HSMR & SHMI
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Introduction
The Trust Quality Governance & Compliance team use the Dr Foster Intelligence (DFI)
metrics and the NHS Summary Hospital-Level Mortality Indicator (SHMI) for benchmarking
Trust performance in relation to mortality against statistical expectation calculated from
national datasets.
Hospital Standardised Mortality Ratio (HSMR) is an indicator of healthcare quality that
measures whether the number of deaths in hospital is higher or lower than you would
expect. A score of 100 means that the number of deaths is similar to what you would
expect. A higher score means more deaths; a lower score, fewer. Statistically, the HSMR is
the relative risk of in-hospital mortality for patients admitted within the 56 diagnosis
groups that account for 80% of in-hospital deaths. HSMR is refreshed monthly.
Summary Hospital-Level Mortality Indicator (SHMI) is an indicator of healthcare quality
that measures whether the number of deaths in hospital, or within 30 days of patients
leaving hospital, is higher or lower than you would expect. A score of 100 means that the
number of deaths is similar to what you would expect. A higher score means more deaths;
a lower score, fewer. The SHMI is produced and published quarterly.
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Current Position
HSMR

SHMI

Trust wide

113.4

Statistically Significantly High

PCH

120.2

Statistically Significantly High

HH

102.5

Statistically As Expected

Trust wide

113.59

Statistically Significantly High

PCH

120.3

Statistically Significantly High

HH

98.93

Statistically As Expected
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Starting Position – Aug 2017
HSMR

SHMI

Trust wide

89.1

Lower Than Expected

PCH

90.8

Lower Than Expected

HH

83.6

Lower Than Expected

Trust wide

107.34

Statistically As Expected

PCH

108.72

Above Expected

HH

104.14

As Expected

August 2017 was the first month the HSMR & SHMI were combined into NWAFT
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Investigation model

When there is an increased relative risk for any given diagnosis group, the starting point is to check
the data by undertaking a clinical coding review. We follow the pyramid model, moving up the
pyramid to the point where a clinical review of the care is carried out.
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When does HSMR refresh?
The HSMR refreshes on a monthly basis so we will see the fundamental
impact of any changes we make in month 4

For example: HES (Hospital Episode Statistics) data is uploaded on 20 May 2021
and includes discharges up to and including January 2021

The residual impact will still be seen over the following 12 months as the
HSMR is a 12 month rolling average number.
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Our HSMR Journey
Shift from as expected to
significant – Nov 2018 to Oct 2019

Shift from ‘lower than expected’
to ‘expected’ – April 2018 to Mar
2019
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How do we measure up regionally?

There are only 4 Trusts regionally that are in the as expected or lower than expected range.
NWAFT is one of 8 Trusts that currently have a significantly high HSMR in the EoE region
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IT developments
2018:

Change to Trust wide Patient Administration System

2019:

Introduction of Symphony in PCH ED

2020:

Move to electronic PTWR at PCH

2020:

Introduction of Epro Discharge Summary

2021:

Increased use of Dr’s Notes on eTrack

Various:

Introduction of various symbols on eTrak i.e. dementia
flower, palliative care

NWAFT have many different IT systems in use with both clinicians and
clinical coders having to review multiple systems to document/code.
The various IT systems do not ‘speak’ to each other but are all stand alone.
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PBR to Block Contract
Payment by Results:
Payment arrangements where providers are financially rewarded for achieving high performance or
quality, with metrics/indicators usually defined by patient outcomes, process measures i.e. waiting
times and clinical process measures i.e. measuring blood pressure
There is evidence that payment by results schemes can lead to a clinically significant reduction in
mortality rates in addition to improvements in quality in terms of process and clinical process
measures. They do not guarantee improved patient outcomes and financial incentives can
undermine performance.

Block Contracts:

(as of 2019)

Payment is made to a provider to deliver a specific, broadly-defined service. Value can be set
through measure of patient need or may be based on the historical spent of a particular service.
They are timely, predictable and relatively flexible. However, they do not take into
Account unexpected pressures such as increased patient demand and do not
Incentivise improvements in clinical are or efficiency
Source: https://www.bma.org.uk/advice-and-support/nhs-delivery-and-workforce/funding/models-for-paying-providers-of-nhsservices
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Clinical Coding & Documentation
United Hospitals Lincolnshire NHS Trust gave a presentation on their Mortality
Reduction Strategy and how they reduced their HSMR from 120+ to 101 (was at 90
pre-Covid)
How?
•

Local coding agreements were put in place to ‘roll-over’ comorbidities for a 12 month period,
meaning doctors did not have to document every comorbidity at every episode (comorbidities
from national standard only)

•

They made Clinical Coding Training mandatory to alleviate a ‘blame culture’ towards coding

•

Signed up to IQVIA who produce a monthly report showing coding issues for further
investigation – these can be fixed retrospectively to increase the depth of coding

•

Addressed issues through education of clinicians

•

Closer working relationship between Clinical Coding teams and the clinicians

•

Moved to ‘main condition being treated’ to reduce the use of ‘query’ and ‘impression’
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Clinical Coding & Documentation
What are local coding agreements?
Local agreements can be made to local coding policy providing these do not
contravene any national coding standard.

When agreement has been reached through local governance on how to address a
documentation or recording issue, the outcome must be documented in the
departmental policy or procedure document. This must be agreed and signed off by
the Chief Medical Officer and/or governance lead depending on local arrangements.
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Clinical Coding & Documentation
Cambridge University Hospitals undertook a mini clinical coding peer review and
made the following suggestions & observations:
Staffing
Aware job re-banding is ongoing to bring our job descriptions for coders in line with other Trusts.
CUH suggested backfilling some of the staff that are being re-banded to give the senior coders more
time to undertake audit and validation work.
Clinical Information Systems
Having clinical information recorded in many different systems can be very time consuming for
clinical coders who have to access multiple systems to find the information. This can lead to missing
comorbidities which will negatively impact the HSMR.
Coding Improvement Project
Suggested a project similar to one they ran would be beneficial. The aim of the project was to meet
with a consultant from each specialty to discuss coding and prioritise specialties based on where the
most improvement could be made. The meeting would involve reviewing the coded data from the
previous month and compare what was documented in the notes against this.
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Clinical Coding & Documentation
What is Best Practice for Clinical Coding & Clinical Record Keeping?
Clinicians & Coders working together for data accuracy
Could our coding department be more integrated with our clinical divisions?
Coding Validation Process
NWAFT do not currently have a standard coding validation process across our hospitals. Moving to a
single, one-to-one consultant/coder validation process will not only improve our depth of coding but
will also allow our clinicians to understand the function of the clinical coding team and translate the
perception of this being a ‘back-office’ function to being a technical role translating what is
documented in a patient’s clinical notes.
Data Quality is everybody’s business
Data quality issues should be flagged to the clinicians by the coding team and the clinicians should
review the records quickly. The information team should be involved in identify any issues with
coding or uncoded episodes and ensure these are flagged to the coding team for investigation.
Source: CHKS ‘Best Practice – Top Hospitals 2018’
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Mortality Reviews & the MEs
Mortality Reviews
Structured Judgement Reviews – a multidisciplinary review of the patient’s medical record to assess
the quality and safety of the care provided. Reviews separate care into 5 separate phases with each
phase being scored along with an overall score.
Our data from SJRs dating back to November 2017 indicates that the majority of the care we provide
is rated as good or excellent. Less than 2% of the care provided in the last 3 years has been deemed
to have caused or contributed to the patient’s death.

Medical Examiner
The Trust in the process of rolling out a full Medical Examiner programme to scrutinise all inpatient
deaths to ensure the accuracy of the Medical Certificate of Cause of Death (MCCD). If the ME
identifies potential problems that may have affected patient outcomes, these are referred for a SJR.
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What have we done?
•

Collaborative meeting with United Lincolnshire Hospitals Trust NHS Trust to understand how
they reduced their HSMR & SHMI

•

Consideration of clinical coding local agreement for the rolling over of comorbidities

•

In collaboration with local GPs, we reviewed of all August & September admissions where the
patient died within 48 hours of being admitted to one of our hospitals

•

Introduction of monthly meetings between the Quality Governance & Compliance team and the
Clinical Coding team

•

Creation of Mortality Newsletter to be shared organisationally every other month including a
section with the latest word from Clinical Coding (

•

Discussion with Cambridge University Hospitals regarding the possibility of a clinical coding
peer review. Follow up discussions to this were held with the Clinical Coding Manager and
suggestions made by CUH are currently under discussion for action – including the possibility
of a “Clinical Coding Improvement Plan” and clinical coding masterclasses for acute
physicians.
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What have we done?
•

Presentation by Dr Foster representatives on HSMR and influencing factors given to the Acute
Medicine Clinical Governance Rolling Half Day in April, followed by a Q&A session for the
doctors.

•

Involvement in design and creation of new PTWR for initial roll out at PCH with meeting held
including quality governance & compliance, clinical coding team, Information Services,
governance leads, Co-CCIO and Deputy Medical Director for Governance – hybrid form
awaited for final comments prior to sending to QGOC for approval

•

Resumed Clinical Coding reviews for HSMR & SHMI alerting conditions with findings shared at
QGOC and results collated into summary report for themes and trends in coding errors.

•

Review of respiratory conditions on HSMR & SHMI with plan for review of Abnormalities of
Breathing – review session to include Clinical Governance Lead for Acute Medicine at PCH,
Quality Governance & Clinical Coding along with Deputy Medical Director for Governance.

•

Identification of issue relating to Finance uploading top 13 diagnoses, Dr Foster reviewing the
top 14 and Specialised Palliative Care coding sometimes sitting outside of the top 14, meaning
it will not be included by Dr Foster and will therefore not suppress the HSMR in the intended
way. Plan to rectify this retrospectively internally (move the position of Z51.5 coding to a higher
position) and also await Dr Foster changing from 14 to 20 diagnoses being included.
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What have we done?
Residual Coding rates have decreased from
5% to 2.4% with HH decreasing from 8.7% to
4.4%
Residual coding includes ‘uncoded’ activity along also
sensitive codes which are cleaned from coding and will
also include some signs and symptoms coding. The
residual coding rate will therefore never be zero.

Charlson Comorbidity Scoring rates have
increased from 38% to 42.8%
Charlson comorbidity score is a weighted index that
takes into account a range of factors that can affect
the survival and risk of death for patients with those
comorbid conditions. This increases the risk
associated with those conditions and therefore
impacts on the HSMR & SHMI
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What have we done?
Palliative Care Coding increased from
3.1% to 5.3% against a national of 4.6%.

PCH have increased from 3.7% to 5.2%
and HH from 2.2% to 5.4%

Signs & Symptoms Coding has decreased
from 10.2% to 8.2% with HH decreasing
from 41.3% to 10.1%
This means no diagnosis has been established
and only the signs & symptoms of the
presenting condition have been coded
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What’s next?
•
•
•
•
•
•
•
•
•
•
•
•

Action plan for pneumonia/septicaemia basket to correct documentation & coding issues
identified
Clinical review of ‘abnormalities of breathing’ with respiratory physicians and clinical coding
manager
Consideration of local clinical coding agreements relating to comorbidities & key diagnoses
Co-produce a draft “Clinical Coding Improvement Plan”
Clinical Coding Masterclasses – first masterclass scheduled for July 2021 at the Acute
Medicine Governance half day
Produce & disseminate credit card sized, laminated, clinical coding Do’s & Don’ts for junior
doctors and acute physicians
Await new Post Take Ward Round for initial roll out at PCH
Review summary report of findings of Clinical Coding reviews for HSMR & SHMI and agree
actions
Review levels of diabetes coding at both main hospital sites vs the national picture
Collaborative working agreement to be made regarding clinical coding validation and
standardisation
Trust wide rollout of mandatory online NCEPOD ‘Primary Mortality Reviews’
Demo of IQVIA software to consider its use in the Trust
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What’s next?
•
•
•
•
•

•
•
•
•

Carry out deep dive clinical reviews into the Top 3 recurring alerting conditions of the last 18
months
Strengthen Mortality Lead job role with revised Job Description and role as a mortality
champion – starting with a Mortality Leads meeting in June 2021
Structured Judgement Review training recommenced in May 2021 to encourage more
Consultants to participate in the review process, helping to focus their minds when diagnosing
and documenting
Monitor findings from Medical Examiner programme and meet with the Lead ME to discuss
next steps regarding the next phase of roll out (i.e. moving towards all deaths being reviewed)
Creation of online mortality hub for Quality Governance and Clinical Coding to act as a ‘one
stop shop’ for doctors requiring advice/guidance
Rolling programme of attendance from M&M meetings into MSC including case presentations
by the Junior Doctors
Presentation to Non-Executive Directors – Quality Governance Manager & Deputy Medical
Director for Governance around ongoing work and next steps in our journey to reduce the
HSMR/SHMI
Clinical Audit of PTWR diagnosis by Acute Physicians – are we documenting a diagnosis, are
we documenting abbreviations for T2DM etc.
Clinical Governance Lead to attend MAU whiteboard meetings as refresher not to document ?
or impression
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Conclusion
•

We remain concerned about the current level of the HSMR & SHMI

•

We are working through a systematic process of elimination through the Mortality
Rate Improvement Plan

•

Triangulation of data sources such as SJRs/ME reviews, complaints, serious
incidents, litigation, Friends & Family test, GMC training survey and Safety
Thermometer does not correlate with the current HSMR/SHMI position

•

Mortality reviews across the Trust continue to identify good or excellent
standards of care

•

The Trust continues to have high levels of compliance with NICE guidance

•

Other actions that would be required if concerns were identified are already in
place – including policy updates, education and increased recruitment
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