
Monthly



Quarterly



Macro: Comparators and crude rate

• Definitions- case selection
• Diagnoses all in hospital deaths

• Diagnoses (HSMR) deaths in HSMR basket of diagnoses

• SHMI deaths in SHMI basket of diagnoses

• Definitions- data handling
• Relative risk observed vs expected ratio

• This figure in HSMR basket is what is commonly known as “HSMR” 
and is typically shown as a 12month rolling average





“HSMR”
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Emergency Deaths 
(January 2018 onwards)

Emergency Average Lower limit Upper limit













Meso: Scrutiny and SJR



 Figure 4.1 Mortality Review Tool at Q2 2021/22    

    

 

Inpatient & Emergency Department 
Deaths Total On MRT % Reviewed 

 Oct-21 155 121 78.1 

 Nov-21 147 82 55.8 

 Dec-21 167 80 47.9 

 Qtr 1 321 255 79.4 

 Qtr 2 412 320 77.7 

 Qtr 3 469 283 60.3 

 Qtr 4    

 Year 21/22 1202 858 71.2 

 Year 20/21 1772 1535 86.6 

 Year 19/20 1514 1366 90.2 

 Year 18/19 1446 1267 87.62 

 Year 17/18 1550 1300 83.9% 

 



• Q3 Data from ME Office – Acute Adult Deaths
• Oct 21 - 154

• Nov 21 - 147

• Dec 21 - 167 Total = 468 Adult

•

• 100% of all deaths were scrutinised & within the following timeframes –

• Day of death or 1st Day after death - 298

• 2nd Day after death - 75

• 3rd Day after death - 55

• 4th Day after death - 23 – Xmas & New Year Bank holidays reflect this figure

• 5th Day after death - 16 - Xmas & New Year Bank holidays reflect this figure

• Over 5 days - 1 – This is the only breach in Q3 and relates to a death at Newark which they failed to 
notify us of.

• Q3 Data from ME Office – Acute Child Deaths
• We had only one reportable in Q3 and this case was scrutinised on day of death.

•

• Q3 – Data from ME Office – Community Deaths.
• 40 x community deaths were scrutinised during Q3









Micro: Individual Output



Good Practice and Learning points



Issues raised by the bereaved



Problems in Care



Deaths which have met SI criteria
(avoidable deaths)


