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Dr Foster Hospital Standardised Mortality Ratio (HSMR) 
 
 

Briefing Paper 
 
 
 
 
 

Executive Summary 
 
 

The Trust recognises that the 2009/2010 HSMR figure in the Dr Foster Hospital Guide of 
115 is a significant adverse outlier. The Trust is committed to understanding the HSMR data 
and using this as a tool to improve patient care.   
 
The Trust has made significant improvements in patient care in the past 18 months, and this 
conclusion is supported by the findings of the Dr Foster data which showed a nine point 
improvement for the Trust (prior to rebasing). In addition, the Trust has been tracking other 
quality indicators, which include a reduction in complaints, serious incidents and 
improvements in specific clinical areas such as stroke care. Despite these improvements, 
the Trust is concerned that our reported HSMRs remain amongst the poorest performers in 
the Dr Foster HSMR figures.  
 
The Trust is absolutely committed to delivering the optimal clinical outcomes, safe care and 
the best patient experience. There are areas of care that we recognise need to be improved, 
and we are using the data from Dr Foster and our own live audits to target these areas for 
continuous improvement. We are pleased that in areas such as stroke, care of the elderly 
and trauma care, this is already evident. Rebased HSMR has improved during this year to 
around 102, and we are determined to drive further improvements in the months ahead. 
 
In addition to these areas where quality needs to be improved, there are a number of other 
reasons behind our HSMR results. The recently published Department of Health ‘National 
review of hospital standardised mortality ratios (HSMR’) highlighted potential data quality 
issues arising from variations in the recording and coding of co-morbidities and also from the 
variations in clinical coding practice in regard to palliative care, where clearer guidance is 
needed. The Trust’s findings support this, following analysis of our HSMRs, we have 
identified issues that include recording and coding of palliative care, co-morbidities and still 
births. It is established that our recording of palliative care is nearly 70% below the national 
average.  
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1.0  Introduction 
 
Dr Foster is due to publish the Good Hospital Guide on the 28th November 2010 in the 
Observer. This will contain the Trust’s data for the Hospital Standardised Mortality Ratio 
(HSMR) for 2009/10. The Trust’s position for 2009/10 is an HSMR of 115 (where 100 is the 
national average expected mortality ratio). In 2008/09 the Trust HSMR was 111 and prior to 
rebasing this had improved in 2009/10 to 102. However, rebasing of the 2009/10 national 
data, where national performance improved to a greater extent than the 9  point  
performance improvement achieved by the Trust, effectively results in a deterioration in 
2009/10 performance.      
 
This briefing paper sets out the Trust position with regards to HSMR performance,   
highlights improvements in care and describes the work that has been undertaken to ensure 
that data presented reflects the accurate position. 
 
2.0  Background Issues 
 
2.1  2009/2010 HSMR 
 
The Trust recognises that the 2009/2010 HSMR figure in the Dr Foster Hospital Guide of 
115 is a significant adverse outlier. 
 
There has been a particularly focussed approach to the HSMR since September last year 
when pneumonia mortality, which had been a longstanding adverse outlier at that time, was 
fully reviewed. 
 
Analyses of the components of our HSMR and investigation of specific alerts (red bells) from 
the Dr Foster system have been in place since September 2009. 
 
The analysis has looked at the main contributors to the adverse total picture, which include 
pneumonia, stroke, all cancers and urinary tract infection (UTI). Investigation of alerts has 
included perinatal deaths and complications of device, implant or graft, which have 
contributed to the position.    
 
Focussed action, in areas highlighted by the Dr Foster data, has been associated with clear 
improvements in care.  Action following the pneumonia review generated a significant 
programme to improve care for patients admitted with community acquired pneumonia. The 
analysis of stroke mortality data was pivotal to the centralisation of the stroke service and 
subsequent improvements in patient care leading to a reduction in mortality and the HASU 
winning an award for the most improved unit.      
 
From a start point of an HSMR of 111 in April 2009, Chart 1 below shows that there was a 
significant reduction over the year to the Trust having an HSMR of 102 by March 2010. This 
figure was close to the national figure and was not depicted as a negative outlier. 
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Chart 1  Dr Foster 12 Month Trust HSMR and Crude Mortality to March 2010 
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2.2  Rebasing 
 
The Trust’s HSMR reduced to close to the national figure during 2009/2010. It was 
recognized that comparative performance data would alter when Dr Foster rebased the 
figures but the extent of this was not anticipated.  The rebased year end HSMR went from 
102 to 115 which is a significant outlier in national performance. In effect, despite achieving  
a 9 point improvement, the Trust did not improve at the same rates as other trusts. Chart 2 
shows the effect of the rebasing process.  
 
Chart 2  Dr Foster 12 Month Trust HSMR and Crude Mortality to July 2010 

Showing the Impact of Rebasing 

 
  
The Trust is determined to improve and we can confirm that progress has been made. For 
the year to date our HSMR has continued to come down and is now (August 2010) at 108 
with cancer excess deaths reduced from 58.8 in November 2009, to 9.6 in August 2010.  
 
3.0   Implemented actions 
 
There has been real improvement in the quality of patient care but we also identified that 
there needed to be increased attention to detail in ensuring that all co-morbidities were 
coded. The following section provides greater detail of these findings following clinical audit 
in specialist areas.    
 
3.1  Cancer/Palliative Care 
 
Collectively, cancers were the largest single contributor to our all-up adverse variance at mid 
year 2009/10, being around a third of our excess.  Yet a full audit of all cancer deaths 
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reasons behind this, we met with Dr Foster analysts and it emerged that the Trust had an 
exceptionally low rate of coding palliative care for cancer cases – about 70% below the 
national rate.  That was in turn having a major effect on our HSMR.  
 
 
Chart 3  Dr Foster chart showing Trust shortfall in palliative care coding 
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The Trust does see a higher than expected number of admissions for end of life care in 
comparison to other local trusts. There are a couple of key reasons for this. Firstly, there are 
few nursing homes that have a gold standard for end of life care. This results in higher than 
average numbers of patients admitted for terminal care. In addition, data has shown that 
there are few options for people to select where they would like to be cared for at the end of 
life and choice is limited. For example, in Barking and Dagenham only 20% of people were 
given a choice of where they would like to die against a national average of 60%. Secondly, 
patients presenting late for diagnosis of some cancers mean that they are then not eligible 
for NICE treatment pathways. Analysis of the 2009/10 HRG for stomach cancer highlighted 
that 10 of the deaths were patients presenting late and therefore sadly not eligible for the 
NICE pathway.  
 
Chart 4  Trust HSMR and Crude Mortality for April/August 2010 with 2009/2010 
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Confidence in this data is based on further discussion with Dr Foster which has indicated 
that it is not only in relation to palliative care that our previous recording and coding of 
mortality has been not as adjusted to reducing HSMR as it clearly is at other trusts. 
 
 
3.2  Perinatal deaths 
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An additional coding issue relates to perinatal deaths. Review of the most recent available 
Dr Foster data (August 2010) shows that about half of our excess is associated with 
perinatal deaths, which emerged as both an alert and a major contributor to our adverse 
position last year.  Our work since has identified that the excess is again entirely due to 
coding information and the erroneous data is being removed putting the trust in line with 
national coding processes.  
 
Chart 5  Admitting Diagnoses with Top Contribution to Trust HSMR for 

April/August 2010 by Excess Deaths 

Diagnosis group Spells Deaths % Expected % RR Excess 
Deaths 

ALL 15427 862 5.60% 799.6 5.20% 107.8 62.4 

Other perinatal conditions 338 39 11.50% 12 3.60% 324.7 27 

Urinary tract infections 855 46 5.40% 35.4 4.20% 130.1 10.6 
Chronic obstructive pulmonary disease 
and bronchiectasis 421 32 7.60% 22.4 5.40% 142.7 9.6 

Pneumonia 616 134 21.90% 125.7 20.50% 106.6 8.3 

Congestive heart failure, nonhypertensive 282 43 15.40% 38.1 13.60% 112.9 4.9 

Acute myocardial infarction 215 32 15.00% 27.3 12.70% 117.4 4.7 
 
3.3  Co-morbidities  
 
As to the remaining half of the excess, a coding disparity has been identified, namely the 
coding of co-morbidities.  Review of our position relative to other local trusts with lower 
HSMRs shows that our expected mortality rate, which is significantly dependent on co-
morbidities, is considerably less than theirs. Thus for multi-episode Urinary Tract Infection 
(UTI) whilst ours is 8% others are above 12 or 13%.   Our actual mortality therefore appears 
as adverse against expected at a level where theirs would not.    
 
Chart 6  Trust Local Peer Group (Anonymised) Showing Expected Deaths and 

HSMR for Multi-Episode UTI cases, April/August 2010 
Peer (My current group) Spells Deaths % Expected % RR 

ALL 784 84 10.70% 83.5 10.70% 100.6 

A 83 12 14.50% 11.4 13.80% 104.9 

B 70 10 14.30% 9.6 13.70% 104.5 

C 143 13 9.10% 17.7 12.40% 73.6 

D 50 5 10.00% 6.2 12.30% 81.2 

E 29 0 0.00% 2.9 9.90% 0 

F 26 1 3.80% 2.4 9.30% 41.5 

G 113 8 7.10% 10.2 9.10% 78.2 

H 37 6 16.20% 3.3 8.90% 182.3 

I 48 3 6.30% 4.3 8.90% 70 

Barking, Havering and Redbridge 
University Hospitals NHS Trust 185 26 14.10% 15.6 8.40% 166.6 

 
We are therefore reviewing all UTI deaths and those in a number of other diagnoses back to 
April to bring our coding of co-morbidities in line with practice elsewhere.  That work will be 
completed by the end of November and we expect it to further substantially reduce our 
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current HSMR by the time the Dr Foster hospital guide is published, certainly to a level 
where we are not a statistically significant variant from the national position. 
 
Over the last year our HSMR has been affected by coding rather than care issues. Detailed 
analysis of the HSMR to bring the Trust into line with the national position has increased our 
determination to identify every opportunity to improve patients’ underlying care.  
 
4.0  Patient Safety Systems   
 
The Trust has been very active in introducing systems and processes to identify and address 
the significant variation in the mortality data. These are highlighted as follows:  
 
4.1  Training - continuous training programmes on the interrogation of Dr Foster data 
have been run throughout the year for consultant staff and senior managers.  
 
4.2  Audit -The Clinical Governance and Performance team representatives have been 
meeting on a monthly basis to identify “red bell alerts” by procedure and diagnosis. The 
patient’s notes are then reviewed by the responsible clinician to audit and identify required 
changes in practice. This ensures that the Trust is driving improvements in clinical practice 
and safety, leading to a reduction in the HSMR. 
 
4.3  Data Analysis - real time data is used to support consultants to continuously review 
their mortality on a month by month basis. The reported outcomes do not show a significant 
problem in clinical care or care pathways but do identify that poor recording of co-
morbidities, identifying palliative care patients and a lack of recording of dementia as 
secondary coding has contributed to unrealistic risk ratings that have taken the trust above 
the expected level of mortality. 
 
4.4  Corporate Audit - the audit of mortality data is a corporate audit topic and 10 audits 
to specifically review mortality have been registered with the clinical audit department since 
January this year  
 
4.5  Monitoring - the Trust Board and key committees review the Dr Foster data analysis 
through the monthly dashboard and the Clinical Governance Committee monitors and 
reviews the audits and their outcomes. 
 
4.6  Review Outcomes - through the above methods, the Trust has undertaken a review 
of every Dr Foster excess mortality alert since April which equates to 16 reviews, some of 
which are still in the process of completion.  
 
It is very clear that when the primary diagnosis is not clearly and correctly recorded in the 
patient record this can result in the first diagnosis being recorded as the primary diagnosis 
which will result in the risk assessment of whether each death was expected being  
incorrect. Dr Foster uses the primary diagnosis to assess the risk of death and it is this on 
which the HSMR is based thereby inflating the HSMR. Systems have been changed to 
facilitate the Coding Team in recording an accurate primary diagnosis as well as key co-
morbidities which includes using the death certificate information.     
 
An independent audit of all mortality for September is being carried out to identify a range of 
issues including where the documentation is not providing sufficient evidence for coding all 
of the co-morbidities.  
 
4.7  CompStat approach – this process started in late October and currently reviews 7 
major clinical pathways and an additional one in Emergency Medicine which is due to start 
mid November. It functions by agreeing on best practice pathways then weekly reviews are 
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held by clinicians on patients who have gone through the pathway to identify deviations from 
the pathway and provide feedback for change in real time.  . 
 
4.8  Weekend Mortality – the Dr Foster data indicates that there is a quality issue for 
patient care at the weekends, a rise in mortality for patients admitted at the weekend has 
been identified. The Trust is taking a range of steps to ensure a consistent approach to the 
quality of patient care 24/7 and the key to this has been an extensive review of the junior 
doctors’ rotas which has been completed. From 1st December all junior doctors will work to 
an agreed rota which means that they are aware of their rota for months in advance and the 
weekends are fully covered with junior doctors who are familiar with the patients and the 
hospital. This has been a large piece of well developed work which will improve patient 
safety and staff morale. A similar process is in progress with the Consultant rotas.              
 
5.0  Care Quality Commission Alerts 
 
The Care Quality Commission (CQC) have raised 3 alerts with the Trust in the past year, two 
were in relation to mortality outlier data, 

 stroke  
 complication of device, implant or graph  

The Trust supplied an extensive report in relation to stroke detailing the identification of 
issues and the action plans that led to the development of the HASU which was fully 
accepted by the CQC and the matter closed. The second the CQC closed without action 
following investigation as they found that the Trust was not an outlier as has been perceived. 
This was the conclusion that had been drawn from the Trusts own investigation. 
 
The other alert dealt with the outlier data for emergency maternity re-admissions. The Trust 
supplied a full audit of the data with an accompanying action plan. The CQC requested 
further data and then concluded that all appropriate action had been taken by the trust. 
 
6.0    Conclusion  
 
The Trust is fully committed to improving the quality and safety of all episodes of patient care 
by developing, implementing and auditing clinical pathways. It is also essential that all key 
elements of the patient profile and care are captured and reported fully in order that the 
Trust’s standing on mortality data is reflected accurately. A great deal of work has been 
completed so far this year and there is more to do. Full recognition is given to this important 
subject by all clinicians and managers and every endeavour will be made to increase public, 
stakeholder and staff confidence in the quality of care provided by this trust.  
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