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EXECUTIVE SUMMARY 

 
1 Purpose and Key Issues 

 
The purpose of this paper is to present a summary of the Keogh Mortality Review to the 
Board. 
 
Following the Francis report into the tragedy at Mid-Staffordshire NHS Foundation Trust, 
the Prime Minister asked Professor Sir Bruce Keogh, the NHS Medical Director, to 
conduct a series of ‘deep-dive’ reviews into other hospitals with mortality rates which 
have been consistently high for two years or more. A total of 14 hospital trusts were 
investigated as part of this Review. 
 
Key issues: 
• An assessment will be made to review the Trust’s position in relation to the findings 

of the report. 
• This work will be cross-referenced with the recommendations from the Mid 

Staffordshire NHS Foundation Trust public inquiry. 
• Where areas of improvement are identified, an action plan will be developed and 

progress will be monitored at Board level. 
• The Trust will test its Hospital Standardised Mortality Ratio using the methodology of 

the Review. 
 

2 Supporting Information 
 

Although the 14 hospital trusts covered by the review were selected using national 
mortality measures as a "warning sign" or "smoke-alarm" for potential quality problems, 
the investigation looked more broadly at the quality of care and treatment provided within 
these organisations. The review considered the performance of the hospitals across six 
key areas: 
 
• Mortality; 
• Patient experience; 
• Safety;  
• Workforce; 
• Clinical and operational effectiveness; and 
• Leadership and governance. 
 
The process was thorough, expert-led and consisted of both planned and unannounced 
and out-of-hours visits, placing particular weight on the views of staff and patients. 
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At both a local and national level, key findings have been collated and examined and 
recommendations have been made. Sir Bruce found that, while there were some 
examples of good care, none of the 14 hospitals investigated was providing consistently 
high quality care to patients. They identified patterns across many of the hospitals 
including: 
 
• professional and geographic isolation; 
• failure to act on data or information that showed cause for concern; 
• the absence of a culture of openness; 
• a lack of willingness to learn from mistakes; and 
• ineffectual governance and assurance processes. In many cases Trust Boards were 

unaware of problems discovered by the review teams. 

As a result of the reviews, the NHS Trust Development Authority and Monitor have today 
placed all 14 Trusts on notice to fulfill all the recommendations made by the review 
about their hospitals. All will be inspected again within the next year by the new Chief 
Inspector of Hospitals, Professor Sir Mike Richards. 

In addition, the Secretary of State announced that 11 of the 14 Trusts will be placed into 
“special measures”, which will mean that: 

• Each hospital will be required to implement the recommendations of the Keogh 
review, with external teams sent in to help them do this. Their progress will be 
tracked and made public; 

• The Trust Development Authority or Monitor will assess the quality of leadership at 
each hospital, requiring the removal of any senior managers unable to lead the 
improvements required; and  

• Each hospital will be partnered with high-performing NHS organisations to provide 
mentorship and guidance in improving the quality and safety of care. 

As well as specific action to support the 14 hospital Trusts, the Government will also 
legislate to make sure it will be no longer possible for failed managers to get new jobs 
elsewhere in the NHS. And, drawing inspiration from education where Super-Heads 
have helped to turn failing schools into outstanding ones, the NHS Leadership Academy 
will develop a programme that will identify, support and train outstanding leaders. 

Sir Bruce has also set out a vision for where the NHS can get to within two years. This 
includes: 

• Making demonstrable progress to reducing avoidable deaths in hospitals; 
• Patients and clinicians will have confidence in the quality of assessments made by 

the CQC, not least because they will have been active participants in inspections; 
• No hospital will be an island – professional, academic and managerial isolation will 

be a thing of the past; 
• Nurse staffing levels and skill mix will appropriately reflect the caseload and the 

severity of illness of the patients they are caring for and be transparently reported by 
Trust boards; and 

• Patients will not just feel like they have been listened to but will be able to see how 
their feedback is impacting on their own care and the care of others. 
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3 Controls and Assurances 
 
• The Trust has been an outlier for Dr Foster Hospital Standardised Mortality Ratio for 

the 2011-12 and has made significant improvements over 2012-13. This was at 
odds with the Summary Hospital-level Mortality Indicator where the position was 
better than the average benchmark.  

• An action plan has been implemented to improve mortality rates, with support from 
the Dr Foster team. 

• In September 2012, the Trust had a notification from Dr Foster that it was an outlier 
in mortality for Chronic Obstructive Pulmonary Disease. This was also followed by a 
letter in November 2012 from the Care Quality Commission requesting a report and 
an audit. The audit showed no areas of clinical concern and many areas of good 
practice. 

• In December 2012, the Trust received notification from the Bone Registry to say it was 
an outlier for mortality for patients having surgery for fractured neck of femur. In view of 
this, the Trust is currently undertaking a review of all the patients who died within the 
February 2011 – February 2012 timeframe to understand if there is any learning.  

• The Board receives monthly updates for the Hospital Standardised Mortality Ratio 
and the Summary Hospital-level Mortality Indicator position and is kept fully briefed 
on the findings and actions of any mortality rate reviews. 
 

4     Legal Implications 
 
The legal implications have been considered and none have been identified. 
 

5 Equality and Diversity Implications 
 

The Trust aims to design and implement services, policies and measures that meet the 
diverse needs of our service, population and workforce, ensuring that none are placed at 
a disadvantage over others.  No adverse or positive impacts have been identified from 
the Board’s actions. 
 

6 Patient, Public and Staff Involvement 
 

The Trust ensures that patients, the public and staff are involved in the decision-making 
process when appropriate. 

7 Cost Implications 
 

There are no cost implications. 
 
8    Potential Risk to the Organisation 
 

There is a risk that the Trust does not always provide high quality care.  
 

9 Board Prompts 
 
• Does the Board require any additional information or assurance? 
• Is the Board satisfied that the ongoing work around mortality rates is making 

sufficient progress? 
 

10 Recommendations 
 

The Board is asked to RECEIVE the Keogh Mortality Review. 
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11  References 
  
• Professor Sir Bruce Keogh KBE (July 2013) – Review into the quality of care and 

treatment provided by 14 hospital trusts in England: overview report 
http://www.nhs.uk/NHSEngland/bruce-keogh-review/Pages/published-reports.aspx  
 

12  Strategic Objectives 
 

       The Trust’s Strategic Objectives were reviewed by the Board in February 2012. 
 

X Highest quality  Flexible and multiskilled workforce 
 Sustainable services  Efficient and effective 
 Integrated health and social care  Local provider of choice 

 
13 Principal Risks 

 
The Principal Risks have been identified through the Trust’s risk management 
processes. They are updated as and when required. 

 
 Financial planning & management  Clinical records management 

X Strategic & business planning X Leadership &  management 
 Workforce numbers  Unsafe behaviour 
 Workforce skills  External demands 
 Procedural management  Partnership arrangements 
 Equipment & facilities arrangements  Communication 

 

http://www.nhs.uk/NHSEngland/bruce-keogh-review/Pages/published-reports.aspx

