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Quality of Care  This report provides details and assurance on mortality at Ashford and St Peter’s 

Hospitals NHS Foundation Trust. Learning from deaths is a key aspect of our 
Quality objective to become a learning organisation. 
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EXECUTIVE SUMMARY  

 This report gives details on mortality for the months of April to June 2020 which is Q1 
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 Q1 2020/2021 there were 378 inpatient deaths, including 4 neonatal deaths. For 
the quarter there were a further 15 adult deaths in ED in this quarter resulting in a 
total of 389 adult deaths (inpatients and ED) within the scope of the SJR process. 
 
Of these 65% have had an initial screening completed and 72cases identified for an 
SJR which includes 40 random cases from April-May 2020 (from a wider three month 
period) to cover the Covid-19 period for assurance.  At the time of writing this report, 
of the total Q1 2020/2021 SJRs, 47 (65%) of these have been completed.  This 
represents an improvement in Q1 to 12% review rate of in-scope mortality with SJR 
methodology. 
 
During Q1 2020/2021 the Trust recorded 178 Covid-19 deaths.  A detailed analysis of 
Covid-19 mortality was presented to QCC in July 2020 with an up to date (end of 
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October 20) report contained within the Quality Report going to board this month. 

Of the cases identified for SJR in Q1 2020/2021, three cases (4%) were judged to have 
received poor care at first stage review. This is an improvement as the poor care rate 
had previously stood at 8%. Two of these cases have received second stage review so 
far. One was found to have received ‘poor care’ but with no evidence of more than 
50/50 avoidability. One case from the random sample has shown evidence of poor 
care and more than 50/50 avoidability. This case is being progressed through the 
Serious Incident process.    
 
Six patients have been identified as having learning difficulties recorded in Q1. Not all 
of these had been identified by clinicians via initial review but were double checked 
against coding data to ensure all cases were captured for SJR.  All SJR reviews have 
been completed and cases referred for Learning Disabilities Mortality Review (LeDeR). 
All SJR’s demonstrated appropriate care.  
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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 Q1 2020/21 there were 378 inpatient deaths, including 4 neonatal deaths.   
 

 
There were a further 15 adult deaths recorded in the Emergency Department (ED) in Q1.   
 
Six patients identified as having learning difficulties were recorded in Q1. Not all of these had been identified 
by clinicians as only 3 cases had an initial screening review form completed but there was a double check 
against coding data to ensure all cases were captured for SJR.  These were rapidly reviewed once identified 
and all SJR reviews have been completed including referral for Learning Disabilities Mortality Review 
(LeDeR).  Four cases demonstrated good care, one case adequate care and the remaining case showed 
excellent 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.   
However, in Q1 2020/2021 an additional 40 cases covering the main CoVid-19 period (Mar/Apr/May 2020) 
have been randomly selected to provide additional scrutiny and assurance around hospital mortality during 

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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this difficult time. A further 20 SJR’s on randomly selected patients from the period are to be completed in 
Q2, bringing the total cases reviewed in this way to 60.  
 
 

3. COVID-19  

In Q1 2020/2021 the Trust recorded 178 Covid-19 deaths, there had previously been 24 deaths in Q4 
2019/2020 all of which occurred in March 2020.  A more detailed analysis of Covid-19 mortality within the 
Trust was presented in July of this year with a further up to date review contained within the Quality Report 
going to Board this month (November 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. 
 
Screening review completion stands at 72% in April, 64% in May and 60% for June giving a total of 65% 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. A piece of work is on-going 
where the incomplete screening forms are being completed by the relevant departments along with all ward 
areas being tasked to confirm how screening forms will be completed going forward. Along with this change, 
a random sample of deaths has 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 usually a time lag with SJR completion rate with completion of SJRs now at 82% for Q4 2019/20 (this 
stood at 57% when reported in Q4 2019/20 LfD report to Board).  

In Q1 2020/2021 72 cases were identified for SJR. This figure incorporates 40 randomly selected cases 

covering the main CoVid-19 period. Of the total Q1 2020/2021 SJRs, 47 (65%) have been completed to date. 

The overall SJR completion rate stands at 85% (going back to October 2017) and is a further improved 

position from 81% at end of Q4 2019/2020. 
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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 Q1:  
 

 
 
The next chart is the outcomes from the random sample of deaths in March, April and May to provide 
additional assurance during the height of Covid patients. 

 
Of the cases identified and reviewed so far in Q1 2020/2021, one case in May 2020 was 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 from June 2020 has been found to have received ‘poor care’ at initial 
review and is awaiting a second stage review. In addition, one of the randomly selected deaths from March 
2020 was found to have poor care and evidence of more than 50/50 avoidability.  This case will be fed into 
the Serious Incident (SI) process and is an example of an SJR leading directly to an SI. In previous cases an SJR 
has been used as an initial look at a mortality case that is clearly an SI, such as a death during elective 
surgery. There were no other deaths in Q1 that had both an SJR and SI investigation.  
 
The cases with poor care and a fully completed second stage review are explored in the next section. 
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5. ASSESSMENT OF CARE 
 
A description of the cases that received poor care and the learning associated from the SJR is summarised 
below:  
 
Case 1  
An 84 year old man who presented on 5/5/20 after review by a heart failure nurse; he was being treated for 
a chest infection and experiencing increasing shortness of breath. He had a medical history of chronic 
obstructive pulmonary disease (COPD), heart failure, atrial fibrillation (AF), previous cerebral vascular 
accident (CVA) and an implantable cardiac defibrillator (ICD) following cardiac arrest in 2016. He was 
admitted with a working diagnosis of pneumonia/chest sepsis, ?Covid. There were 2 negative Covid-19 
swabs during admission.  
 
On 7/5/20 the medical notes state he was clinically stable then on  9/5/20 he was diagnosed with type 1 
respiratory failure. A Respect form was completed in discussion with the patient and his wife. An urgent CT 
pulmonary angiogram showed small left side haemapneumothorax, minor pulmonary embolus in the left 
lower lung and wide spread right sided emphysema . On 10/5/20 his blood pressure was dropping and a full 
sepsis screen was to be undertaken after discussion with microbiology. He was started on intravenous 
meropenem and the prednisolone dose was doubled.  
 
The patient had observations taken at 0030 on 11/5/20 (NEWS 6). He was seen asleep at 0100. He was then 
discovered on the floor at 01.15 in cardiac arrest with a laceration on the back of his head. 
 
The first stage review highlighted that there was a delay in transfer to the respiratory ward however second 
stage review did not find his care was compromised by this as his respiratory support was minimal and never 
exceeded low flow nasal oxygen. 

 
Second stage review also addressed that end of life was not recognised as the patient was stable and his 
death was not imminent so end of life measures would have been premature. A Respect form was 
completed on 9/5/20 with a clear and appropriate ceiling of care. 

 
The patient had stable observations in the last 48 hrs of his life. His NEWS was mainly 5 or 6, but most of this 
was accounted for by low flow oxygen therapy and oxygen saturation which were normal for him. The most 
notable feature was a persistent low blood pressure possibly due to his chronic heart failure. 
 
The circumstances of the fall are unknown. It is documented that the patient needed assistance to mobilise 
as it was recognised he was a falls risk and that the patient knew he needed to ask for assistance to mobilise. 
It is suspected the patient tried to mobilise on his own in the middle of the night and fell.  
The second stage review recorded a judgement of slight evidence of avoidability. The post mortem report 
concluded that death was due to natural causes ‘on the balance of probability, death was due to infective 
exacerbation of chronic obstructive pulmonary disease associated with ischaemic cardiomegaly, atrial 
fibrillation and apical pneumothorax’  
 

This case is being fed back through the SAMS governance process for learning.  
 
Case 2  
This was one of the randomly selected cases from March 2020 with the review being completed within the 
Q1 2020/2021 window and hence included in this report. A 70 year old lady was admitted to SPH on 17/3/20 
following a witnessed fall, she was noted to be dehydrated and her skin was in poor condition with bruises, 
oedema and a left leg ulcer. She had a history of weight loss and confusion for 3 months, recurrent UTI’s and 
a long term catheter. She was house bound and used a frame to mobilise, although more recently had been 
bed bound. She lived with her husband and a twice daily care visit.  
Patient became unwell on 28/3/20 and tested positive for Covid-19, she died on 31/3/20 due to Covid 
infection. This was at a point where routine testing of all admitted patients was not yet standard practice. 
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On review there is some suggestion on initial investigations that the patient may have had covid-19 infection 
on admission (very low lymphocyte count) 
 
There were a number of concerns from the stage one review that were reviewed in the stage two process: 
 

1. Care unstructured without clear direction / goals. 
 
This was a complicated case without a clear diagnosis from the outset. The patient certainly had an acute AKI 
without an underlying cause. A post renal cause was excluded by CT. There were a number of surgical 
reviews which were warranted. A tentative diagnosis of biliary sepsis was made. Whatever the underlying 
cause, the patient responded to antibiotics. Her AKI recovered completely with treatment. It is noteworthy 
that the patient had very low NEWS scores for the first 10 of her 14 day admission (commonly 0 or 1). 
The patient had a thorough assessment and investigations. The lack of a unifying diagnosis is not uncommon 
in clinical practice. There were multiple teams involved in her care. 
 

2. Poor electrolyte/nutrition management (potassium and magnesium). 
 
Electrolyte management was not optimal. There was miscommunication on 21/3/20 where her electrolytes 
were not prescribed. There was a delay in obtaining timely TVN and dietician review. However an earlier TVN 
review would not have led to a change in management. An earlier dietician review may have led to earlier 
institution of enteral feeding which may have facilitated electrolyte replacement. 
 

3. Hospital acquired Covid. 
 
It is a possibility that the patient acquired her Covid infection in hospital, becoming unwell 10 days after 
admission. However it is accepted the incubation period is recognised to be up to 14 days. If she had not 
suffered from a Covid infection there is a fair chance she would have survived this hospital admission. 
 
Overall, notwithstanding the concern over the possibility of hospital acquired Covid, the reviewer still felt 
there was evidence of more than 50:50 avoidability* in this case and as such then the case will be fed into 
the Serious Incident Framework for a more formal investigation along with a duty of candour to ensure any 
care and 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 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 for the rest of 2020. The learning events were cancelled during Q1 
2020/2021 but restarted again in August 2020.  
 
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. 
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7. PERINATAL DEATHS 
 
During Q1 2020/2021, seven perinatal deaths occurred; four of these were classed as neonatal deaths. Four 
cases (the two neonatal deaths after 22 weeks and two stillbirths) met the criteria for a Perinatal Mortality 
Review (PMRT). 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 
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The cases in the table below did not meet the criteria for PMRT 
 

Month Gestation Category of death Reason not for review 

April 21+4 Early Neonatal Death Day 0 Late miscarriage born with signs of life 
before 22 weeks 

May 21+5 Early Neonatal Death Day 0 Late miscarriage born with signs of life 
before 22 weeks 

May 38+4 Late termination Bi-lateral ventriculomegarly – diagnosis 
incompatible with life 

 

These cases did meet criteria for PMRT 

Month Gestation Category of death In/ex utero 

transfer 

Cause of death 

April 32+5 Neonatal Death 
Day 2 

Ex-utero 
transfer 

Gram negative sepsis, Persistent 
Pulmonary Hypertension of the 
Newborn 

April 35+2 Stillbirth No Undetermined 

April 24+0 Neonatal Death 
Day 7 

In-utero 
transfer 

Gram negative sepsis (Klebsiella 
pneumoniae), Extreme Prematurity 
and Intraventricular Haemorrhage,  

May 24+4 Intrapartum 
Stillbirth 

In-utero 
transfer 

Acute chorionic and umbilical 
vasculitis and funisitis (a fetal 
inflammatory response to infection) 
and Extreme Prematurity 

 

 

Two babies were stillborn at St Peter’s Hospital.  One baby was born and died at St Peter’s Hospital and one 

baby who was transferred for level three neonatal intensive care services died. Two mothers were not 

booked at St Peter’s Hospital but had care transferred for the purposes of receiving level three neonatal 

intensive care services. All cases will be discussed and reported via PMRT to meet CNST requirements. 

Actions implemented on the Neonatal Unit as a result of learning identified from reviews: 

 Introduction of Root Cause Analysis for all positive blood cultures on the neonatal unit 

 Ratification of a new guideline for the management of the extremely preterm infant, giving specific 
details on when to stop first line antibiotics 

 Development of a Quality Improvement Project specifically aimed at improving the time to 
administration of first dose antibiotics from decision to treat 
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8. PAEDIATRIC MORTALITY 
   In Q1 2020/21 there were no paediatric deaths.   
 

 
 

9. MEDICAL EXAMINER (ME) 
 
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. 

This quarter encompassed the peak of the CoVID-19 first wave. During this time Surrey iMSK kindly 
permitted the secondment of the Lead Medical Examiner to the ME Office full time. Under the scope of the 
Coronavirus Act 2020 the MEs were empowered to complete the Medical Certificate of Cause of Death 
(MCCD) and cremation paperwork. This meant we could communicate directly with relatives, answer 
questions they were not able to ask in person through the necessary visiting restrictions and pose questions 
to the in-house teams on their behalf, accelerate the flow of patients through the Death Management 
Pathway, and reduce delays in registration of deaths.  

The ME Office was able to collate real-time data on the CoVID-19 deaths including demographics and wards 
most impacted. We were also able to pick up trends to alert the in-house teams, such as the drop-off of 
front door swab testing. We developed the paperless first version of the Adult Mortality Review Form which 
allows MEs to trigger SJRs upon scrutiny or if particular relatives’ questions raise concerns. We have 
supervised and scrutinised the Coroners referrals, providing support for the junior medical teams as they 
took on these reports, and supported them through accurate MCCD completion. We have built a 
wonderfully symbiotic working relationship with the Bereavement, PALS and Complaints Teams that has 
been particularly enriching and demonstrates that though independent, the Medical Examiners’ Office sits 
appropriately and helpfully within the Quality family 

As the dust settled towards the end of Q1, the ME Office has become engaged in the Surrey-wide project 
toward the Digitization of the MCCD to support both Primary and Secondary care. We had chance to catch 
our breath and start to develop the systems and databases that will allow us to achieve our aspiration of the 
scrutiny of every single death in the Trust 

The 1.0 WTE Medical Examiner Officer post was recruited to however the successful candidate declined to 
take up the position. 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. 
 



LEARNING FROM MORTALITY REVIEWS – 2020/2021 Q1 BOARD REPORT 

13 

 

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 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


