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EXECUTIVE SUMMARY 

This report gives details on the screening and Structured Judgement Review (SJR) of in-hospital deaths from 
Q3 2018/2019 (October, November and December 2018), with further analysis on the findings of the SJR and 
phases of care. The report provides detail on the learning and the plans for sharing of this learning throughout 
the organisation. 
 
In Q3 of 2018/2019 there were 296 inpatient deaths across both hospital sites, nine of these deaths were 
neonatal (less than 1 year old).  There have been no Paediatric deaths (1 year -18 years old) reported in 
2018/2019. There were a further 25 adult deaths in ED in Q3 resulting in a total of 312 adult deaths 
(inpatients and ED) in the scope of the SJR process. 
 
Of these, 73% had an initial screening completed and 32 cases were identified for an SJR.  At the time of 
writing this report, 10 of the cases identified in Q3 have been completed (31%).  
 
Of the cases identified in Q3 2018/2019, no cases have been found to have received ‘poor care’ following a 
stage one SJR.  However, two cases identified earlier in 2018/2019 had SJRs completed in this quarter and 
were found to have received ‘poor care’ following a second stage review. The details of these and the learning 
associated is summarised in this report. 
 
One patient identified as having learning difficulties was recorded in Q3 and this has received a structured 
judgement review and is known to the Surrey and Borders Mental Health Trust team.  
 
A summary of the findings and learning from these cases is described in this paper, as well as the actions 
taken in the first part of this year to improve the sharing or learning from mortality reviews. 
 

AUTHOR  Dr Paul Murray, Chief of Patient Safety 

PRESENTED BY  Sue Tranka, Chief Nurse; David Fluck, Medical Director 

DATE 22 March 2019 

BOARD ACTION  Receive for assurance 

 



LEARNING FROM MORTALITY REVIEWS – 2018/2019 Q1 BOARD REPORT V7.1 

2 

 

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 a there are robust methods and environments 
created within the Trust by which sharing, learning and actions for improvement can be made. 
 

2. MORTALITY DATA 

In Q3 2018/2019 there were 296 inpatient deaths, including nine neonatal deaths.  This represented an 
increase from the previous two quarters but this remains within common cause variation.   
 

 
 
There were a further 25 deaths recorded in the Emergency Department (ED) in Q3.  From October 2017 full 
structured judgement reviews (SJR) have been carried out on adult inpatient and ED deaths that meet 
certain minimum criteria (described in Appendix A). 
 
One patient identified as having learning difficulties was recorded in Q3 and this has received a structured 
judgement review and is known to the Surrey and Borders Mental Health Trust team.  
 
This paper provides an update on the reviews completed to date and a summary of the findings; as well as 
an update on the progress on the changes to process made to date and planned to support the completion 
of the reviews.  
 
From October 2017, full structured judgement reviews (SJR) have been carried out on any deaths meeting 
certain minimum criteria.  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.   
 
A list of the criteria for identification of cases for SJR is provided in Appendix A.  It is anticipated that, by 
using these criteria, approximately 15% of deaths will be reviewed initially via the SJR process. 
 

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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A new Mortality Review Screening form was implemented in 2017/2018, which acts as a screening tool to 
help identify patients requiring SJR.   
 

 
 
There has been an improvement and special-cause variation in the completion of screening forms in 
2018/2019 with 78% of adult deaths having a screening form completed.  This increase has been as a result 
of efforts to make the completion of screening part of everyday work and incorporated into morning board 
rounds on medical wards. 
 
 

 
REVIEW OF PROTECTED CHARACTERISTICS DATA 
The Equality Act defines `protected characteristics´ as those protected by existing equality legislation – age, 
disability, gender reassignment, race, religion or belief, sex, sexual orientation, marriage and civil partnership 
and pregnancy and maternity.  For the purposes of the Act `race´ includes colour, nationality and ethnic or 
national origins. 
 
In response to a request from the Trust Board, the team have carried out some initial analysis of in-hospital 
mortality with regard to protected characteristics data. We have initially analysed a comparison of adult, in-
hospital mortality data from April 2018 to February 2019 to the emergency admissions for the same period 
with respect of ethnicity, age and gender.  This data is included as Appendix D. 
 
The team will explore with the Board the requirement for further comparisons and analysis of protected 
characteristics data, including national and peer benchmarking in order to ensure the appropriate level of 
assurance is provided. 
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STRUCTURED JUDGEMENT REVIEWS COMPLETED 
The structured judgement review (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). 
 
In Q3, 32 cases were identified for SJR and 10 have been completed to date (31%). 
 

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 charts below show the ratings recorded for the SJRs completed in Q3: 
 

     
 

     
 

  
 
Of the cases identified in Q3 2018/2019, no cases have been found to have received ‘poor care’ following a 
stage one SJR.  However, two cases identified earlier in 2018/2019 had SJRs completed in this quarter and 
were found to have received ‘poor care’ following a second stage review. The details of these and the 
learning associated is summarised in the section below. 

https://www.google.co.uk/url?sa=t&rct=j&q=&esrc=s&source=web&cd=3&cad=rja&uact=8&ved=0ahUKEwiVpp7Kl9TWAhVIaFAKHRY1BVEQFggyMAI&url=https%3A%2F%2Fwww.rcplondon.ac.uk%2Fsites%2Fdefault%2Ffiles%2Fmedia%2FDocuments%2FNMCRR%2520clinical%2520governance%2520guide_1.pdf%3Ftoken%3DAS-qWBcA&usg=AOvVaw3eaD9EHyqzSnbnPfujuCHN
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3. ASSESSMENT OF CARE 

POOR CARE 
In Q3 2018/2019, no cases have been found to have received ‘poor care’ so far, however two cases 
identified earlier in 2018/2019 had SJRs completed in this quarter and were found to have received ‘poor 
care’ following a second stage review.  
 
A description of the cases and the learning associated with them so far (pending the outcomes of the full 
investigations) is summarised below.  
 
In May 2018, a patient admitted with suspected Sepsis died after 13 days in hospital and the subsequent SJR 
found that there were issues in the management of their hyperkalemia which may have led to harm.  The 
incident is subject to an SI investigation.  

 
In September 2018, a 97 year old patient was admitted to hospital following a fall at home and died on a 
medical ward seven days later.  The SJR found that there was poor care in relation to a lack of documented 
senior review or discussion with senior team for a 3-day period, however the case was found to be ‘Possibly 
avoidable but not very likely (less than 50:50)’ following a second stage review.* This case is presently 
subject to an internal investigation looking at the care provided 
 
The outcomes and learning from both these incidents will form the basis of focussed improvement work 
involving the relevant teams and organisational as a whole. The outcome of all the SI investigations will be 
reported through usual methods and to the Quality of Care Board sub-committee. 
 
Referring back to the Q2 Learning from Mortality Review paper with evidence of poor care in three cases in 
September 2018, this further case demonstrating poor care in the same month has been noted by the Chief 
of Patient Safety. Whilst there appears to be no clear correlation between cases the Safety Team will be 
performing a deep dive review of September 2018 to look more widely both internally and externally as to 
any possible areas of concern and learning opportunities.    
 
* 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).   
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4. LEARNING FROM DEATHS  
There are a number of learning points to be shared from the SJRs completed in this period as described in 
the section above.  In all cases where the SJR has identified problems with care, these have been shared with 
a 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. 
 
In addition to these local arrangements, the Learning from Deaths Project team has produced one-page 
learning Infographics which are designed to summarise and disseminate the key learning points from the 
SJRs on a quarterly basis (Appendix E). 
 
The most recent, Trust-wide mortality learning event was held in January 2019.  This forum explored sepsis 
mortality as a specific theme by reviewing our internal audit on sepsis that utilised an adapted SJR 
methodology (presented to QCC and Board January 2019) and a single sepsis related case that had been 
captured both within this audit and subject to a formal Structured Judgement Review.  This case had 
identified and triangulated some evidence of poor care and thus was felt to be an excellent learning 
opportunity.  
 
With a multidisciplinary audience of approximately 40 including staff and patient advocates a small panel of 
those involved with the care of the patient and the reviewer discussed the care of the patient and in 
particular where the care could have gone better. With representation on the panel from the Critical Care 
team and the clinical reviewer and involvement of the audience the poor care and learning was explored.  
 
This was centred on the apparent difficulties of recognition and highlighting clinical deterioration with the 
patient and family which itself led to an open discussion around barriers to communication between 
different team members.  Feedback received was highly positive for this event. 
 
This learning around sub-optimal sepsis identification feeds into the present Infection Control work as part 
of the Trust safety priorities for 2019/2020.  Through Quality Improvement and the aspiration of ASPH NHS 
Trust in becoming a Learning Organisation work involving several of the high throughput medical wards in 
increasing sepsis awareness has been started alongside this event.   
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5. PERINATAL DEATHS 
During Q3, nine neonatal deaths and three still births occurred at ASPH.   
 

  
 

 
 
Eight perinatal deaths occurred that met the criteria for a perinatal mortality review to be undertaken (seven 
neonatal deaths and one stillbirth).  The following criteria are used by MBRRACE -UK1 to guide which babies 
require a perinatal mortality review to be undertaken.  

 Terminations of pregnancy - resulting in a pregnancy outcome from 22+0 weeks gestation onwards, plus 
any terminations of pregnancy from 20+0 weeks which resulted in a live birth ending in neonatal death.  

 Stillbirths – the baby is delivered from 24+0 weeks gestation showing no signs of life. 

 Early neonatal deaths – death of a live born baby (born at 20 weeks gestation of pregnancy or later or 
400g where an accurate estimate of gestation is not available) occurring before 7 completed days after 
birth. 
 

The following categories of death occurred in Q3 

 7 x neonatal deaths  

 1  x stillbirth 
 

                                                           
1
 Mothers and Babies: Reducing Risk through Audits and Confidential Enquiries across the UK 
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Gestation Category of death In/ex utero 
transfer 

Cause of death 

26+1  Neonatal death Day 4 In utero transfer Redirection of care due to deteriorating 
condition. 

28+5  Neonatal death Day 4 In utero transfer Prematurity HIE Footling breach 

38+6  Neonatal death Day 18 Ex utero transfer Renal Failure 
Trisomy 22 diagnosed on PM 

24+6  Neonatal death no Extreme Prematurity 

24+3  Neonatal death Day 0 no Multiple Fetal abnormalities 

27+0  Stillbirth In utero transfer Pre-eclampsia 

24+5  Neonatal death Day 8 In utero transfer Failed re intubation as a result of 
Staphylococcal Aureus necrotising pneumonia. 

24+5  Neonatal death Day 19 no Extreme prematurity. Intraventricular 
haemorrhage (IVH) Grade IV  
HIE injury to liver. 

 
 
7 of the 8 babies were born and died at St Peter’s Hospital, 1 baby was an ex utero transfer and died at St 
Peter’s Hospital. 5 of the mothers were not booked at St Peters Hospital but care was transferred for the 
purposes of accessing Level 3 NICU care. 
 
100% of cases have received a neonatal review.  50% of cases have received an obstetric review. 
There are challenges posed with undertaking the obstetric review when babies are in utero or ex utero 
transfers as the maternity records are not always available to undertake the review and time is needed to 
obtain the records from the booking Trust. There is also a greater workload for the obstetric reviews as all 
perinatal deaths will require both an obstetric and neonatal review, whereas the stillbirths will not require 
the neonatal aspect of the review to be undertaken.  It is for this reason that the reviews from the obstetric 
team are taking longer.  
 
The reviews are undertaken in the respective departmental M&M meetings followed by a joint perinatal 
M&M meeting to share findings and learning from specialist area reviews once complete. All reviews are 
undertaken using the national Perinatal Mortality Review Tool (PMRT).  
 
A requirement of the CNST safety standards is that the tool is embedded in practice and that a quarterly 
report is submitted to the board detailing cases reviewed and actions and learning as a result.  This update 
therefore meets the criteria for this standard. None of the cases met the Each Baby Counts criteria for 
automatic notification  to NHS Resolution Early Notification Scheme.  
 
Learning points from perinatal deaths occurring during Q3 are as follows: 
1. Carbon Dioxide (CO) monitoring should be offered to all women at booking 
2. Babies admitted to neonatal intensive care unit (NICU) should have their placentas kept and await 

feedback from NICU as to whether the placenta should be sent for histology. 
Actions implemented as a result of learning identified: 
1. Visual aids to be displayed in clinical areas reinforcing to staff the importance of storing the placenta of 

all babies who are admitted to NICU until feedback from NICU regarding any actions required has been 
received 

2. Implementation of a session on the Maternity Mandatory Training day on the Saving Babies Lives Care 
Bundle requirements. 
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6. MEDICAL EXAMINER 
The National Guidance on Learning from Deaths, published in March 2017, set out a framework for NHS 
Trusts and NHS Foundation Trusts on identifying, reporting, investigating and learning from deaths in their 
care.  The DoH accepted the conclusion of the Shipman inquiry third report that the existing arrangements 
for death certification are confusing, provide inadequate safeguards, and there is no mechanism that allows 
the NHS to see patterns, take action and learn from them. Further to this, inquiries into deaths and practices 
at Mid Staffordshire showed that improved reporting and investigations could have prevented many 
unnecessary deaths. 
 
Alongside our present mortality review work the DoH have mandated the requirement to have a Medical 
Examiner (ME) working in each Trust  to support the reforms enabled in the Coroners and Justice Act 2009.  
 
This whole system will then provide independent safeguards and checks to highlight patterns both through a 
review of relevant medical records and by making sure that the family has a chance to raise any concerns. 
This independent review will make the identifying of malpractice easier, provide opportunities for the NHS 
to learn and address system failures earlier.  
 
The outcome of this whole system approach will provide:  

 Increase communication with and transparency for bereaved families 

 Improve the quality and accuracy of medical certification of cause of death (MCCD) 

 A system of effective medical scrutiny applicable to all deaths that do not require a coroner’s post 
mortem or inquest 

 Report matters of a clinical governance nature to support learning and changes to practice and 
procedures 

 Information on public health surveillance requested by PHE 
 

This new system will need to achieve these outcomes without imposing undue delays on bereaved families 
or unacceptable burdens on medical practitioner or others involved in the process. The new system will be 
transparent, proportionate, consistent and affordable.  
 
Through the ASPH Mortality Committee there is a Business case progressing which seeks investment for the 
provision of this Medical Examiner Service for the Trust, within which is consideration for this to be part of a 
STP-wide service provision incorporating ASPH, Royal Surrey and Epsom & St Heliers. 
 
Investment is required to meet the whole salary costs of the service. Cost will be minimised through the 
recommendation, via an options appraisal within the Business case, for the STP Network solution to achieve 
economies of scale and via a large proportion of funding being met via redirection of present cremation 
administration fees as per pilot sites and DOH recommendation.  
 
A service specification for the provision of an ME service has been drafted and will be agreed following sign 
off of this business case. The aim is to have the Business case signed off by May 2019. 
  



LEARNING FROM MORTALITY REVIEWS – 2018/2019 Q1 BOARD REPORT V7.1 

10 

 

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 
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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 

 



APPENDIX C – SUMMARY OF MORTALITY AND SJR DATA 
 

 

Note: The data in previous months will be updated each month as new cases are identified and structured judgement reviews are completed. Data is correct at the time 
of writing (14/03/2019).  

 

Summary total deaths and total number of cases reviewed under the Structured Judgement Review Methodology

Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Cumulative 

88 101 85 95 93 94 101 81 105 843

7 5 4 6 3 3 7 7 11 53

95 101 85 101 96 97 108 88 116 887

94% 91% 92% 87% 89% 84% 87% 65% 83%

16 12 14 21 10 24 18 9 5 129

15 9 9 16 10 22 8 2 0 91

94% 75% 64% 76% 100% 92% 44% 22% 0% 71%

0 1 0 0 0 1 0 0 0 2

1 1 0 0 0 2 1 0 0 5

1 1 N/A N/A N/A 2 1 N/A N/A 5

0 0 N/A N/A N/A 0 0 N/A N/A 0

79% 31%87%Percentage of SJRs completed (by quarter)

Number of deaths of people with learning disabilities 

that have been reviewed

Number of deaths of people with learning disabilities 

considered more likely than not to be due to 

problems in care

Number of deaths of people with learning disabilities

Number of cases requiring an SJR

Percentage of SJRs completed

Total number of deaths in scope  

% of deaths receiving initial review

Total Number of reviewed deaths considered more 

likely than not due to problems in care           

Total deaths receiving structured judgement review

Total number of adult inpatient deaths 

A&E deaths (in scope from July 18)



APPENDIX D - REVIEW OF PROTECTED CHARACTERISTICS DATA 
In response to a request from the Trust Board, the team have carried out some initial analysis of in-hospital 
mortality with regard to protected characteristics data.  
 
We have initially analysed a comparison of adult, in-hospital mortality data from April 2018 to February 
2019 to the emergency admissions for the same period with respect of ethnicity, age and gender.  A 
summary is shown below: 
 

 
 
  

Ethnic 

Category
Description

Non-

elective 

Discharges

% Non-

elecetive 

Discharges

Number of In-

hospital Deaths

% Number of In-

hospital Deaths

Mortality 

Rate

A British 23,298      72% 884                   83% 4%

B Irish 183           1% 9                        1% 5%

C Any other White background 2,388        7% 31                     3% 1%

D White and Black Caribbean 114           0% -                    0% 0%

E White and Black African 73              0% 1                        0% 1%

F White and Asian 233           1% 1                        0% 0%

G Any other mixed background 244           1% 1                        0% 0%

H Indian 811           2% 12                     1% 1%

J Pakistani 745           2% 5                        0% 1%

K Bangladeshi 112           0% -                    0% 0%

L Any other Asian background 538           2% 9                        1% 2%

M Caribbean 33              0% -                    0% 0%

N African 261           1% 2                        0% 1%

P Any other Black background 67              0% -                    0% 0%

R Chinese 134           0% 3                        0% 2%

S Any other ethnic group 1,264        4% 34                     3% 3%

Z Not stated 2,015        6% 77                     7% 4%

NULL NULL 20              0% -                    0% 0%

32,533      1,069                

Gender Description

Non-

elective 

Discharges

% Non-

elecetive 

Discharges

Number of In-

hospital Deaths

% Number of In-

hospital Deaths

Mortality 

Rate

1 Male 13,391      41% 537                   50% 4%

2 Female 19,139      59% 531                   50% 3%

9 Indeterminate 3                0% 1                        0% 33%

32,533      1,069                

Non-

elective 

Discharges

% Non-

elecetive 

Discharges

Number of In-

hospital Deaths

% Number of In-

hospital Deaths

Mortality 

Rate

6,048        19% 24                     2% 0%

1,211        4% -                    0% 0%

2,634        8% -                    0% 0%

4,054        12% 2                        0% 0%

1,872        6% 13                     1% 1%

2,305        7% 32                     3% 1%

2,668        8% 94                     9% 4%

3,861        12% 203                   19% 5%

5,538        17% 441                   41% 8%

2,274        7% 252                   24% 11%

68              0% 8                        1% 12%

32,533      1,069                

100 yrs plus

Age

0-9 yrs

10-19 yrs

20-29 yrs

30-39 yrs

40-49 yrs

50-59 yrs

60-69 yrs

70-79 yrs

80-89 yrs

90-99 yrs
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APPENDIX E – Q2 MORTALITY LEARNING INFOGRAPHIC 
 

 


