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Executive Summary

This report updates the Board regarding the Trust systems and processes to review and learn from deaths of
patients under their care. This is in accordance with recommendations by the National Quality Board and the Care
Quality Commission. It outlines the work taking place operationally and being overseen by Effectiveness Senate and
Quality Committee.

Key findings:
e There were 2 in-hospital expected gynaecology oncology deaths during Quarterl of 2018-19.
e Adequate progress is being made in systems to reduce mortality through good governance.
e The Trust rates are within the expected low levels for a specialty hospital.
e The Trust is getting better ascertainment of out of hospital deaths by triangulating with other acute Trusts
and MBRRACE-UK midwives.




Report

1. Mortality Dashboard

Due to the small number of in-hospital deaths, it has been agreed with the Head of Governance and Associate
Medical Director, that the following table showing the total mortality and the rate of death per 1000 discharges will

be used as the mortality dashboard.

Table 1: Obstetric Mortality

Apr- May- Jun- Jul- Aug- Sep- Oct- Nov- Dec- Jan- Feb- Mar-
501 - OBS 18 18 18 18 18 18 18 18 18 19 19 19 TOTAL

Total 0 0 0 0 0 0 0 0 0 0 0 0 0
Mortality
: 1712 | 1900 0 0 0 0 0 0 0 0 0 0 3612
Discharges
Rate per
1000 0.0 0.0 0.0
Discharges

Table 2: Gynaecology Mortality

Apr- May- Jun- Jul- Aug- Sep- Oct- Nov- Dec- Jan- Feb- Mar-

502 -

GYNAE 18 18 18 18 18 18 18 18 18 19 19 19 | TOTAL
Total 0 0 0 0 0 0 0 0 0 0 0 0 0
Mortality

. 883 955 0 0 0 0 0 0 0 0 0 0 1838
Discharges

Rate per

1000 0.0 0.0 0.0
Discharges

Table 3: Gynaecology Oncology

Gf,o,:AE Apr- May- Jun- Jul- Aug- Sep- Oct- Nov- Dec- Jan- Feb- Mar-
ONC 18 18 18 18 18 18 18 18 18 19 19 19 TOTAL
Total 1 1 0 0 0 0 0 0 0 0 0 0 2
Mortality
63 69 0 0 0 0 0 0 0 0 0 0 132
Discharges
Rate per
1000 15,9 145 15.2
Discharges

Out of hospital deaths 2017-18 Quarters 1

Work is now ongoing with other Trusts in developing an alert process of expected or unexpected deaths of patients
who had previously been under the care of LWH. Aintree Hospital has already agreed an alert system that

commenced February 2018.



There were no reported out of hospital deaths for quarter 1.

Table below depicts the number of adult deaths in-hospital, including expected and unexpected deaths.

Reporting 2016-2017 2017-2018 2018-2019
Quarter In-hospital Out-hospital In-hospital Out-hospital In-hospital Out-hospital
Q1 3 - 1 2 2 -

Q2
Q3
Q4
Total

O | W|N
N|IRO|O
N|OlO|O

Overall total 9 4 2
deaths

2. Mortality reviews and Key Themes

Each in-hospital death has a mortality review. All adult gynaecology deaths are discussed at the gynaecology
Morbidity & Mortality meeting. As part of this process an adult mortality sheet is completed indicating any
potential for improvement in care. Unexpected adult gynaecology deaths trigger a serious incident investigation.

All direct maternal deaths trigger serious incident investigation.

A new mortality review tool has been developed for risk and incident reporting system Ulysses. This avoids losing
any paper documents (current system) and allows for searching, monitoring and auditing of an electronic system.

Adult Mortality Quarter 1

Maternity Gyneacology
No of Adult Deaths 0 2
No of Mortality Reviews completed 0 2
No of deaths requiring RCA’s 0 0
No of deaths due to deficiencies in care 0 0
Mortality Themes N/A N/A
Progress v Smart Plans N/A N/A
Mortality Outcomes N/A N/A
Measures for ongoing scrutiny N/A N/A




3. Progress / Learning from Deaths

Currently there have been no deaths to comment on in which to provide specific learning from death outcomes.

However, we introduced a deep dive review on the two unexpected deaths in 2016/17 in order to provide

assurance to the Board.

The deep dive into these two SI’s has shown that there was opportunity for further learning to be drawn from the

review.

Overarching conclusion from both deep dive reviews

Ascertain from IMT about ensuring an access to external ICE until EPR comes on line.

Develop a process to ensure action plans included lessons learnt and shared learning action points are
shared appropriately across the Trust and evidenced and recorded as having been completed.

Utilise Ulysses system to record all elements of Sl investigation including actions and shared learning
actions. This will also provide an auditing of Sl investigations from a thematic perspective.

In the event of GP service refusing to provide patient information as part of Sl investigation, liaise with CCG.
Ensure LWH staff are fully appraised of what information is reasonable to request during and SI
investigation, escalation and advice and guidance should be sought from Data protection team.

Develop a process internally to assess when Sl action plans are completed they are subject to review and
evaluation of effectiveness of both impact to services, patient outcomes and shared learning.

Check referral forms from GP and or other Trusts do provide all relevant information for the patient, such
as — has the patient recently been referred and what diagnostics are outstanding?

Next steps

To review all shared learning and any gaps / omissions to be addressed as service evaluation of the
department. And a process to ensure shared learning takes place and is then evaluated as how effective it
has been.

There was no clear evidence if shared learning had all been completed from the original report.

There should be an internal process to double check that Lessons Learnt from the original S| report has
been completed. Current systems (Ulysses) do not record if this has occurred and difficult to ascertain if all
shared learning was disseminated as not included as part of the original action plan.

4. Prevention — What does Liverpool Women’s do to Mortality

The Trust guidelines and SOPS have undergone scrutiny, merging and updating as they have migrated onto a

new on-line easy access intranet for clinical staff to access 24/7. The phase commenced with Maternity

department during 2017/18, this has been successful; it is now planned to commence work to roll out for

gynaecology and neonatal departments for all their guidelines and SOPs to be fully accessible on line.

Trustwide

a) Trust wide policies, guidelines and SOPS



Out of date Trust wide Policies / SOP's Apr-Jun 18
20
15
10
10
5 3
0O 0 O 0O 0 O
0 T T 1
Assurance Out for consultation /  Author reviewing
ratification

b) The chart below shoes the number of Trustwide SOPs for each month of quarter 1, there are currently no out of
date SOPs

20 Trustwide SOP's  Apr - Jun 18
15 14 14 14
B G =in date
10 B R = out of date
n=new
5
O N T T 1
Apr-18 May-18 Jun-18

c) The chart below shoes the number of Trustwide Policies for each month of quarter 1, there are currently 3
out of date policies awaiting completion and ratification

Trustwide Policies Apr - Jun 18
25
22 21
20
B G =in date
15 -
E R = out of date
10 - n = new
5 4 3 3
0 -
Apr-18 May-18 Jun-18

Gynaecology



The chart below shows the number of Gynaecology Policies for each month of quarter 1, there are currently
4 out of date policies awaiting completion and ratification

Gynaecology Apr - Jun 18 n = 54

60
50 50
50 - 48

40 - B G =in date

H R = out of date

20 - n =new

10 - 4 4 4

Apr-18 May-18 Jun-18

Maternity

The chart below shows the number of Gynaecology Policies for each month of quarter 1, there are currently 5
out of date policies awaiting completion and ratification

Maternity Apr-Jun 18 n=64
57 57

50 -

40 B G =in date

30 - H R = out of date

20 - n = new

10 - z z

(O)]

Apr-18 May-18 Jun-18

5. Audit

From April 2017 the Trust has committed to the principle that it must include work of relevance to the highest risk
areas for adult mortality in the Clinical Audit Forward plans - including:

» Haemorrhage

» Sepsis

» Venous thromboembolism

The below table is The Annual Audit Programme for 2018 — 2019.



Adult Mortality — Clinical Audit Q1

Topic

Clinical Audit Title/s

Progress

Haemorrhage

Use of O Negative blood

Received report including action
plan.

Results have been presented at
Gynae’ Divisional Meeting and
the Hospital Transfusion
Committee.

Actions are due for completion
Sep-18.

(Audit Green 1 on audit
dashboard).

Re-audit scheduled to start late
2018.

Bedside transfusion (including consent)

Received report including action
plan.

Results have been presented at
the Hospital Transfusion Team
meeting in May18.

Evidence of actions complete
received.

As a result of this audit there
has been increased emphasis
on the need to:
e ensure mandatory
training is up to date
e document the finish
time of transfusion
e ensure within junior
doctors training
sessions that they are
aware that consent
must be sought from
the patient where
possible.

(Audit Complete).




Re-audit scheduled to start late
2018 — this will also capture
data in relation to TACO and
NICE QS138 & NG24.

SHOT NCA of TACO prevention
Require evidence presented

Received report including action
plan.

Results have been presented at
the Hospital Transfusion Team
meeting Jan-18 and the

Grand Round Mar-18.

Awaiting evidence that all
actions complete.

(Audit Green 1 on dashboard).
Re-audit data will be captured

as part of the annual Bedside
transfusion audit.

National Comparative audit of blood
transfusion programme — Audit of
Massive Haemorrhage Autumn 2018

National Audit due to
commence Sep-18.

Psychiatric disease

Antenatal Perinatal mental health
management and outcome at Liverpool
Women'’s Hospital

Audit registered.
Data collection in progress.

(Audit Amber on dashboard).

Trust wide Mental Health

Audit to be completed in Qtr3
for submission Qtr4.

Sepsis

Audit of the management of pregnant
women with asymptomatic bacteriuria at
booking visit

(Previously titled: “Maternal and Congenital
sepsis”)

Received report including action
plan.

The audit results showed non-
compliance with the Standard
Hospital Contract 2017,
therefore a care pathway to
take away reliance of GP's to
repeat a booking of MSSU is to
be devised. Once this is
implemented a re-audit will be
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registered.

(Audit Green 1 on dashboard).

SEPSIS bundle — Maternity Data being captured via NUMIS.

(No clinical audit required).

Audit of the management of patients with | Data being captured via NUMIS
sepsis/compliance to the 1 hour Sepsis and is also a CQUIN.

Bundle — Gynaecology
(No clinical audit required).

Venous Assess LWH Gynaecology admissions Received report including action
thromboembolism | against NICE QS 03 — VTE in Adults; plan for re-audit.
reducing the risk re-audit
One action due for completion
in relation to PENS has passed
its original completion date of
Feb-18. The delay was due to
the PENS Lead at RLUH leaving
and being replaced. Contact
with the new Lead is in progress
and this action is planned for
implementation very soon.

(Green 1 on audit dashboard).

Further Re-audit scheduled to
start late 2018.

Neurological Disease

Cardiac Disease

6. Mortality reviews and Key Themes

Each in-hospital death has a mortality review. All adult gynaecology deaths are discussed at the gynaecology
Morbidity & Mortality meeting. As part of this process an adult mortality sheet is completed indicating any
potential for improvement in care. Unexpected adult gynaecology deaths trigger a serious incident investigation.
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All direct maternal deaths trigger serious incident investigation.

A new mortality review tool has been developed for risk and incident reporting system Ulysses. This avoids losing
any paper documents (current system) and allows for searching, monitoring and auditing of an electronic system.

Adult Mortality Quarter 1

Maternity Gyneacology
No of Adult Deaths 0 2
No of Mortality Reviews completed 0 2
No of deaths requiring RCA's 0 0
No of deaths due to deficiencies in care 0 0
Mortality Themes N/A N/A
Progress v Smart Plans N/A N/A
Mortality Outcomes N/A N/A
Measures for ongoing scrutiny N/A N/A

7. Progress / Learning from Deaths

Currently there have been no deaths to comment on in which to provide specific learning from death outcomes.
However, we are going to perform a deep dive on the two unexpected deaths in 2016/17 in order to provide
assurance to the Board.

8. Horizon Scanning

Subject(s): Adult mortality (Maternity/ Gyneacology)

Period: Q1 March 2018 — May 2018.

Sources: CQC, NCEPOD, NHS Digital, NHS Resolution, Public Health England, RCOG.
€QC — no updates found for the period covered

NCEPOD — no updates found for the period covered

NHS Digital — no updates found for the period covered

NHS Resolution — no updates found for the period covered



Public Health England — no updates found for the period covered

RCOG - no updates for the period covered

9. Recommendations

It is recommended that the Board:

a. Take assurance that there is adequate progress against the requirements laid out by the National Quality
Board
b. Confirm that the Board are confident that there are effective processes in place to assure the Committee

regarding governance arrangements in place to drive quality and learning from the deaths of patients in
receipt of care at the Trust.
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