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This conference will focus on Mortality Monitoring: where are we now?  
Understanding how to measure and avoid unnecessary deaths in Hospital 

“I want all hospital boards to have a laser-like focus on eradicating avoidable deaths in their organisation; even one 
life lost to poor care or safety error is too many” Jeremy Hunt, Minister of State for Health, 8th February 2015

Labour said it would “look at the detail, but from what we have seen this does not appear ambitious enough”. It added 
it was “looking at whether we can go further and have a mandatory review of case notes for every death in hospital - 
not just for a sample of cases as Jeremy Hunt proposes”. BBC News 8th February 2015

Prof Nick Black, at the School of Hygiene and Tropical Medicine has been leading a national review of mortality 
commissioned by Sir Bruce as part of the recommendations set out in the Keogh review. The original review, carried 
out by Sir Bruce Keogh, was published last year and looked at the quality of care and treatment at 14 hospital trusts 
in England. The hospital trusts were selected for the Keogh review based on either the Hospital Standardised Mor-
tality Ratio (HMSR) or the Summary Hospital-Level Mortality Index (SHMI), which were used to flag up hospitals 
where apparently unusually high numbers of patients are dying. In the review. Sir Bruce set out eight ‘ambitions’ for 
improvement to tackle some of the underlying causes of poor care. One of these ambitions will see Prof Black, along 
with Prof Lord Ara Darzi from Imperial College London, carry out the study into the relationship between excess 
mortality rates and actual avoidable deaths. The report stated that this study will pave the way for the introduction of 
a new national indicator on avoidable deaths in hospitals, measured through the introduction of systematic and exter-
nally audited case note reviews. The study was due to report its findings in December 2014. 

Prof Nick Black recently spoke about why hospital-wide mortality ratios should be avoided and what should replace 
them.  This conference focus on the question of mortality monitoring: where are we now? Through national updates 
and practical case studies the conference will look at how we can reduce and monitor avoidable deaths in hospitals 
through a range of measures which will replace the single hospital wide HSMR approach. The various approaches will 
aim to answer the question of whether a problem in care contributed to death, and how to identify which deaths at-
tributable to problems in care are unavoidable. Areas covered will include mortality audits, internal inspection, mor-
tality reviews, case note reviews, early identification of care problems, the patient voice as an early warning system 
and the role of mortality monitoring for individual consultants. 

“I don’t set much store by these hospital standardised mortality ratios. The good news is that we must still look at mor-
tality and there is another way of doing it and that is to do case note reviews, by which I mean we look in great depth at 
each and every death in a hospital; we get clinicians, physicians to do this who have been specially trained, using all the 
standardised techniques, and from that we can determine what proportion of deaths are avoidable.It’s a time consuming 
process but there’s immediate benefits to the clinicians because they learn things about their own hospital and their own 
care.”  Prof Nick Black, Lead, Study into Avoidable Deaths, & Professor of Health Services Research, London School of 
Hygiene and Tropical Medicine 

Follow this conference on Twitter #avoidablemortality
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11.25 Questions and answers, followed by coffee and exhibition 

13.00 Question and answers, followed by lunch and exhibition

16.30 Using internal inspection and monitoring to improve standards

17.00 Chairman’s Closing Remarks, Question and answers, followed by close

15.30 Question and answers, followed by Tea

• monitoring and auditing of hospital deaths
• setting up a process of “internal inspection” along the lines of Keogh, making changes,  
   to maintain standards, and assure that they are maintained even when the CQC and  
   others aren’t looking 
• HSMR and early warning systems: what have we learnt and what do we need to change  
   moving forward? 

Chairman’s Welcome and Introduction

 Mortality Monitoring: Where are we now? 
• mortality monitoring: where are we now? 
• should hospital-wide mortality ratios be avoided? 
• looking forward: new ways to look at harm, mortality and avoidable deaths
• engaging clinicians in assessing the safety of their care to stimulate improvement 

Simon Swift
Director
Methods Insight Analytics

10.55
• this estimation underpins the calculation of the Summary Hospital level Mortality  
   Indicator (SHMI), which is published quarterly by the HSCIC and is used to identify  
   whether the number of deaths which have occurred among hospital patients is more or  
   less than expected.  
• using this information to reduce mortality rates 

Estimating the risk of mortality in hospital patients 

Chris Dew 
Head of Clinical indicator Development 
The Health and Social Care Information Centre

14.30

• how do we ensure rapid identification of unsafe care? 
• what did we learn from the Keogh mortality reviews? 
• understanding the reasons for outliers and engaging clinicians 
• the link between mortality and quality
• how do we ensure early identification of problems to reduce mortality 

Early identification of care problems to reduce mortality

Dr Umesh Prabhu 
Medical Director  
Wrightington, Wigan and Leigh NHS Foundation Trust

16.00

• consultant level data publication 
• understanding avoidable mortality data at individual consultant level 
• the role of PROMs in measuring and improving outcomes
• a step by step guide to tools which can act as early warning systems
• ensuring clinical outcomes and quality indicator monitoring links to performance  
   monitoring: would your clinical outcomes monitoring pick up deteriorating performance  
   or increased mortality?
• developing trigger points within monitoring systems 

Monitoring and reducing mortality and improving outcomes at individual consultant level 

Steve Mackenney 
Founder  
Crab Clinical Informatics 

15.00

•  ensuring systems are in place to ensure patient and carer concerns are heard 
• developing a culture of open and honest cooperation
• patient and public involvement for patient safety
• working with families to learn from Mid Staffordshire

The Patient Voice as a Early Warning System: Early Warning Systems: Acting on Patient and Carer Concerns

Patient Representative 

• understanding the root cause of avoidable deaths, ensuring independent review and  
   correct referral to the coroner
• understanding which deaths are attributable to problems in care at a local level: carrying  
   out mortality audits and case note review to identify the potential for future harm
• where to focus your improvement efforts? 
• establishing cause of death and improving the system for death certification
• how will we measure the impact of the changes?

Dr Alan Fletcher 
Consultant in Acute and Emergency Medicine 
Sheffield Teaching Hospitals NHS Foundation Trust 
and Medical Examiner for HM Coroner South Yorkshire (West)

11.50

• implementing a weekly mortality audit, and generating learning and systematic quality  
   improvements from the problems identified   
• identifying and focussing on priority areas for meaningful improvement  
• using mortality review to engage clinicians in quality improvement 
• feeding back the results to clinicians to change practice

EXTENDED SESSION: Developing the role of mortality audits, internal inspection and mortality reviews to answer the 
question “did a problem in care contribute to the death?” 

Dr Martin Farrier
Medical Director for Quality & Consultant Paediatrician 
Wrightington, Wigan and Leigh NHS Foundation Trust

Dr Martin Farrier
Medical Director for Quality & Consultant Paediatrician 
Wrightington, Wigan and Leigh NHS Foundation Trust

Dr Sharon Mayor 
Senior Lecturer in Healthcare Improvement 
Cardiff University

Reducing & Monitoring 
Avoidable Hospital Deaths 
attributable to problems in care 
Hospital Mortality Monitoring: Where are we now? 

How do we identify which deaths are attributable to problems in care and therefore avoidable? 
The Medical Examiner system and mortality case note review 

14.00
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Venue
Colmore Gate Conference Centre, DeVere Venues, 
5th Floor Colmore Gate, Bull Street Entrance
Birmingham B3 2QD . A map of the venue will be sent with 
confirmation of your booking.

Date   Thursday 21 May 2015
Conference Fee

£365 + VAT (£438.00) for NHS, Social care, private 
healthcare organisations and universities.
£300 + VAT (£360.00) for voluntary sector / charities.
£495 + VAT (£594.00) for commercial organisations.

The fee includes lunch, refreshments and a copy of the 
conference handbook. VAT at 20%.

Credit card Discount
10% discount when you book via credit or debit card.  This offer is 
exclusive to card bookings and cannot be used in conjunction with any 
other Healthcare Conferences UK offer.

Group Rates
A discount of 15% is available to all but the first delegate from the same 
organisation, booked at the same time, for the same conference.

Terms & Conditions
A refund, less a 20% administration fee, will be made if cancellations are 
received, in writing, at least 4 weeks before the conference. We regret 
that any cancellation after this cannot be refunded, and that refunds for 
failure to attend the conference cannot be made, but substitute delegates 
are welcome at any time.

For more information contact Healthcare Conferences UK on 01932 429933 or email Jayne@hc-uk.org.uk
The information provided will be held on the Healthcare Conference UK’s 
database and may be used to update you with details of other events that we 
organise. If you DO NOT wish to receive this information, please tick this box

We occasionally release your details to companies sponsoring or exhibiting at 
our events. If you DO NOT wish to receive information from these companies, 
please tick this box

Healthcare Conferences UK reserve the right to make changes to speakers and 
programmes without prior notice.
©Healthcare Conferences UK Ltd 2013

Accommodation
On confirmation of your booking you will receive information for 
booking accommodation should you require it.

Confirmation of Booking
All bookings will be confirmed by email, unless stated otherwise. 
Please contact us if you have not received confirmation 7-10 days 
after submitting your booking.

Exhibition
If you are interested in exhibiting at this event, please contact 
Carolyn Goodbody on 01932 429933, or email carolyn@
healthcareconferencesuk.co.uk

Credits
CPD Certified. This conference is recognised by the Good Governance 
Institute.
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Conference Registration

Download

>  How to book Book online via credit card and 
receive a 10% discount*  www.healthcareconferencesuk.co.uk

Fax the booking form to
0208 181 6491

Post this form to Healthcare Conferences UK
8 Wilson Drive, Ottershaw, Surrey, KT16 0NT

>  Your Details (please complete a new form for each delegate. Photocopies are acceptable)

First Name

Surname

Job Title

Department

Organisation

Address

Postcode

Telephone

Fax

Email

Please specify any special dietary or access requirements

Name

Signature

Date

Please write your address clearly as confirmation will be sent by email, if you 
prefer confirmation by post please tick this box,
Please also ensure you complete your full postal address details for our records.

This form must be signed by the delegate or an authorised person 
before we can accept the booking
(By signing this form you are accepting the terms and conditions below)

Dr    Mr    Mrs    Ms (Please Circle)

>  Payment

Address

Postcode

Organisation

Name

By Cheque  A cheque for			             is enclosed

By Invoice   Please send an invoice to

PURCHASE ORDER NUMBER
(If Applicable)

Please note if you are requesting an invoice many NHS organisations now require a Purchase Order 
Number to be provided. If you do not provide this number this may slow down the processing of this 
delegate place.

By B A C S

By credit  card  Please debit my Visa/Mastercard/Switch

Please make Cheques Payable to: Healthcare Conferences UK Ltd.

For Payments in £:                Sort Code  40-46-22                  Account No. 21553690

Please send your BACS remittance form as confirmation of payment

Your BACS Reference

Cardholder’s Name

Issue No. (switch only)

Valid From Expiry Date

Card  No.

Signature

Card billing address

Promotional Code

Conference 
Documentation

All sections must 
be completed
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I cannot attend the conference but would like to receive a PDF containing the 
conference handbook material, which includes speaker slides, at £49 each.

The PDF will be emailed out after the conference, please fill in 
the ‘Your Details’ section above, ensuring your email address 
is clear and the ‘Payment’ section..

You will be contacted during the processing of your booking to confirm the payment card security code.
(this is the last three digits of the number printed on the back of your card)

Thursday 21 May 2015, Colmore Gate, Birmingham City Centre
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