.  

Action: David Throssell 
  

STH/269/18 
Deliver the best clinical outcomes 

 
(a) Learning from Deaths Report: October to December 2017 (Quarter 3) 
 

The Medical Director referred to the report (Enclosure B) circulated with the 
agenda papers.  He explained that since April 2017 Trust had been required to 
collect and publish, on a quarterly basis, specified information on deaths and 
the report circulated was the third of such reports.  
 
The key points to note were: 
 
• The Trust now had 20 reviewers and therefore it was expected that the 

number of Structured Judgement Reviews  (SJR) would increase. 
 

Minutes of the Board of Directors Meeting on 18th December 2018 Page 2 of 10 
 



• The Trust’s Medical Examiner reviewed all deaths at the Northern General 
Hospital (which represented the majority of deaths) and which was 634 
cases in the Quarter 3 report.  Of those 634 cases, 18 were subject to a 
Structured Judgement Review and 284 were referred to the HM Coroner.  It 
was noted that none of the deaths received a score of 1 or 2 (very 
poor/poor care) and on that basis none were found to have had their death 
contributed to by a lapse in care. 

 
• There were seven neonatal deaths which were subject to a separate 

established mortality review process in the Jessop Wing. 
 
• Sixty-seven deaths were referred by the Medical Examiner for potential 

SJR based on the categories described in the Learning from Deaths 
Guidance.  Of those, seven were deaths of patients with a learning 
disability and one was the death of a patient with serious mental illness.  

 
Candace Imison asked how the Trust learned from deaths that were referred to 
HM Coroner.  The Medical Director reported that he and the Legal Department 
received a report back from the HM Coroner on each inquest setting out the 
outcome of the process.  This was then reviewed to identify any learning points. 
 
John O’Kane commented on the timeliness of the data in the report.  The 
Medical Director reported that until recently the Trust only had 2/3 reviewers 
but now that had increased to 20, the plan was that future reports would be 
presented in a more timely manner and include up to date data.  The target for 
the New Year was to complete SJRs within 72 hours of a patient’s death. 
 
The Chair asked how the lessons learned were cascaded across the 
organisation.  The Medical Director felt that a similar process to that followed 
for lessons learned as a result of Serious Incidents should be implemented and 
would arrange for this to be actioned by the Mortality Governance Committee. 

Action: David Throssell 
 

It was also AGREED that the process would be reviewed by the Healthcare 
Governance Committee in April 2019. 

Action: David Throssell 
 

(b) Infection Prevention and Control Annual Report 2017/18 
 

Dr. C. Bates, Director of Infection Prevention and Control (DIPC) was in 
attendance. 
 
The Board of Directors RECEIVED and NOTED the Infection Prevention and 
Control Annual Report 2017/18 (Enclosure C) circulated with the agenda 
papers. 

 
(c) Clostridium Difficile 
 

Dr. C. Bates, Director of Infection Prevention and Control (DIPC) was in 
attendance and gave a presentation on Clostridium Difficile (copy attached to 
the minutes). 

 
  

Minutes of the Board of Directors Meeting on 18th December 2018 Page 3 of 10 
 



STH/270/18 
Chief Executive’s Matters 

 
The Interim Chief Executive referred to her report (Enclosure D) circulated with the 
agenda papers and highlighted the following points: 

 
• Integrated Performance Report (IPR) 

 
o Deep Dive – Infection Prevention 

 
The Chief Nurse presented the deep dive (Appendix 1 of the IPR) into the 
mandatory surveillance of infection prevention and control.  He explained that 
the report sought to provide further detail and information to assist Board 
members in their understanding about the historical and current performance 
on the organisms subject to mandatory surveillance.  It also set out the key 
programmes of work being taken forward by the Infection Prevention and 
Control Team in relation to those organisms. 
 
The key points to note were: 
 
• There had been a remarkable improvement on reducing the number of 

cases of MRSA and C.Difficile at both a national and local level.  
 

The Trust had seen a significant reduction in the incidence of MRSA 
bacteraemia and C.Difficile over the last ten years and this was at a time 
of increased patient activity growing levels of complexity and co-morbidity 
amongst those patients admitted. 
 

• Whilst there had been some improvement on MSSA and Ecoli at both 
national and local level, this was not to the same extent as for MRSA and 
C.Difficile.  However, the Trust continued to work on those areas both 
within the Trust and across the health community.  

 
In respect of MSSA the Trust was looking at decolonising more patients 
which was a strategy that had worked in other Trusts.  
 

• In comparison with sixteen other large acute teaching hospital trusts, the 
Trust was the best performing organisation in respect to Pseudomonas 
aeruginosa bacteraemia and above average for three other modules. 
However, the Trust performed less well in relation to MSSA and E.coli 
bacteraemia. The Trust was working to develop a strategy to reduce the 
incidence of E.coli bacteraemia over the next two years and this would 
also provide a further opportunity to consider the overall approach to 
Infection Prevention and Control at the Trust. 

 
The Chief Nurse reported that overall the Trust continued to perform well on 
Infection Control and continued to embrace the challenge to improve its 
performance even further. Dr. Bates commented that the Trust was being 
proactive by trying to identify high risk individual patients and where a patient 
had been in hospital for more than a week to carry out a bespoke infection 
review. 
 
The Chair acknowledged that this was a challenging area but emphasised 
that the Trust had come a long way and had made significant improvements. 
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Each Executive Director gave a brief report on their areas of responsibility: 
 
o Deliver the best clinical outcomes 

 
The Medical Director highlighted the following points from the meeting of the 
Healthcare Governance Committee on 15th October 2018: 

 
 The Care Quality Commission (CQC) Compliance Report was presented 

to the Committee.   
 
The Trust had submitted comments to CQC in their recent consultation on 
the regulation of and guidance in relation to Duty of Candour. 

 
 An update on serious incidents reported from 30th August to 28th 

September 2018 was presented to the Committee. During that period, 
three new serious incidents were reported, nine were under investigation, 
and four were closed.  
 
It was noted that a Trust wide action plan regarding NEWS2 had been 
developed and included a review of the process for escalating a 
deteriorating patient, along with establishing a new Deteriorating Patient 
Committee.   

 
 The Trust’s Performance and Information Director attended the 

Committee and gave an update on progress in relation to the Patient 
Pathway Process action plan. The Patient Pathway Process Working 
Group had been established to oversee the programme of work, the first 
phase of which involved a diagnostic exercise to identify high impact and 
high volume areas. Quarterly updates on progress would be presented to 
the Committee. 

 
 The emergency use of oxygen action plan was presented to the 

Committee and it was noted that actions were underway following the re-
audit undertaken between January and April 2018.  It was also noted that 
the Healthcare Safety Investigation Branch was due to publish their report 
on oxygen cylinders at the end of 2018.   

 
 Becky Joyce, Programme Director, Sheffield Accountable Care 

Partnership, presented the Local System Action Plan to the Committee 
which would be presented on a quarterly basis going forwards. 

 
The Chief Nurse highlighted the following points: 
 
 There were no cases of Trust assigned MRSA bacteraemia recorded for 

the month of October and the year to date total was one case. 
 

 There were eight Trust attributable cases of MSSA bacteraemia recorded 
in October 2018 and the year to date total was 33 cases against an 
internal threshold of 33.25 cases. 
 

 The Trust recorded seven cases of C.Diff in October 2018 and the year to 
date performance was 54 cases against an internal threshold of 45.5 
cases and an NHS Improvement threshold of 50.2 cases.   
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o Provide patient-centred services  

 
The Chief Operating Officer highlighted the following points: 
 
 The activity performance for October 2018 was: 
 

- Referrals received were above the baseline level included in the 
Trust’s plan 

- New outpatient activity was almost at the contract target. Performance 
for the year to date was 0.2% above target. 

- Follow up outpatient activity was 2.8% above the contract target.  
Performance for the year to date was 1.6% above target. 

- Accident and Emergency activity was 7.1% above the target and was 
5.3% over target for the year to date.  

- Elective activity was 2.4% below the contract target and was 2.6% 
below target for the year to date.  

- Non-elective activity was 1.9% below the contract target and was 
0.05% above target for the year to date. 

 
 The average number of patients who had a delayed transfer of care in 

October 2018 was 95 compared to 93 in the previous month. 
 

 85 operations were cancelled on the day for non-clinical reasons in 
October 2018 compared to 55 in the previous month. Two of those 
patients were not readmitted within 28 days but all patients had 
subsequently had their operation. 
 

 In October 2018, 89.36% of patients attending A&E were seen within four 
hours compared to the Provider Sustainability Fund agreed trajectory of 
90.0% and the national target of 95%.  

 
 56.94% of ambulance handovers occurred within 15 minutes in October 

2018, compared to 52.06% in the previous month.   
. 

 The percentage of patients who had been waiting less than 18 weeks for 
their treatment at the end of October 2018 was 92.55% which was better 
than the national target (92%).  The percentage of patients who received 
treatment in October 2018 and had waited less than 18 weeks was 
84.12% for admitted patients (local target 90%) and 91.05% for non-
admitted patients (local target 95%). 
 

 At the end of October 2018 there were no patients waiting over 52 weeks 
for treatment. 

 
 The percentage of patients that did not attend for their outpatient 

appointments was better than the national benchmark. 
 

 The percentage of referrals received from GPs through the e-Referrals 
Service in October was 99.8%. 

 
In answer to a query about whether there was any pattern to the categories of 
patients presenting at A&E, (e.g. unable to get a GP appointment), the Chief 
Operating Officer stated that there had been an increase in patients being 
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streamed to the GP Collaborative from A&E and also an increase in patients 
coming to A&E who were subsequently treated within the Resuscitation area 
of the Department.  The A&E Department were undertaking some analysis 
around postcodes. 
 
The Director of Strategy and Planning highlighted the following point: 
 
 With regard to 62 day referral to treatment (GP Referral), STH 

performance for non-shared pathways in Q2 was 81.8% (threshold 85%).  
The performance for Q2 2018/19, without reflecting the new Breach 
Allocation Guidance and reallocations, was 74.9% (threshold 85%). For 
62 day referral to treatment (Cancer Screening Service, the Trust 
performance was 83.6% (threshold 90%) without reflecting the new 
Breach Allocation Guidance.  Performance for non-shared pathways was 
88.5% 
 
Annette Laban reported that at the most recent meeting of the Waiting 
Times Performance Overview Group further discussions were taking 
place to explore further improvements.  

 
The Chief Nurse highlighted the following points: 

 
 Complaints – 89% of complaints met the agreed response timeframe 

against a target of 90%.  
  

 The Family and Friends Scores for October 2018 were: 
 
- Inpatient - 97% which was above the internal target of 95%.  
- A&E - 86% which met the internal target of 86%. 
- Community - 90% which was below the internal target of 95%. 
- Maternity - 99% which was better than the internal target of 95%. 

 
o Employing caring and cared for staff 

 
The Director of Human Resources and Staff Development highlighted the 
following points relating to performance in October 2018: 
 
 Sickness absence in was on target at 4.0% and the year to date sickness 

absence was 3.75%. 
 

 Short term absence had increased from 1.64% in September 2018 to 
1.79% in October 2018. 

 
 Long term absence had decreased from 2.29 % in September 2018 to 

2.20% in October 2018. 
 

 For the period November 2017 to October 2018, the Trust had achieved 
88.7% for the number of appraisals carried out but that was below the 
target of 90%. 

 
 Retention figures for the Trust were at 90.67% which was above the 

target of 85%.  
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The Chief Nurse highlighted the following points: 
 
 Safer staffing – overall, the actual fill rate for day shifts for registered 

nurses was 88.7% and for other care staff against the planned levels was 
112.4%.  At night these fill rates were 90.3% for registered nurses and 
129.1% for other care staff.  In any instances where the fill rate fell below 
85% the reasons were explored in detail at the Healthcare Governance 
Committee. 

 
o Spending public money wisely 

 
The Director of Finance highlighted the following points: 
 
 There had been an improvement in the Month 7 position which showed a 

£1,121.6k (0.2%) deficit against the Financial Plan which represented a 
£1.3m improvement. That position was very encouraging following the 
improvement in quarter 2 (£0.7m deficit) compared to quarter 1 (£1.7m 
deficit). 
 

 There was an activity over-performance of £1.2m in October 2018 which 
was clearly a major factor behind the improved financial position. There 
was now a cumulative over-performance of £0.9m for the year to-date. 
The main issues remained the under-performance on elective activity, the 
high level of income loss for MRET and Emergency Readmissions within 
30 days and the high level of uncoded spells for which estimated values 
had been used. 

 
 There was a pay overspend of £1.3m (0.3%) to the end of October, 2018 

although Bank & Agency costs were still £1.4m below the equivalent 
2017/18 position.  Medical staffing remained the main pressure area with 
a £5.0m overspend, a deterioration of £0.9m in month. 
 

 There was a £2.5m under delivery against efficiency plans year-to-date 
and that remained an area of focus for improvement. 

 
 The key risks for 2018/19 remained the internal delivery of activity, 

efficiency and financial plans; contracting issues, largely in respect of any 
challenges; receipt of assumed CQUIN funding; financial, workforce and 
service pressures, particularly over winter; and receipt of the PSF. 
However, the operational consequences of the recent issues relating to 
the Hadfield Block were likely to add a further level of operational/financial 
risk.  The Trust had been notified that it would not be allocated any winter 
funding this year. 

 
• Deliver Excellent Research, Education and Innovation 

 
The Medical Director reported that due to time constraints on today’s agenda the  
scheduled presentation on Research Activities had been deferred to the January 
2019 Board Meeting. 

Action: David Throssell/Sandi Carman 
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• Medical Director Recruitment 

 
David Hughes, Deputy Medical Director, had been appointed as Medical Director 
and would take up the post from 1st February 2019 after a period of handover 
throughout January 2019 with Dr David Throssell.  

 
• Hadfield Wing Update 

 
All six wards (168 beds) from the Hadfield Wing had been decanted to alternative 
locations across the organisation.  The response from all staff to the incident had 
been incredible and all the relocations had gone smoothly. A revised Winter Plan 
had been developed and the Trust had identified options which would re-provide 
44 of the identified 45 beds plus some additional intermediate care capacity in the 
community. That meant that there would be the same number of beds available 
going into Winter as planned for prior to the Hadfield closure. 
 
There was no timeline at present as to when the building works would be 
completed.  However, the scaffolding had arrived and would be erected over the 
next few days to facilitate exploratory works to commence. 
 
The Board of Directors wished to take the opportunity to extend its appreciation 
and special thanks to all staff for their commitment, hard work, dedication, and 
forbearance and for the fantastic response to the situation.  The Interim Chief 
Executive’s would convey those thanks in her Christmas Message. 

 
• Winter Plan 

 
Work continued to refine the 2018/19 Winter Plan and implement the associated 
actions to ensure that the Trust was well equipped to respond to the pressures of 
winter and thereby continue to provide our patients with high quality care.   
 

• CQC Action Plan 
 
The action plan was submitted to the CQC on 12th December 2018. It would 
continue to be refined and a more detailed quarterly work plan for each action 
would be developed.  The Healthcare Governance Committee would monitor 
progress against the actions on a quarterly basis.   

 
• South Yorkshire and Bassetlaw Integrated Care System (SY&B ICS) 

 
The SY&B ICS had been unsuccessful in bids for capital funding. The Trust 
would now review the implications of that both for the System and the Trust. 
 
It was noted that further capital allocations would come through in the coming 
years. 

 
• Sheffield Accountable Care Partnership  

 
Five ‘Shaping Sheffield: The Plan’ workshops would take place in January 2019, 
which would feed into a refresh of ‘Shaping Sheffield: the Plan’.   
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• Brexit   

 
The Trust had been notified that EU citizens and their families living in the UK 
would soon be eligible to apply to remain through a new EU settlement scheme 
(applicants need to have been living in the UK continuously for five years or 
more).  The scheme would be open to the whole population from March 2019. 
However, a pilot scheme would run from 29th November until 22nd December, 
whereby employees working in the health and social care sector could apply. 
 
The Trust would support EU staff in applying via the pilot scheme and would 
reimburse them the £65 application fee. 
 
The Chief Operating Officer stated that the real risk for the Trust was the 
uncertainty.  The approach it was taking was to manage it as a business 
continuity event looking at the following areas and identifying actions to mitigate 
the risks: 
 
 Staff 
 Pharmaceutical costs 
 Increasing costs 
 Supply of medical and surgical equipment 
 Risks to supply of food 
 
The Trust was awaiting further national guidance. 

 
• New Appointments 

 
A number of new appointments had been made and were detailed in the report. 
 

STH/271/18 
Chairman and Non-Executive Director Matters 
 
There were no matters raised. 
 

STH/272/18 
Any Other Business 

 
There were no additional items of business. 
 

STH/273/18 
Date and Time of Next Meeting 
 
The next meeting of the Board of Directors will be held on Tuesday 29th January 
2019 in the Undergraduate Common Room, Medical Education Department, 
Northern General Hospital at a time to be confirmed 
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Hospital Standardised 
Mortality Ratios 

James Fotheringham 
Consultant Nephrologist 
NIHR Clinician Scientist 

Sheffield 



Conflicts of interest 

• Funded by NIHR to look at the impact of 
variation of dialysis services across the week 
and their impact on hospitalisation & 
mortality 

• In April 2011 I was part of a team 
commissioned by the Dept of Health to 
develop a national hospital mortality indicator 



Why Measure Mortality? 



Measuring mortality is a contentious issue 



How mortality measured are reported 

Existed for over 15 years 

Responsible for identifying 
several hospitals with poor 
care 

 

Hospital Standardised 
Mortality Ratio 

Summary Hospital 
Mortality Indicator 

First reported in October 2011 

? 
High profile, powerful tool 

Little known about its derivation 

Concerns about methods and 
susceptibility to gaming 



What is a mortality ratio? 

The deaths recorded in 
the hospital 

Calculated from statistical model 
Calibrated on national data 
Run on an individual hospitals 
data to predict what deaths 
should have happened 

Standardisation:  Logistic regression (predicts a risk from 0 to 1 of death) 
  using individual patients 



Example 

= 1.20 (or 120) 

= 0.92 (or 92) 
HOW THIS  
NUMBER  

IS CALCULATED 

WHICH DEATHS 
ARE INCLUDED 

IMPORTANT 



Admission Data: Hospital Episode Statistics 
• Designed to cover all admitted care in 

England 
• Became nationally collected in 1996 
• Completed by coders after discharge 

– 20 Diagnosis Fields 
– 24 Procedure Fields 
– Location and duration of care 
– Ethnicity, socioeconomic data & death 

PbR Remuneration  
for hospital activity 

Performance measures 

Researchers 



Higher the better 

Lower the better 



  Casemix Adjustment: HSMR vs SHMI 
(The bottom number – higher the better) 

HSMR 
• Reason for admission 
• Age & sex 
• Emergency or Elective 
• Other medical conditions 
• Socioeconomic status 
• Palliative care 

 
 

SHMI 
• Reason for Admission 
• Age & sex 
• Emergency of Elective 
• Other medical conditions 

 



How to identify other medical conditions  
(Co-morbidity) 

Condition Name  ICD-10 Coding  Score 
1 Acute myocardial 

infarction  
I21, I22, I23, I252, I258  5 

2 Cerebral vascular 
accident  

G450, G451, G452, G454, G458, G459, G46, I60-I69  11 

3 Congestive heart 
failure  

I50  13 

4 Connective tissue 
disorder  

M05, M060, M063, M069, M32, M332, M34, M353  4 

5 Dementia  F00, F01, F02, F03, F051  14 
6 Diabetes  E101, E105, E106, E108, E109, E111, E115, E116, E118, 

E119, E131, E131, E136, E138, E139, E141, E145, E146, 
E148, E149  

3 

7 Liver disease  K702, K703, K717, K73, K74  8 
8 Peptic ulcer  K25, K26, K27, K28  9 
9 Peripheral vascular 

disease  
I71, I739, I790, R02, Z958, Z959  6 

10 Pulmonary disease  J40-J47, J60-J67  4 
11 Cancer  C00-C76, C80-C97  8 
12 Diabetes 

complications  
E102, E103, E104, E107, E112, E113, E114, E117, E132, 
E133, E134, E137, E142, E143, E144, E147  

-1 

13 Paraplegia  G041, G81, G820, G821, G822  1 
14 Renal disease  I12, I13, N01, N03, N052-N056, N072-N074, N18, N19, 

N25  
10 

15 Metastatic cancer  C77, C78, C79  14 
16 Severe liver disease  K721, K729, K766, K767  18 
17 HIV  B20, B21, B22, B23, B24  2 

5 

3 

10 

18 



Comorbidity predicts mortality 
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Coding “Depth” 
The better your coding, the lower your mortality indicator 



Palliative Care: 
 “Non-modifiable deaths” 

Dr Foster Palliative Care Report March 2014 

If at any point during the patient’s hospital stay they are 
coded as being palliative in the second position in the 
diagnosis list, or admitted under a palliative speciality, 

the admission is classed as palliative 



Higher the better 

Lower the better 



  Which patients and deaths they report 
(The Top Number – lower the better) 

HSMR 
• 56 different grouped 

reasons for admission 
• Accounting for 82% of 

deaths 
• In admissions spanning 

hospitals, all hospitals are 
assigned a death 

• Looks at death in hospital 
 
 

SHMI 
• All admissions grouped into 

142 reasons for admission 
• Accounts for ~100% of 

deaths 
• The last hospital gets the 

death 
• Deaths up to 30 days from 

discharge (ONS linkage) 



Comparing Crude and Expected 
Mortality 

Did hospital mortality in England change from 2005 to 2010? A retrospective 
cohort analysis, Jacques et al BMC Health Serv Res. 2013 Jun 13;13(1):216. 





Excess Deaths? 
Condition Age Comorbidity Mortality Prediction 

Pneumonia 67 2 1 0.40 

# Femur 82 6 1 0.70 

Myocard. Infarct 55 1 0 0.06 

Stroke 72 3 0 0.25 

Thyroidectomy 42 0 1 0.01 

Hip replacement 53 0 0 0.04 

Lung Cancer 74 2 1 0.54 

4 2 
Two excess deaths? 



Funnel Plots 
Larger numbers, 
Greater certainty on ratio 

High mortality 

Low mortality 

99.8 

95 

95 
99.8 

Average 



 



 



 





SO HOSPITAL MORTALITY 
INDICATORS ARE RUBBISH? 

Mohammed Mohammed and Richard Lilford were right? 



Keogh Review 

• Comprehensive review of the NHS 
urgent and emergency care system in 
England.  

• Included recommendations about 
evaluating hospital mortality indicators 

• Nick Black (LSHTM) 
– 3,400 casenote review 
– 34 NHS Trusts 
– 100 deaths per trust 

• Is there a relationship between 
avoidable mortality and HSMR/SHMI? 
 
 

 



HSMR : 100 -> 110 
Avoidable mortality increase by 3.6 -> 3.9% 

 

0.3 (-0.2 – 0.7) 0.3 (-0.2 – 1.0) 
 



Can you use casenote review to 
benchmark hospitals? 

1846 deaths 
~3.6% avoidable 
= 66 avoidable 
 deaths/year 
= ~1 a week 

Talk of reviewing  
2000 notes per year 
147 acute trusts 
14 notes per trust 
~1 avoidable death per 
trust 



In Summary 

• Hospital mortality indicators are high profile 
tools that prompt investigation 

• Imperfect, no such thing as excess deaths 
• Fallible and gameable 
• HSMR/SHMI aren’t about to be replaced or 

changed 
• Case note review is coming of age at a 

national level 
 



C.difficile 
 

Dec 2018 
Board of Directors 



Clostridium difficile 
 Bacteria that lives in the environment and 

in the gut of mammals 
 Many people carry C.diff in their gut and 

have no symptoms (2-5% of normal 
population, 8-20% patients undergoing 
regular contact with healthcare, live in 
nursing homes)  

 Carriage can last for days, months, years 
 No routine test for carriage where patient 

does not have diarrhoea  
 Cannot treat carriage 
 



Clostridium difficile 



Spectrum of disease 
 C.diff causes disease by producing a 

toxin that effects the lining of the gut  
– Asymptomatic carriage in gut 
– Diarrhoea of varying severity caused by 

something other than C.diff but carrying 
C.diff as well 

– Mild diarrhoea  
– Severe diarrhoea (unpleasant, malodorous) 
– Pseudomembranous colitis 
– Dilatation, Perforation 
– Death – directly from above, or due to 

debility on top of underlying disease 
 



Pseudomembranous colitis 



Pathogenesis 
Acquire C.difficile 
Hours, days, months, years later a 

change in bacterial ecology within 
the gut occurs (antibiotics, 
chemotherapy, GI tract surgery) 

Overgrowth of C. difficile 
C.difficile produces toxin 
Toxin mediated diarrhoea  
Particularly a problem in the elderly 
1 on 10 will relapse after recovery 



Diagnosis 
 Look for the organism and then, if 

present, look to see if a) it has the 
potential to produce toxin and b) if it 
actually is producing toxin 

 Organism but no toxin = carriage 
 Organism plus toxin = carriage plus may 

be causing patient’s symptoms‘ 
 Mandatory DH reporting  - all toxin 

positive samples – regardless of what the 
clinical picture is 

 Relapses count as a new episode (>28 
days after the initial episode) 
 



Attributing cause and effect 
On an individual patient basis – 

attributing a) where they acquired  
the C.difficile organism and b) what 
precipitated disease is not possible 

Really can only talk in 
generalisations 

Once clusters of cases are detected 
on the same ward (can be over 
weeks/months) likelihood of the 
ward being the source increases 
 



Attributing cause and effect 
 ‘Lapses in care’ are not related in time to 

outcome  
 Staff therefore find it hard to really believe 

there actions are the cause of a patient’s 
illness 
– Patient carrying C.diff uses commode 
– Commode not cleaned optimally before used 

by second patient who acquires the organism 
– Patient develop C.diff disease two weeks later 
– The HCW who did not clean the commode will 

never know the result of their actions  



What can be  done 

Reduce acquisition of C.diff 
–A) from other patients with C.diff 
–B) from environment 
 

Reduce precipitation of C.diff disease 
in carriers 
–A) keep gut flora as normal as possible 
 

 
 
 
 
 



Acquisition 
 Main source of C.diff within a hospital are people, 

mostly patients, NB: carriage increases with age 
and previous healthcare 

 Environment continually seeded with C.diff 
spores from multiple patients, 
– some with known C.diff. induced diarrhoea 
– some with C.diff carriage but diarrhoea for 

other reason, 
– some with C.diff carriage and no symptoms 

 Patients pick up random strains maybe hours, 
days, weeks, months after environment originally 
contaminated 
 



Addressing Acquisition 
 Reduce admissions, particularly the elderly 
 Reduce length of stay, particularly the 

elderly 
 Reduce re-admissions 
 The above actions a) reduce the risk of 

the patient being exposed to C.diff 
themselves and b) reduces the risk of any 
patient who happens to be carrying C.diff 
contaminating the environment. 

 Requires Trust-wide/wider healthcare 
economy approach  



Optimise Environmental Cleaning 
– Environment continually challenged 
– Standard cleaning and IPC practices will 

reduce contamination a some degree 
– NB C.diff relatively hardy, can survive for 

months in environment 
– Audits of cleaning environment and equipment 

e.g. audits  within Accreditation programme 
for environment, commodes etc. 

– Change bed pan washers to macerators 
– Optimise furnishing and fittings so cleanable 
– Change the cleaning agents to those with 

increased activity against C.diff (can cause 
issues for the items cleaned and the staff 
doing the cleaning) 

– Programme of ward decant, deep clean and 
HPV  



Like painting the Forth Bridge – 
never ending 



Issues 
 Constant cleaning is repetitive and  boring 
 Needs people to undertake it 
 Uses chemicals - effects fabric and staff 
 Effect on C.diff numbers not immediately 

apparent 
 Staff often prioritised over issues over cleaning 

commodes e.g. helping a patient that is about to 
fall 

 Increasing number of patients with conditions 
that increase environmental contamination e.g. 
dementia 

 IT equipment often un-cleanable 



Issues 
Deep clean requires 
 People 
 Expensive kit 
 Disrupts patient flow, requires empty 

beds/wards 
 Ideally requires decant facilities 
 Planned programme can be delayed often 

at short notice 
 Optimising fabric requires funds, can be 

expensive and requires empty beds/wards 
etc 



Change in gut bacterial ecology 
Age  - regulating GI tract flora seems to be 

more of a problem the older you get – 
unknown why 

Antibiotic therapy 
 GIT surgery, chemotherapy 
 Modification of gut motility 

– Enemas, GIT stimulants, Stool softeners 
– Supplementary nutrition 
– Acidity modifiers e.g. PPIs 

 Others 
– Uraemia, Burns, Malignancy 

 
 



Age 

Try and not admit patients of any 
age but particularly if elderly 

Try and keep length of stay to a 
minimum 

Avoid cohorting elderly people 
together 

Be particularly vigilant of using other 
high-risk precipitants in elderly 



Antibiotic therapy 
 All antibiotic classes have been 

associated with precipitating C.diff 
diarrhoea 

 Certain types of antibiotics more likely 
to precipitate C.diff than others (avoid 
these in antibiotic policies where 
possible) 
– Cephalosporins 
– Ciprofloxacin 
– Clindamycin 

 Longer the course - higher the risk  



Issues 
 Polices are in place and constantly 

reviewed 
 Can be difficult to track antibiotic 

prescribing and target specialist resources 
– electronic prescribing has made these 
activities easier although these can still be 
time consuming 

 Electronic prescribing is not fully flexible 
and not all antibiotic stewardship 
initiatives are possible with the current 
system  



Issues 
 Patients require antibiotics for many 

reasons – C.diff does not differentiate 
 Conflicting CQUINS e.g. sepsis 
 Antibiotic shortages worldwide – having to 

use C.diffogenic antibiotics (shortage of 
aztreonam, temocillin, tazocin etc, having 
to use cipro when would rather not) 



STH Trust Attributable cases 
• January 07 - Restricted 

antibiotic policy rolled out  
• April 07 - Steam cleaners 

purchased and put into 
use 

• Nov 07 – Deep clean of 
some High risk areas 
commenced 

• February 08 – Infection 
Control Assistants take 
up posts enabling 
hydrogen peroxide 
vapour decontamination 
to be used as part of 
cleaning process 

• April 08 - Commode 
inspection and 
replacement programme 
commences 

• May 08 - C.difficile 
specialist therapy 
unit/cohort ward opened 
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TA and Non-TA cases - Oct 2008 
to date by quarter  
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Mandatory surveillance definitions 
 Trust attributable: toxin +ve sample taken on 

Day 3 or more after admission (where day of 
admission is Day 0) 

 Not-trust attributable: toxin +ve sample taken on 
Day 0, 1 or 2, or taken in OPDs or by GPs etc. 
(even if the patient has been in the hospital 
recently) 

 All have to reported, currently targets set on TA 
episodes 

 Possible changes from Apr 2019 a) TA cases may 
be for Day 2 onwards and b) NTA cases who have 
been in the trust within the past 28 days may 
also be added to those Attributed to the Trust 
number 



Lapse in Care 
 All Trust Attributable cases have to be 

assessed for a possible Lapse in Care 
(locally approx 28-32% cases have a 
possible LiC identified – confirmed by CCG 
assessment of STH RCA) 

 No national definition of this, locally we 
look at 
– Other cases on the ward – may or may not be 

same ribotype 
– Antibiotic therapy as per policy 
– Results of recent ward IPC, cleanliness, hand 

hygiene audits  



Trust Attributable C.Diff rates 
Acute Teaching Hospitals 
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Trust Attributable C.Diff rates 
Acute Teaching Hospitals 
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Trust Attributable C.Diff rates 
Acute Teaching Hospitals 
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Summary 
 Variable incoming challenge and untestable 
 Challenge increasing, constantly changing 
 Current actions require constant and long-term 

application, based on overall risks 
 Allocation of cause and effect to an individual 

patient mostly impossible  
 Overall cases are  unlikely to be down to one 

issue - multifactorial 
 Outcome does not immediately follow 

action/inaction and you can never prove what 
you have prevented 

 



Summary 
 Age, length of stay of patient 
 Increasing morbidity 
 Ability to carry out C.diff action plan, particularly 

the rolling deep clean programme, fluctuates 
(often at short notice) – deep cleaning in 2018 
progressed well  - could be more problematic in 
2019 with Hadfield upgrade 

 Staff morale, prioritisation of tasks 
 Natural variation 
 Antibiotic issues 
 Further actions require whole healthcare 

economy approaches rather than specific IPC 
action 
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