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EXECUTIVE SUMMARY  

 This report gives details on mortality for the months of October to December 2020 
which is Q3 2020/2021. Included within this is a review of the screening and 
structured Judgement reviews (SJRs) of in-hospital deaths, with analysis of the 
findings and phases of care. The report also provides detail of the learning and the 
plans for sharing of this learning throughout the organisation. 
 
In Q3 2020/2021 there were 302 inpatient deaths, this figure included 2 neonatal 
deaths. There were a further 11 adult deaths and one paediatric death in ED bring the 
total in hospital deaths to 314. This resulted in a total of 311 adult deaths (inpatients 
and ED) within the scope of the SJR process.  
 
Of these deaths 65% have had an initial screening completed, which is an 
improvement on recent performance, and 36 cases identified for an SJR. Work 
continues to improve the completion rate.  At the time of writing this report, of the 
total Q3 2020/2021 SJRs, 11 (31%) of these have been completed.  
 
During Q3 2020/2021 the Trust recorded 83 Covid-19 deaths.  An up to date (end of 
February 21) report of Covid-19 mortality is contained within the Quality Report going 
to board this month. 

Of the SJR’s completed in Q3 2020/2021 three raised concerns around the care 
received. All three of these cases are awaiting their second stage review. There is one 
case from Q1 that received its second stage review in Q3 this indicated there was 
evidence of slight avoidability of the death.  
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Three patients in Q3 were identified as having learning difficulties recorded and these 
cases are currently awaiting SJR review.   
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1. BACKGROUND 

 
In March 2017, the National Quality Board released the first edition of the ‘National Guidance on Learning 
from Deaths’ which aims to initiate a standardised approach to the review of and learning from deaths. In 
response to this, the Royal College of Physicians have been leading the National Mortality Case Record 
Review (NMCRR) programme which provided clear guidance on the resources required to carry out an 
adequate programme of mortality reviews, including the use of a Structured Judgement Review (SJR) tool to 
be used to review some in-hospital deaths.   
 
In-line with this guidance, ASPH has an objective within the Quality of Care strategic objective to ensure that 
there is a timely review of all relevant deaths through the Structured Judgement Review (SJR) process by 
specifically trained healthcare individuals; and to ensure there are robust methods and environments 
created within the Trust by which sharing of learning and actions for improvement can be made. 
 
 

2. MORTALITY DATA 

 

In Q3 2020/2021 there were a total of 314 in-hospital deaths 
 

 
 
 
The in-hospital deaths comprised of 300 adult inpatient deaths and two neonatal inpatient deaths (total 302 
inpatient deaths). There were a further 11 adult deaths and one paediatric death in ED. This resulted in a 
total of 311 adult deaths (inpatients and ED) within the scope of the SJR process. Despite the deaths 
attributed to Covid-19 in Q3 2020/21 (section 3 below) this figure is comparable to that of Q3 2019/20 when 
there were 310 deaths in scope.  
 
Three deaths were in people identified as having learning difficulties. The SJR reviews have not yet been 
completed but they have been reported for Learning Disabilities Mortality Review (LeDeR).  
 
From October 2017, full structured judgement reviews (SJR) have been carried out on any deaths meeting 
certain minimum criteria (described in Appendix A). These include any death where bereaved families and 
carers, or staff, have raised a concern about the quality of care provided; any deaths of patients with 
learning disabilities or with severe mental illness; any deaths following elective procedures; as well as a 
further sample of other deaths. From Q3 2018/2019 we have not routinely conducted SJRs on a random 
sample of deaths as an audit of reviews up until that point demonstrated no evidence of poor care. We had 
thus chosen to only perform SJRs on those triggered via the initial mortality review or any other raised 
concerns.   

https://www.rcplondon.ac.uk/projects/national-mortality-case-record-review-programme
https://www.rcplondon.ac.uk/projects/national-mortality-case-record-review-programme
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However, as a result of a drop in the number of initial mortality screening reviews completed and a 
reduction in the number of cases being referred for SJR in July –October 2020 a decision was made to select 
a random sample of 5% of deaths for SJR in this period. This has resulted in seventeen cases being identified 
to receive SJR. These are yet to be allocated to reviewers due to a need to prioritise the cases where an SJR 
is indicated from concerns identified within an initial review.  
 
Work to complete SJR on the initial cohort of 60 random patients from March-June 2020 continues with 72% 
completed to date.  
 
 

3. COVID-19  

In Q3 2020/21 the Trust recorded 83 Covid-19 deaths which demonstrated the start of the second wave. 
Previously there had been 14 Covid-19 deaths in Q2 2020/2021, 178 Covid-19 deaths in Q1 2020/2021 and 
24 deaths in Q4 2019/2020 all of which occurred in March 2020.  A further up to date review of Covid-19 
deaths is contained within the Quality Report going to Board this month 

The split between Covid-19 and non-Covid deaths is shown below. 

 
 
 

4. STRUCTURED JUDGEMENT REVIEWS AND INITIAL SCREENING 
 
The Trust uses the methodology set out in the National Mortality Case Record Review (NMCRR) programme 
to perform structured judgement reviews (SJRs) of some in-hospital deaths.  As part of the Quality of Care 
strategic objective the Trust aims to perform timely reviews of all relevant deaths identified by this 
methodology.  Sharing of learning and actions for improvement is a key element of the approach. 
 
Initial screening review completion stands at 63% in October, 63% in November and 67% for December 
giving a total of 65% for the quarter. This figure has improved as a result of actions underway. The screening 
forms are now on-line and part of the Evolve scanned notes system and can be completed directly into 
Evolve in real time. The incomplete earlier screening forms are being completed by the relevant 
departments along with all ward areas having being tasked to complete each screening form within one 
working day as part of the work completed to allow for full Medical Examiner scrutiny. Additionally each 
consultant with outstanding initial screening reviews is being contacted regularly with a list of cases. Going 
forward this will be repeated on a monthly basis.  
 
To provide assurance there has been a reintroduction of a 5% random sample of deaths to be subject to an 
SJR, at present this covers the period from July- October as referred to above.  After this time, although the 
number of screening forms completed remained low the number of cases referred for SJR increased back to 
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previous levels.  A number of methods are additionally being used to identify cases that may need an SJR in 
the absence of a higher initial screening form completion rate; these include checking Datix for staff or 
patient concerns, checking cases that require a post mortem and scrutiny by the Medical Examiner.   
 

 
 

4.1 STRUCTURED JUDGEMENT REVIEWS COMPLETED 
 

The SJR involves assessing different phases of care, writing explicit judgement statements and giving scores 
(from ‘very poor care’ to ‘excellent care’).  Each review is undertaken by a trained individual – either a nurse 
(Band 7 and above), AHP (Band 7 or above) or a Consultant (of any speciality). 
 
There is usually a time lag with SJR completion rate with completion of SJRs now at 85% for Q2 2020/2021 
(this stood at 82% when reported in Q2 2020/2021 LfD report to Board). Of the first cohort of 60 random 
cases flagged for a SJR over April/May/June 2020 a further five cases have been completed with all the cases 
receiving adequate, good or excellent care. There are still 18 reviews to complete from this piece of work.  

In Q3 2020/2021 36 cases were identified for SJR. Of the total Q3 2020/2021 SJRs, 11 (31%) have been 
completed to date. The completion of SJR’s has been affected by the response to the second wave of the 
Covid-19 pandemic. Additionally, the work to chase up the outstanding screening forms resulted in the 
identification of additional SJR’s needed which are currently being allocated out for completion.  Going 
forward, a business case is being developed to fund dedicated paid sessions for reviewers to complete SJR, 
this will be combined with a drive to recruit new reviewers so that the Trust has the resource to compete 
SJR’s in a timely manner. This is due to be presented to TEC in April 2021 
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4.2 PHASES OF CARE SCORES 
 

The SJR requires recording explicit judgements about the quality of care the patient received and whether it 
was in accordance with current good practice. Care is rated during each phase on a scale of 1 to 5.  
1 = very poor care        2 = poor care        3 = adequate care        4 = good care        5 = excellent care 
 
The chart below shows the ratings recorded for the SJRs identified through standard criteria for Q3:  
 

 
 
 
There are three cases where a query of poor care has been raised at first review. These are due to receive a 
second stage review to determine if there was any avoidability.  Two of the cases had already been escalated 
as Serious Incidents before the SJR was completed. One (incident no W72973) concerns a patient death 
following elective hip surgery (patient was a high risk for anaesthetic) and the second case (W72861) is to 
investigate a concern that the patient may have been discharged on two types of blood thinning medication 
and then suffered an intracranial haemorrhage.  
 
There is an additional inpatient death in December that has been raised as a Serious Incident  (W74040) this 
case is due to receive an SJR but it has not been completed yet. This patient died following bariatric surgery. 
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There was one case outstanding from May 2020 that had required a stage 2 review after receiving a rating of 
‘poor care’ at first stage review. This second stage review was completed in November and the learning is 
summarised in the next section.  

 
5. ASSESSMENT OF CARE 

 
Background 
Patient was an 84 yr old man admitted to SPH on 5/5/20 with shortness of breath. He had a background of 
COPD, heart failure, AF, previous CVA and an ICD. 
 
Summary of admission 
The patient presented to SPH at 16.26 on 5/5 after being reviewed by a heart failure nurse who felt he may 
have pneumonia and wanted to rule out Covid. Patient had two negative Covid swabs during admission. 
Minimal oxygen requirement throughout, but notably borderline hypotensive throughout the five day 
admission. He died on 11/5 at 01.35 following a fall. 
 
 
Issues raised by stage 1 review and addressed by the stage 2 review 
 

1. There was a delay in transfer to Aspen. 
There was a delay however the patient’s care was not compromised by this. His respiratory support 
was minimal and never exceeded low flow nasal oxygen. 
 

2. Patient was not recognised as End of Life. 
Patient had a Respect form completed on 9/5/20 with a clear and appropriate ceiling of care. 
It is not felt his death was imminent so end of life measures would have been premature. 
Patient in himself felt comfortable and his shortness of breath was no worse than usual. 
 

 
Analysis and Conclusions 
The patient had stable observations in the last 48 hrs of his life. His NEWS was mainly 5 or 6, most of this was 
accounted for by low flow oxygen therapy and oxygen saturations which were likely normal for him. The 
most notable feature was a persistent low BP which presumably was due to his chronic heart failure. 
 
Patient had observations at 00.30 on 11/5/20 (NEWS 6). He was seen asleep at 01.00. He was then 
discovered on the floor at 01.15 in cardiac arrest with a laceration on the back of his head. 
 
These were very unfortunate and tragic circumstances. It was documented that the patient needed 
assistance to mobilise as it was recognised he was a falls risk. It is suspected the patient tried to mobilise on 
his own in the middle of the night and fell. It is felt this was a scenario that could not have been avoided 
without constant observation and the completed falls risks assessment had not indicated that one to one 
care was necessary.  
 
The stage 2 reviewer recorded an opinion of slight evidence of avoidability (see appendix B for potential 
avoidability scores). The case was on the agenda for discussion at SAMS meeting Nov 20.  
 
This case was raised as an incident (no W68363) at the time of the death and was initially escalated as a 
Serious Incident. Review noted that the patient usually called out for help to mobilise to the toilet but hadn’t 
on this occasion; it was likely the patient had suffered a cardiac event in the toilet. A post mortem recorded 
the cause of death as 1a infective exacerbation of COPD, 2 ischaemic cardiomegaly, atrial fibrillation and 
apical pneumothorax. As death wasn’t felt to be caused by the fall the case was de-escalated as a Serious 
Incident.   
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6. LEARNING FROM DEATHS 
 

In all cases where the SJR has identified problems with care, these have been shared with the relevant 
specialty governance team and a selected number of the cases will be put forward for discussion at the 
relevant Quality and Safety Half (QuaSH) Days. Departments and Divisions also hold regular Morbidity & 
Mortality meetings throughout the year to allow time to review and reflect on learning from cases. 
 
After the success of the Learning from Death events these are now linked with the Patient Safety Team and 
their similarly successful monthly SIRI learning events in order to provide a more consistent monthly / bi 
monthly combined learning event. The learning events were cancelled during Q1 2020/2021 but restarted 
again in August 2020 and have continued virtually on MS Teams.  
 
Since Q3 2019/2020 the Mortality Committee has been incorporated into the bi-monthly Safety and Quality 
Committee (SQC). This in turns reports to the Quality of Care Committee (QCC). The Chief of Patient Safety 
co-chairs this meeting and presents a LfD gap analysis report within this meeting as a live document. 
 
 

7. PERINATAL DEATHS 
 
During Q3 2020/2021, seven perinatal deaths occurred; two of these were classed as neonatal deaths and 
five stillbirths.  Five of the cases met the criteria for a perinatal mortality review to be undertaken.  Of the 
two cases not for review one was a fetal loss at 20+4 weeks and the other was a fetocide for chromosomal 
abnormalities at 26+6 weeks. The following criteria are used by MBRRACE -UK to guide which babies require 
a perinatal mortality review to be undertaken. 
 
 

 Late fetal losses where the baby is  born between 22+0 and 23+6 irrespective of when the death 
occurred and showing no signs of life, or where the gestation is not known and the baby weighs over 
500g 

 All stillbirths where the baby is born from 24+0 weeks showing no signs of life 

 All neonatal deaths where the baby is born alive from 22+0 weeks but dies up to 28 days after birth, 
or if the gestation is not known, where the baby is over 500g 

 Post-neonatal deaths where the baby is born alive from 22+0 weeks but dies up to 28 days following 
neonatal care; the baby may be receiving planned palliative care elsewhere (including at home) 
when they die 

  
The PMRT is not designed to support the review of the following perinatal deaths: 

        Termination of pregnancy at any gestation; 

        Babies who die in the community 28 days after birth or later who have not received neonatal care; 

        Babies with brain injury who survive. 
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Cases that meet criteria for PMRT 

Month Gestation Category of death In/ex utero 
transfer 

Cause of death 

October 39+6 Intrapartum 
stillbirth 

No Undetermined 

November 25+4 Intrapartum 
stillbirth 

No Arm prolapse and cord compression in 
the context of preterm labour and 
possible Pre-term Premature Rupture 
of Membranes (PPROM) 

December 24+1 Intrapartum 
stillbirth 

Yes Extreme prematurity 

December 23+3 Intrapartum 
stillbirth 

Yes Pre-term Premature Rupture of 
Membranes (PPROM) + 
Chorioamnionitis 

December 24+4 Neonatal Death 
Day 0 

Yes Extreme prematurity, E.Coli Sepsis, 
Bilateral Intraventricular Haemorrhage 
and Prolonged, Pre-term Premature 
Rupture of Membranes (PPROM) 
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There were five neonatal deaths at St Peter’s Hospital during Quarter Three that met the criteria for 
mortality review. Four babies were still born and all were born and died at St Peter’s Hospital. This included 
three mothers who were not booked at St Peters Hospital but had care transferred for the purposes of 
receiving level three neonatal intensive care services. 80% (4 out of 5) qualified and received neonatal 
reviews and 100% qualified and received an obstetric review. All cases have been reported via PMRT to meet 
CNST requirements and have undergone a multi-disciplinary team review. 

Actions implemented as a result of learning identified from reviews: 
 

        Amended Neonatal Resuscitation sheet, which now includes a section for post-resuscitation debrief 
documentation and prompts for allocation of a scribe 

        Preterm Optimisation Working Group established to look at collaboration and development of clear 
guidelines for management of complex extreme pre-term cases 

        Reinforce use of Language Line for women whose first language is not English to ensure improved 
communication and understanding 

        Causes of stillbirth and extreme prematurity to be included in simulation and PROMPT scenarios 
 

8. PAEDIATRIC MORTALITY 
 In Q3 2020/21 there was one case reported as a paediatric death in ED. This was the sad case of a 10 week 
old baby brought into ED on 7/11/20 in cardiac arrest. The child had been sleeping with the parents in their 
bed and was found unresponsive when the parents awoke at 08.20. An incident (W72967) was raised and a 
multiagency safeguarding review instigated.  
 

 
 

9. MEDICAL EXAMINER (ME) 
 

Q3 2020/21 saw the post-Half Term rise in Covid admissions and the planning in place for what was to 

become the much larger Second Wave. Though October and November the Lead ME, now supported by 

our Business Development Manager Jason Lane, reached out to St George’s Healthcare and Frimley 

Health Medical Examiner Offices to take inspiration from their custom-built Datix databases. Working 

with Quality and with particular heartfelt thanks to Michelle King we have created the Medical Examiner 

Database serving the precise data points required by the National Medical Examiner. As a result, our 

nationally uploaded Q3 returns were commended for completeness and accuracy. In this quarter the 

Trust recorded 311 adult deaths. The ME Office had scrutinised 93% of these deaths and contacted 74% 

of bereaved families. 
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December saw the start of our full-time Medical Examiner’s Officer, the full time secondment of the 

Lead Medical Examiner and the professionalization of the ME Office. We have started the bi-monthly 

C.RO.ME Meeting with representation from the Coroners, the Registrar’s Office and the Medical 

Examiners for shared learning and understanding. Preliminary plans for Community roll-out were 

established and in Q4 we will be reporting on the success of our pilot with the Princess Alice and Woking 

Sam Beare Hospices. 
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APPENDIX A 
 
A full description of the criteria being applied to select the cases for SJR is below: 
 

Criteria for SJR case selection Details 

Any death where bereaved families 
and carers have raised a concern 
about the quality of care provided. 
 

Any adult, inpatient death where a complaint or PALS contact has been 
raised as identified by the Divisional Governance teams 
 
Any adult, inpatient death where ‘Have family members or carers raised 
a significant concern about the quality of care provision?’ is indicated on 
the mortality screening form as identified by the Ward team 
 

Any death where a member of staff 
has raised a concern about the 
quality of care provided. 
 

Any adult, inpatient death where a DATIX incident has been raised as 
identified by the Divisional Governance teams 
 
Any adult, inpatient death where ‘Have any staff members raised a 
significant concern about the quality of care provision?’ is indicated on 
the mortality screening form as identified by the Ward team 
 
Any adult, inpatient death which has been identified as either ‘Definitely 
avoidable’, ‘Strong Evidence of avoidability or ‘Some evidence of 
avoidability’ by the Consultant completing the mortality screening form 
 

Any death of a patient with learning 
disabilities or with severe mental 
illness. 
 

Any adult, inpatient death of a patient with learning disabilities or with 
severe mental illness as identified by the Divisional Governance teams 
 
Any adult, inpatient death where ‘Did the patient have a learning 
disability? or Did the patient have a severe mental illness?’ is answered 
positively on the mortality screening form as identified by the Ward 
team 
 

Any deaths following an elective 
admission. 
 

Any adult, inpatient death with a spell coded with admission method of 
11, 12, or 13 
 
Any adult, inpatient death where ‘Is this a death in an area where 
people are not expected to die? (e.g. patients attending for a routine 
elective procedure)’ is answered positively on the mortality screening 
form as identified by the Ward team 
 

A further sample of other deaths.* 
 

A 5% random sample of all other deaths occurring in the month 
 
Any adult, inpatient death where ‘Do you have any other cause to think 
that this death would benefit from a mortality review?’ is answered 
positively on the mortality screening form as identified by the Ward 
team 
 

 
* From Q3 2018/2019 we have not conducted SJRs on a random sample of deaths as an audit of reviews up 
until that point demonstrated no evidence of poor care.  We have thus chosen to only perform SJRs on those 
triggered via the initial mortality review or any other raised concerns. 
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APPENDIX B - AVOIDABILITY OF DEATH JUDGEMENT SCORE 

As part of completing a second stage, the reviewer is asked to make a judgement on the 
‘avoidability of death’ in the case. 
 
This is based on the Royal College of Physicians Structured Judgement Review Data Collection Form. 
 

 

Mortality Review Form 
Stage 2 - Structured Judgement Review 

 

Avoidability of Death Judgement Score 

We are interested in your view on the avoidability of death in this case. 

Please choose from the following scale (tick one score). 

☐  Definitely avoidable 

☐  Strong evidence of avoidability 

☐  Probably avoidable (more than 50:50) 

☐  Possibly avoidable but not very likely (less than 50:50) 

☐  Slight evidence of avoidability 

☐  Definitely not avoidable 
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APPENDIX C: STRUCTURED JUDGEMENT REVIEWS COMPLETED BY MONTH DUE 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


