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EXECUTIVE SUMMARY

This report gives details on mortality for the months of January to March 2020 which 
is Q4 2019/20. 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 Q4 2019/20 there were 312 inpatient deaths, including 3 neonatal deaths. There 
have been 2 paediatric ED deaths. For the quarter there were a further 26 adult 
deaths in ED in this quarter resulting in a total of and 335 adult deaths (inpatients and 
ED) within the scope of the SJR process. 

Of these 66% have had an initial screening completed and 44 cases identified for an 
SJR which includes 20 random cases from March.  At the time of writing this report, 
25 of the cases identified in Q4 have been completed (57%).  This represents a 
reduction in Q4 to our 10% review rate of in-scope mortality with SJR methodology. 

As of Q4 2019/20 the Trust had recorded 24 Covid-19 deaths, all of which occurred in 
March 2020.  A detailed analysis of Covid-19 mortality was presented to QCC in May 
with an up to date (end of June 20) report contained within the Quality Report going 
to board this month. 
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Of the cases identified in Q4 2019/2020, one case so far has been found to have 
received ‘poor care’ but with no cases having shown evidence of more than 50/50 
avoidability. None of the cases completed from the random sample (12 of the 20 in 
March) have shown any evidence of poor care.   

Two patients have been identified as having learning difficulties recorded in Q4 which 
are awaiting review at this time. 

To provide additional assurance on the quality of care during the Covid-19 pandemic a 
further random sample of deaths has been allocated for SJRs.  These reviews are 
currently underway and learning will be shared in the next quarterly report. 

RECOMMENDATION: The Board is asked to receive for assurance. 
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Quality and safety  YES 
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Employee 

Other stakeholder 

Equality & diversity YES 

Finance 

Legal 
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AUTHOR(s) Dr Paul Murray, Chief of Patient Safety & Dr Erica Heppleston, Head of Clinical 

Effectiveness

PRESENTED BY Faris Zakaria, Medical Director
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BOARD ACTION For Assurance
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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 Q4 2019/20 there were 312 inpatient deaths, including 3 neonatal deaths.   

There were a further 26 adult deaths recorded in the Emergency Department (ED) in Q4.  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).

Two patients identified as having learning difficulties were recorded in Q4 and are at present awaiting 

structured judgement review.  

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. 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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A list of the criteria for identification of cases for SJR is provided in Appendix A.     

3. COVID-19 

As of Q4 2019/20 the Trust had recorded 24 Covid-19 deaths, all of which occurred in March 2020.  A more 

detailed analysis of Covid-19 mortality within the Trust was presented in May of this year with a further up 

to date review is contained within the Quality Report going to Board this month (July 2020). 

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. 

There has been a reduction in the timely completion of the initial mortality screening reviews which has 

been exacerbated further by the Emergency Covid-19 rota that was instigated in March. Screening review 

completion stands at 71% in January, 76% in February and 50% for March giving a total of 66% for the 

quarter. Many wards became Covid-19 wards with unfamiliar consultants covering the additional in-patient 

work load on an intense 7/7 rota. This has delayed the timely completion and return of the excess mortality 

forms which were until this point a paper form that needed collection from the clinical environment. To 

mitigate this the paper form has now been replaced with an on-line form as part of the electronic Evolve 

patient note system with overview from the Medical Examiner. Along with this change a random sample of 

deaths have been identified for SJRs starting from Q4 2019/20 going into Q1 2020/21 in order to provide 

additional assurance.   
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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 always a time lag with SJR completion rate with completion of SJRs now at 74% for Q3 2019/20 (this 

stood at 50% when reported in Q3 2019/20 LfD report to Board). There have been no issues in care 

identified within these additionally completed Q3 cases. SJR completion rate for Q4 stands at 57% at present 

overall with 60% of the random sample of 20 cases from March already completed and showing no issues in 

care. 

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 for Q4:  
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Of the cases identified and reviewed so far in Q4 2019/2020, one case in March 2020 has been found to 

have received ‘poor care’ following completion of both review stages though with no evidence of more than 

50/50 avoidability. One further case has been found to have received ‘poor care’ at initial review and is 

awaiting a second stage review. The case with poor care and a fully completed review is explored in the next 

section. 

5. ASSESSMENT OF CARE 

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

below:  

A 72 yr old gentleman with a history of severe chronic obstructive pulmonary disease (COPD), home long-

term oxygen treatment (LTOT), home non-invasive ventilation (NIV), and home nebulisers. He was 

discharged from hospital around 3 weeks before this episode for an infective exacerbation of CPOD 

(IECOPD). He had multiple other significant co-morbidities. He presented to the Emergency Department (ED) 

with breathing difficulties. An arterial blood gas (ABG) at 20:29 immediately upon admission showed severe 

type 2 respiratory acidosis and respiratory failure.  

When first seen the patient was extremely breathless and poorly responsive with evidence of multiple-organ 

failure. He had a history of recent past falls, with gait/balance issues. He was receiving oxygen via BIPAP and 

GCS then improved. The patient was promptly within an hour given medications including antibiotics. The 

patient tested negative for Covid-19. The chest x-ray report indicated no definitive acute pathology. The 

post-take ward round the next morning by the Consultant was completed and the opinion was that the 

patient had a poor prognosis, with appropriate ceiling of treatment put in place and a ReSPECT form 

completed and discussed with the patient’s wife and son. 

Later that day the doctor came to see the patient following escalation from the Ward and unfortunately the 

patient was found dead on the floor. There was no evidence of trauma. There were no medications or blood 

result findings which were likely to have caused the fall. A falls risk assessment from the current admission 

could not be found on file. The patient had been assessed as a falls risk from the previous admission a few 

weeks ago and the need to offer regular scheduled visits to the toilet was identified then. Apparent absence 

of such an assessment was felt to represent poor care. The last set of observations before death showed 

their Early Warning Score recorded on the VitalPac observations system increased from 3 to 11 just before 

the patient passed away including his blood pressure dropping from 124/85 to 96/50. This change may have 

put the patient at risk although the patient was extremely poorly throughout this admission.  

The second reviewer, whilst acknowledging the issues around falls risk assessment and the change in clinical 

observations, felt these did not significantly contribute to the death of the patient which was due to their 

very severe COPD and end stage respiratory failure. 

Based on this review there will be work conducted with the wards and ED around timely fall risk assessments 

that will link with the on-going quality governance work associated with the Perfect Ward and QEWS 

dashboard.  

No cases within Q4 were found to have evidence of more than 50/50 avoidability. If any poor care is also 

associated with evidence of more than 50/50 avoidability* then the case(s) will be fed into the Serious 

Incident Framework for a more formal investigation along with a duty of candour to ensure any care and 
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service delivery problems are identified, recommendations and learning points extracted and used to inform 

appropriate improvement work.  

  * 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 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. 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 for the rest of 2020. There have been two shared Learning Events 

conducted within Q4 2019/2020 on 31St January and 28th February 2020. 

Whilst these most recent events have concentrated on learning from Never Events the Chief of Patient 

Safety has summarised the up-to-date position of mortality reviews and SJRs with sharing of the learning of 

good and poor care over the last six months. Further learning events have been curtailed due to the Covid-

19 pandemic but are now being re-instated in remote formats. 

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. 

Detailed learning will be available in the next report when the results of the 60 random SJR sample are 

complete. So far of the 12/20 completed from the March 2020 sample none have received poor care. The 

majority of these cases were Covid-19 negative (March was only the beginning of our Covid-19 related 

admissions and mortality) with several demonstrating excellent care with timely and detailed involvement of 

patients, relatives and the palliative care teams in appropriate decision making and end of life support. 

7. PERINATAL DEATHS 

During Q4 2019/2020, 5 perinatal deaths occurred with 4 of these meeting the criteria for a perinatal 

mortality review to be undertaken.  The following criteria are used by MBRRACE -UK 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. 



LEARNING FROM MORTALITY REVIEWS – 2019/2020 Q4 BOARD REPORT

8 

Month Gestation Category of death In/ex utero 

transfer 

Cause of death

January 33+1 Antepartum Stillbirth No Unknown

February 22+4 Neonatal Death Day 2 In-utero 

transfer 

Extreme prematurity, bilateral severe 

intraventricular haemorrhages 

February 22+4 Neonatal Death Day 2 In-utero 

transfer 

Extreme prematurity, bilateral severe 

intraventricular haemorrhages 

February 21+5 Neonatal Death day 0 No Extreme prematurity 

March 22+6 Late miscarriage No Placental insufficiency
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Two of the babies were stillborn at St Peter’s Hospital and three babies were born and died at St Peter’s 

Hospital. One mother who was not booked at St Peter’s hospital, had care transferred for the purposes of 

accessing level three neonatal intensive care services for her twin pregnancy. 

40% (2 out of 5) qualified and received neonatal reviews and 100% received an obstetric review. All cases 

will be discussed and reported via PMRT to meet CNST requirements. 

Actions implemented as a result of learning identified from reviews: 

 Ongoing development of network wide in-utero transfer and management pathways and local  

           development of a guideline for the management of extreme prematurity. 

 Implementation of a revised Oral Glucose Tolerance Test to bring ASPH in line with current  

           national guidance. 

8. MEDICAL EXAMINER 

After consultation with the National and Regional Medical Examiners, along with clarity over the central 

NHSE funding for the shortfall apparent after utilising cremation fees, we have progressed the business case 

for our ME and MEO team. In order to provide sufficient cover for our mortality rate the team will constitute 

0.5WTE ME and 1 WTE MEO. This will ensure full funding and the availability for the ME every working day 

within the Bereavement team to most importantly be able to liaise closely with bereaved families and 

identify any potential problems in care. 

Through interviews in March 2020, with the Surrey Area Coroner, Mr Simon Wickens, as one of the interview 

panel there has been successful appointment of four Medical Examiners within the Trust to provide 5PAs of 

dedicated time working alongside the Bereavement Team. One of the four has been additionally appointed 

as Lead ME as was able, due to reallocation of work commitments, to provide a 1 WTE time within their ME 

role to support the team from the end of March to June 2020. This additional resource, alongside changes to 

the bereavement process via the Coronavirus Act 2020, has proved invaluable at such a difficult time. This 

role has been able to provide timely senior clinical communication with bereaved families that have been 

additionally traumatised due to their inability to visit their loved ones at the end of their lives. Many thanks 

to Ms Tanaya Sarkhel and the TASCC/T&O Division for enabling this to happen in such a time critical way 

The 1.0 WTE Medical Examiner Officer has been advertised and there has been strong interest with 

interviews set for end of July 2020. Once both roles are in place the revised Bereavement pathway work, 

mortality screening improvements and additional mortality scrutiny and support will be able to progress. 
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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 

Updated 01 July 2020

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

Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20

115 95 80 93 88 78 92 105 92 94 95 120

4 5 10 5 7 5 3 9 9 15 6 5

119 100 90 98 95 83 95 114 101 109 101 125

91% 90% 91% 90% 77% 83% 87% 76% 78% 71% 76% 50%

14 14 13 13 11 8 7 7 9 8 7 29

11 11 7 12 8 5 6 6 5 5 5 15

79% 79% 54% 92% 73% 63% 86% 86% 56% 63% 71% 52%

0 0 0 0 0 0 0 0 0 0 0 0

0 0 2 1 0 1 1 0 2 0 1 1

N/A N/A 1 1 N/A 0 0 N/A 1 N/A 0 0

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

57%

Total Number of reviewed deaths considered 

more likely than due to problems in care           

Number of deaths of people with learning 

disabilities

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

71% 78% 74%

Total deaths receiving Structured Judgement 

Review

Percentage of SJRs completed

Percentage of SJRs completed (by quarter)

Number of cases requiring an SJR

Total number of adult inpatient deaths

A&E deaths (in scope from July 18)

Total number of deaths in scope

% of deaths receiving initial review


