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EXECUTIVE SUMMARY

This report gives details on mortality for the months of July – December 2022
which is Q2 and Q3 2022-2023. 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. 

Q2 in hospital deaths comprised of 12 adult ED deaths, 7 neonatal deaths and 1 
paediatric death. This resulted in a figure of 317 adult deaths (inpatients and ED) 
within the scope of the SJR process.  

Q3 in hospital deaths comprised of 31 adult ED deaths, 7 neonatal deaths and 1 
paediatric death. This resulted in a figure of 400 adult deaths (inpatients and ED) 
within the scope of the SJR process. 

The RAMI chart shows that the Trust continues to track above our peers. 

Historically we have always had a slightly higher RAMI than our peers, with a 

median slightly above the RAMI 100. The sustained increase above our peers from 

October 2021 through to June 2022 coincides with occurrences of deaths on 
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Willow Palliative Ward, we are looking as this in greater detail to include a review 

of data and coding. This ward houses patients who would previously have been 

discharged and had their palliative care in the community. The downward trend of 

the RAMI from June 2022, coincides with the introduction of Surrey Safe Care and 

may relate to improved coding of patients receiving palliative care. 

During Q2 2022-2023 the Trust recorded 13 COVID-19 deaths and 14 deaths on Q3. 
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1. BACKGROUND 

The Trust is committed to the review of inpatient deaths using a variety of methods to ensure learning and 
actions for improvement can be identified. In line with the National Guidance on Learning from Deaths 
(2017) and the implementation of the Patient Safety Incident Response Framework (2022), each in hospital 
death is considered for review and if appropriate a proportional review is undertaken using an appropriate 
tool or methodology. Individual cases and overall mortality data is reviewed in a  variety of ways, including 
Mortality Indices, Structured Judgement Reviews and Perinatal Mortality Reviews/ Child Death Review 
processes.  

In order to facilitate a more up to date approach to learning from deaths this report considers in hospital 
deaths occurring in both Q2 and Q3 2022-2023.  

2. MORTALITY DATA 

In Q2 2022-23 there were 325 in-hospital deaths which is comparative to Q1 2022-23, although is 

significantly higher than Q2 2021-22 where there were 271 deaths.  
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In Q3 2022-23 there were 408 in hospital deaths, this is significantly higher than both Q1 and Q2 2022-23, 

however it is of note that in Q3 2021-22 there were 391 in hospital deaths. The Q3 deaths in 2021-22 appear 

to have occurred more evenly over the 3 month period, compared with Q3 2022-23 when November had a 

relatively low number of deaths (105 deaths) and then a peak in December (170 deaths).  



Q2 in hospital deaths comprised of 12 adult ED deaths, 7 neonatal deaths and 1 paediatric death. This resulted in a figure of 317 adult deaths (inpatients and ED) 
within the scope of the SJR process.  

Q3 in hospital deaths comprised of 31 adult ED deaths, 7 neonatal deaths and 1 paediatric death. This resulted in a figure of 400 adult deaths (inpatients and ED) 
within the scope of the SJR process. 
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The Risk Adjusted Mortality Index (RAMI) is shown below. This excludes deaths 30 days post discharge, zero length of stay, palliative care code Z51.5 and maternity.  

During Q2 the RAMI appears to have remained above 100, although appears to be moving back towards the target of 100. Whilst we are using RAMI to benchmark 

against our peers it is not considered a good indicator of quality of care; by definition 50% of hospitals will have a RAMI above 100. More significant is the percentage 

of deaths which are avoidable, and this is not benchmarked nationally. Our peers have also begun to show an increase in RAMI at the end of Q2.  

The downward trend of the RAMI from June 2022, coincides with the introduction of Surrey Safe Care and may relate to improved coding of patients receiving 

palliative care. The RAMI pattern was compared against other indicators of quality of care, including length of stay, complaints, reported patient safety incidents and 

hospital associated infections. None showed any significance in relation to RAMI. 
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3. Learning Disability, Autism and Severe Mental Health Diagnoses 

Across Q2 and Q3, 24 patients died who were known to have additional vulnerabilities and will all be subject to a Structured Judgement Review.   

Five of the deaths in Q2 and seven deaths in Q3, related to adult patients identified as having a learning disability or autism. All of these deaths have been referred to 
LeDeR for external review and scrutiny.  

Four of the deaths in Q2 and eight deaths in Q3 related to adult patients identified as having a severe mental health diagnosis.  

Of the 24 cases noted above, nine have had an SJR completed, with the majority judged as receiving good or excellent care 

0 1
0

5

3

SJR Judgement of Care in Vulnerable Groups

Very Poor Poor Adequate Good Excellent



LEARNING FROM MORTALITY REVIEWS – 2022-2023 Q2 & 3 BOARD REPORT 

7 

One case was judged as receiving poor care, and this had a Stage 2 Structured Judgment Review considering avoidability of death.  The outcome of this Stage 2 SJR 
was that the death was ‘definitely not avoidable’. The SJR review of this case identified the following issues /  learning points;  

 Medical documentation was significantly lacking in detail with very little written  

 There was a delay of four days in referring the patient to the Learning Disability Liaison Nurse 

 There was a delay in recognition of increasing CRP and no documentation relating to this or any action taken  

 There is minimal documentation in relation to a clinical deteriorating patient with increased oxygen requirement  

 It is unclear to what extent the team were able to communicate with the patient about his wishes and what reasonable adjustments they made to attempt to 
communicate with the patient. 

4. COVID-19 

In Q2 2022-23 the Trust recorded 13 COVID -19 deaths and 14 deaths related to COVID-19 in Q3. This continues to show a pattern of reduced COVID-19 related 
deaths from Q5 2021-22 and Q1 2022-23 which recorded 53 and 30 COVID – 19 related deaths respectively.  

The split between COVID-19 and non-COVID deaths is shown below. 
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The death of a patient with likely hospital acquired (HA) COVID infection (a new positive COVID swab result after 8 days in hospital), is an automatic trigger for an SJR.  

In Q2 and Q3 seven potential cases of HA COVID  were identified to have an SJR. Of these, four have had a completed SJR with three having care judged as good and 
one receiving a judgement of excellent care.   
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5. 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 which is facilitated through the Mortality Review Panel. 

The average completion rate for the Mortality Review Form across Q2 and Q3 is 34% and performance against the quality priority of completion within 48 hours has 
not seen an increase. Additional measures remain in place to identify cases that may need an SJR; these include checking Datix for staff or patient concerns, checking 
cases that require a post-mortem and scrutiny by the Medical Examiner.   

The reduction in MRF completion in June coincides with the introduction of Surrey Safe Care and having the MRF on Evolve may be a barrier to completion.  
The Mortality Review Form was added to Surrey Safe Care in late December 2023 and is due to be launched for use across the Trust in Q4. Additional strategies to 
increase completion of the form are being considered by the Mortality Improvement Group.  

Identified SJRs 
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The mean number of SJRs identified per month through Q1, Q2 and Q3 in 2022-23 is 14. Due to concerns raised about operational pressures across UEC and the 
impact this may have on care and mortality the patient safety leads and mortality lead agreed to undertaken SJRs for all deaths occurring within UEC in December 
2022, hence the significant increase in SJRs identified for that month.  

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). We are also taking steps to train 
Registrars to complete reviews as guidance from the Royal College of Physicians suggests that doctors in the later stages of training are appropriate, and often 
perceptive, reviewers.  

Since SJRS were commenced in October 2017, 782 cases have been identified for review of which 547 have been completed.  
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This leaves 235 cases awaiting review, of which 82% occurred before September 2022 and are considered the backlog of cases.  

The team has been focussing on completing SJRs for vulnerable groups and recent cases, in order to capture the most learning as possible in a timely manner.  

An additional 6 SJR reviewers have been recruited and trained in Q3, however capacity to complete the reviews has been challenged due to operational pressures 
through Q3. Despite this the team have completed 41% of the SJRs identified in Q2 and 43% of the SJRs identified in Q3.  

In addition to the Stage 1 SJRs mentioned above, nine stage 2 SJRS were completed in Q2 and Q3.  

SJR Backlog pre Sept 2022 

In Q2 and Q3 29 SJRS identified before Sept 2022 were completed, reducing the backlog from 207 to 178.  
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SJRs post Sept 2022 

There has been a focus on completing SJRs in a more timely manner, and ideally within 2 months of identification, as shown below. 21% of cases identified in  Sept 
2022 have been completed, compared with 58% in December 2022.  
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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 

To date, there are 16 completed SJRs for Q2.    
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To date, there are 27 completed SJRs for Q3.    
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LEARNING FROM SATGE 1 SJRs 

The learning identified from the Stage 1 SJRS completed in include;  

• Sepsis tool not completed, incorrectly completed or not escalated  

• High NEWS not escalated  

• Significant delay in assessment, care and treatment due to ED pressures  

• Vital signs not repeated in a timely manner or at all  

• Missed opportunity to offer CPAP 

• Missed opportunity to treat anaemia 
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• Lack of clear decision making – active treatment alongside end of life care.  

• Lack of escalation to CNSP/Anaesthetists re. IV access – led to avoidable death, oral fluids not offered, no fluid balance chart (? Because none given)  

• No nursing documentation in patients final hours or relating to patient being found deceased 

The mortality improvement panel are developing and monitoring actions related to the learning above.  

LEARNING FROM STAGE 2 SJRS 

Of the 12 cases identified a very poor or poor care, nine have had a Stage 2 SJR completed in Q2 and Q3 The remaining three have been allocated for review.   
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Learning from the Stage 2 SJRs will result in action and monitoring by the mortality improvement panel and included;  

• The identification of a significant number of patients being brought to ED actively dying – how can we improve community end of life recognition and care to 

keep these patients at home? 

• Do routine 4 hourly observations for all patients discourage professional curiosity in the face of slightly abnormal observations and should we be focussing 

attention on completing observations on the most unwell rather than routine observations on those MFFD?  Head of Patient Safety to explore with QI team/SSC 

team how observations are alerted via SSC and consider pilot study regarding frequency of observations on those MFFD having once daily observations to see 

if patient experience improved and if any adverse effects to this approach. 

7

1

1

SJR Stage 2 Outcomes

Definitely Not Avoidable Slight evidence of avoidability

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

Strong evidence of avoidability Definitely avoidable
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One case had a Stage 2 SJR completed in Q2 with the outcome judged as ‘probably avoidable more than 50:50’. A severely dehydrated patient had a 10 hour 

delay in gaining IV access and insufficient oral and IV fluids being given. This case has been escalated for a SIRI.  

6. Triangulation with Serious Incident (SI) cases involving death 

To aid monitoring and triangulation of potentially avoidable deaths, SI’s relating to a patient death have been recorded in the table below. In Q2 and Q3, three adult 
inpatient deaths were referred for SIRI. Two paediatric cases and four neonatal inpatient deaths were referred for SIRI. Two maternal deaths in the community, 
occurring within 12 months of giving birth, were also referred for SIRI. 

Incident Description SI outcome Outcome of SJR/ comments

W81456
Nov 2021 

Unexpected cardiac arrest Closed 27/10/2022

Actions 

1. Ensure all staff have an understanding of the Core Clinical 
Standards and the associated pathways. Discuss with ED 
an action to add Core Clinical Standards to ED Junior 
Doctor induction 

2. Feedback through divisional governance process. All staff 
to complete ROAD training. A quality improvement 
project to be undertaken by a junior doctor raising 
awareness of early signs of a deteriorating patient and 
NEWS score. To be shared across both nursing and 
medical staff.- February 2023 

Unexpected cardiac arrest 

W83081 Nov 
2021 

Treatment delay meeting SI 
criteria-died whilst awaiting 
surgical review 

Investigation underway. Report overdue to CCG
Awaiting further information following Inquest  

Straight to SI

W83812 March 
2022  

Treatment delay- learning 
disability patient (death Nov 
2021) 

Closed Nov 2022

Actions;  

1. Dietitian Manager in post since September 2022 to 
improve communication between teams and wards 

SJR identified issues in care and as a 
result case escalated to SI.   
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Incident Description SI outcome Outcome of SJR/ comments

2. Audit of ward weighing scales to ensure they are working 
and calibrated undertaken in October 2022. 

W86892 March 
2022 

Treatment delay- diabetic Keto-
acidosis 

Closed 28/11/2022

Actions; 

1. Escalation plan for extra support in triage if delayed 
beyond 15min 

2. Teaching session for Juniors on managing acutely unwell 
DKA patients and recognition of treatment failure 

3. Senior doctor to prioritize to review the acutely unwell 
patients 

Straight to SI

W91922
Aug 2022 

Paediatric death Report overdue to CCG N/A

W92228
Sept 2022 

Treatment Delay  -
implementation of vascular 
pathway  

Report overdue to CCG Straight to SI

W92839
Sept 2022 

Maternity/obstetric incident 
meeting SI criteria baby only – 
baby had clinical deterioration on 
day 1 of life and sadly died 

SIRI underway N/A

W93171
Sept 2022 

Maternal death in community –
within 12 months of giving birth 

SIRI underway N/A

W93251 

Oct 2022 
Maternal death in community –
within 12 months of giving birth 

SIRI underway N/A

W93290
Oct 2022 

Unexpected cardiac arrest SIRI underway Straight to SI
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Incident Description SI outcome Outcome of SJR/ comments

W93802
Oct 2022 

Neonatal death – born in poor 
condition  

SIRI underway N/A

W93720
Oct 2022 

Treatment delay  - delay in 
removal of PICC line with sepsis 

SIRI underway SJR Stage 1 – poor care
To have stage 2 review by a 
haematologist  

W94506 

Nov 2022 
Unexpected death – Paediatrics 
- Strep A 

SIRI underway N/A

W95144
Dec 2022 

Neonatal death – sudden 
deterioration 

SIRI underway N/A

W95684
Dec 2022 

Neonatal Death – born in poor 
condition 

SIRI underway N/A

7. PERINATAL DEATHS  

During Q2 and Q3  2022-2023, there were five stillbirth and 14 neonatal deaths. There is now a separate Perinatal Mortality Review Tool (PMRT) report that is 
submitted to QCC by Women’s Health and Paediatrics division which details learning from cases reviewed.  
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8. PAEDIATRIC MORTALITY 
There were two paediatric deaths in Q2 and Q3 2022-23, both cases have been referred for a Child Death Review.  

Case 1 

10 month old with complex cardiac history, new onset hydrocephalus and seizures on the background of Adams-Oliver syndrome and a new illness. Sudden clinical 

deterioration. STRS called to support and transfer to PICU. Poor prognosis and high risk of cardiac arrect during transfer. MDT discussion  with STRS and family – 

agreed to ceiling of care, not transfer and keep infant comfort. SIRI being undertaken.  
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Case 2 

6yr old seen in ED and discharged home. Further deterioration a few hours later  and brought back to ED, where she sadly had a cardiac arrest. Strep A diagnosed 

post mortem. SIRI being undertaken.  

9. Medical Examiners 


