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EXECUTIVE SUMMARY

This report gives details on mortality for the months of July to September 2020 which 
is Q2 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 Q2 2020/2021 there were 236 inpatient deaths, this figure included 7 neonatal 
deaths. There were a further 23 adult deaths and one paediatric death in ED bring the 
total in hospital deaths to 260. This resulted in a total of 252 adult deaths (inpatients 
and ED) within the scope of the SJR process.  

Of these deaths 47% have had an initial screening completed and 11cases identified 
for an SJR. Work is underway to improve the completion rate.  At the time of writing 
this report, of the total Q2 2020/2021 SJRs, 9 (82%) of these have been completed. 
However, the completed SJR rate for all in scope deaths remains at 10% overall for 
2020/2021    

During Q2 2020/2021 the Trust recorded 14 Covid-19 deaths.  An up to date (end of 
December 20) report of Covid-19 mortality is contained within the Quality Report 
going to board this month. 

Of the SJR’s completed in Q2 2020/2021 none raised any concerns of patients 
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receiving poor care. There is one case from Q1 that received its second stage review 
in Q2 which did indicate poor care. This was a hospital acquired Covid-19 infection 
and is included in a Serious Incident investigation that is underway. 
One patient in Q2 was been identified as having learning difficulties recorded. The SJR 
review had been completed and referred for Learning Disabilities Mortality Review 
(LeDeR); appropriate care was given.  
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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 Q2 2020/2021 there were a total of 260 in-hospital deaths 

The in-hospital deaths comprised of 229 adult inpatient deaths and seven neonatal inpatient deaths (total 
236 inpatient deaths). There were a further 23 adult deaths and one paediatric death in ED. This resulted in a 
total of 252 adult deaths (inpatients and ED) within the scope of the SJR process. This is slightly lower than 
the same period in 2019/20 when there were 286 deaths in scope.  

One patient death was a person identified as having learning difficulties. The SJR review has been 
completed, including referral for Learning Disabilities Mortality Review (LeDeR), and they were found to 
have received ‘Good Care’. 

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 have 
thus chosen to only perform SJRs on those triggered via the initial mortality review or any other raised 
concerns.   
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However, as a continuation of work from Q1 to perform SJR on a random selection of cases covering the 
main CoVid-19 period (Mar/Apr/May 2020) a further 20 SJR’s on randomly selected patients from that 
period were to be completed in Q2, bringing the total cases reviewed in this way to 60. 

3. COVID-19 

In Q2 2020/2021 the Trust recorded 14 Covid-19 deaths; previously there had been 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  

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. 

Screening review completion stands at 56% in July, 46% in August and 40% for September giving a total of 
47% for the quarter. This figure has been on a downward trend for the past year though the median 
completed has not yet changed. 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 and as such this figure is hoped to increase as 
this change is embedded. 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. 
To provide assurance there will be a reintroduction of a 5% random sample of deaths to be subject to the 
SJR process until the completion rate has recovered.  
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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 74% for Q1 2020/2021 
(this stood at 65% when reported in Q1 2020/2021 LfD report to Board). Of the 60 random cases flagged for 
a SJR over April/May/June 2020 70% have now been completed at the time of this report with only one 
showing evidence of 50:50 avoidability in respect to possible hospital acquired Covid-19. This case has been 
reviewed by both the Chief of Patient Safety and the relevant Divisional Triumvirate with the recognition 
that much has changed since March 2020 in respect to in-patient/admission covid-19 testing, cohorting of 
patients and IPC measures and as such was felt that there would be no additional learning from a formal SI 
investigation on top of those changes and any learning and actions that would come from the on-going Covid 
cluster SI.  

In Q2 2020/2021 11 cases were identified for SJR. Of the total Q2 2020/2021 SJRs, 9 (82%) have been 
completed to date. The number of cases being identified for SJR has fallen; this is could be a reflection of the 
decline in completion of the mortality screening review forms. However, as can be seen in the summary 
table in Appendix C the completed SJR rate for all in scope deaths remains at 10% overall for 2020/2021 so 
far despite the covid-19 pandemic. As presented to the SQC in October 2020 evidence of avoidability within 
SJRs has reduced (1% as compared to 2% in November 2019) and evidence of poor care has also similarly 
reduced by half to 4% across all completed SJRs. 
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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 Q2:  

All of the cases identified and reviewed so far in Q2 2020/2021 have received adequate care or above so no 
second stage reviews have been required.  

Seven additional SJR’s have been completed in Q2 to contribute to the assurance work begun in Q1 on the 
random sample of patients during the main CoVid-19 period (Mar/Apr/May 2020). They have not raised any 
concerns regarding care.  

One case from June 2020 had received poor care at initial review and was awaiting a second stage review at 
the time of the previous Q1 Learning from Deaths report. This second stage review has now been 
completed. As a result of the SJR reviews the case was flagged as a potential Serious Incident (SI) with the 
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Division and it was confirmed that this case was already part of the hospital acquired Covid Cluster SI (ref 
2020/12795). The SI report is being finalised and is yet to be submitted to the CCG.  

The SJR aspect of this case review is explored in the next section. The SI learning will include the wider 
context of screening and infection control in place at that time.  

There were no deaths in Q2 that have become an SI. 

5. ASSESSMENT OF CARE 

A description of the case that received poor care and the learning associated from the SJR is summarised 
below:  

Case 1 

This was a 92 year old man who was admitted to St Peter’s Hospital as an emergency on the 9/6/2020.  He 
had a complex past history with a myocardial infarction around 1970, type 2 diabetes and a below knee 
amputation of his right leg and used a wheelchair. He lived alone and had carers visit twice per week.   
He was complaining of sudden chest pain, wheezing and shortness of breath.  There was a rapid and detailed 
initial assessment with a diagnosis of community acquired pneumonia (CAP) and myocardial infarction1

which was for conservative treatment (troponin 7842).  It was noted that a previous echocardiogram had 
shown very poor left ventricular function so it was not felt appropriate to offer him resuscitation and this 
was discussed with the patient and his daughter.  

Care was excellent within the first 48 hours and with antibiotics he was making good progress and after 3 
days it was recorded that if the blood tests were improving he might be able to leave hospital.  On the 4th

hospital day the possibility of discharge was mentioned but on the 6th day he was still in hospital.  By this 
stage the physiotherapists had ascertained that he had a problem with his prosthesis, although this did not 
appear to be acute, and discharge was dependant on prosthesis fit. Nine days after admission there was 
further discussion about discharge planning but by this stage he was said to be increasingly tired. On the 11th

day he developed a temperature of 38c and on the 12th day of admission he was described as “profoundly 
deconditioned”   

The patient had a Covid-19 swab taken on 23/6/20, the 14th day of admission, with a positive result on 
25/6/20. His condition rapidly deteriorated and he died on 27/6/20 despite antibiotics, with a CT scan 
showing typical features of Covid-19. 

The stage two review was of the opinion that: 

‘This elderly man was admitted in the middle of a dangerous epidemic with a risk of picking up COVID19 
during his hospital stay which appears to have happened here. In this situation as soon as he was clinically 
stable he should have been discharged with community support.  The problems with his prosthesis could have 
been managed from his home and were I suspect relatively long standing.  The key message is that a hospital 
can be a dangerous place, particularly so in the middle of a pandemic, and every avenue to discharge to 
assess should have been put in place. ‘ 

The stage two review indicated there was evidence of more than 50:50 avoidability* in this case. 

1 Patient had NSTEMI Non ST Elevated Myocardial Infarction.  
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  * As part of completing a second stage SJR, the reviewer is asked to make a judgement on the ‘avoidability’ 
of the death and the options available are based on the Royal College of Physicians Structured Judgement 
Review Data Collection Form (Appendix B).   

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 Q2 2020/2021, eight perinatal deaths occurred; seven of these were classed as neonatal deaths and 
one a stillbirth. Seven of the cases met the criteria for a perinatal mortality review to be undertaken. One 
case did not meet criteria for review as it was a late miscarriage at 20+4 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

July 24+0 Neonatal Death 
Day 35 

In-utero 
Transfer 

Prematurity, florid pneumonia, with a 
background of PDA and chronic lung 
disease 

July 41+4 Neonatal Death 
Day 1 

No Hypoxic Ischaemic Encephalopathy 
and Multiple Placental Pathology 

August 33+1 Antepartum 
stillbirth 

No Placental Abruption

August 25+1 Neonatal Death 
Day 0 

No Acute Chorioamnionitis and 
Prematurity 

August 25+1 Neonatal Death 
Day 1 

No Acute Chorioamnionitis and 
Prematurity 

September 27+5 Neonatal Death 
Day 5 

Ex-utero 
Transfer 

Prematurity, Hypoxic Ischaemic 
Encephalopathy 

September 24+5 Neonatal Death 
Day 0 

No Extreme prematurity
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8. PAEDIATRIC MORTALITY 
In Q2 2020/21 there was one case reported as a paediatric death in ED because of being recorded onto the 

ED system. However, this patient was pronounced dead on arrival after a hanging suicide at home; 
paramedics had not attempted resuscitation due to no signs of life.  This sad case was a 13 year old who had 
no co-morbidities or history of mental health needs but had been more withdrawn since Covid-19 lockdown. 
The family were not known to social services.  

9. MEDICAL EXAMINER (ME) 

Q2 gave the ME Office chance to catch our breath as we returned to our home specialities. Provision for 
scrutiny therefore fell from ten sessions a week to between three and four sessions a week, in line with our 
projected numbers of deaths. 

With the quieter summer months we were able to engage fully with two Surrey-wide projects: the MCCD 
Digitization project we had already started in Q1 and the ME Office Design Project supporting our 
Community partners in primary care and hospices, linking with the End of Life Project. We have connected 
with Surrey Care Record and have applied for access to EMIS in preparation for Community Roll-Out of the 
Medical Examiner Service which will be a statutory requirement by April 2022.
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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 


