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EXECUTIVE SUMMARY

This report gives details on the screening and Structured Judgement Review (SJR) of in-hospital deaths from
Q1 2018/2019, 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 Q1 of 2018/2019 there were 280 adult inpatient deaths across both hospital sites, of these 215 had initial
screening completed (77%)

The Trust currently has 28 professional staff trained to complete SJR’s with a further 11 allocated to a training
session. The need for an SJR was identified for 39 patients, of which 28 have been completed at the time of
writing this report (72%).

Of these cases identified in Q1 2018/2019, no avoidable deaths have been identified through the SJR process.
Problems with care were identified in 7 cases but there were no cases of avoidable harm that led to death.

From October 2017 to the end of Q1 2018/2019, 5 cases have been identified for SJR and have been found to
have received ‘poor care’ following the first stage SJR. The details of these and the learning associated is
summarised in this report.

5 deaths occurred in patients identified as having learning difficulties of which 4 has a completed structured
judgement review with no identifiable problems in care. The other is currently undergoing the review
process.

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.
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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 have been reviewing and revising our own policies and processes and our
aim is 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.

In Q1 2018/2019 there were 280 inpatient deaths, including 6 neonatal deaths.

This represented a decrease from Q4 and a reduction compared to Q1 of 2017/2018 but this remains within
common cause variation. There were also 16 deaths recorded in the Emergency Department (ED) in Q1.

From October 2017 we have started to carry out full structured judgement reviews (SJR) on any deaths
meeting certain minimum criteria. Cases with Sepsis have been added to the criteria for inclusion in the SJR
process for the first part of 2018/2019.

Following discussion at Mortality Committee it was agreed that both a retrospective review of cases of
inpatient deaths with Sepsis will be coordinated by the Chief of Patient Safety. The audit of 40 cases from
100 cases screened (of 255 inpatient deaths associated with sepsis HRG coding in 2017/2018) has now been
completed and is presently being analysed. Initial results suggest good identification and management of
sepsis overall but some potential improvement areas to be explored for patients developing sepsis whilst in
hospital.

The Learning Disabilities Mortality Review Programme Annual report 2016/2017 was published in May 2018.
Since October 2017 the Trust has recorded 5 deaths where the patient was identified as having Learning
Disabilities. The annual report made nine recommendations for NHS England, Commissioners and Providers.
The recommendations and actions will be monitored through the Quality Sub Committee. Four of these
deaths have been subject to a Structured Judgement Review with no identifiable problems in care.
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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.

2. SCREENING FORM COMPLIANCE

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.

Cases of inpatient deaths with Sepsis have been added to the criteria for inclusion in the SJR process for the
first part of 2018/2019 and deaths recorded in ED have also now been included in the scope of the SJR
process.

It is anticipated that, by using these criteria, approximately 15% of deaths will be reviewed initially via the
SJR process.

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 in the completion of the screening forms in Q1 of 2018/2019 with 77% of
adult inpatient deaths having a screening form completed, compared to 66% for the previous quarter.
Measures to further improve the identified of cases for SJR will be discussed at the Mortality Committee in
future months.
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3. 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 Q1, 39 cases were identified for SJR and 28 have been completed to date (72%).

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 Q1:

In Q1 2018/2019, none of the cases identified for SJR and completed to date have been found to have
received an overall score of ‘poor care’ following the first stage SJR. From October 2017 to the end of Q1
2018/2019, 5 cases have been identified for SJR and have been found to have received ‘poor care’ following
the first stage SJR. The details of these and the learning associated is summarised in the section below.
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4. ASSESSMENT OF PROBLEMS IN CARE

As part of the SJR, reviewers are asked to identify if there were any problems with care and if they could
have led to harm to the patient. For clarity, in cases where patients have been found to have received good
or excellent care, problems with care are still identified and shared as part of the learning processes.

In Q1 2018/2019, problems with care were identified in 7 cases but there were no cases of avoidable harm
that led to death. The most common areas of concern and problems in care noted from the SJRs were:

 Poor completion of documentation

 Inappropriate resuscitation

 Delays to reach destination ward

 Slow progression of care

Two deaths occurred in patients identified as having learning difficulties, both of which have had a
completed structured judgement review with no identifiable problems in care.

From October 2017 to the end of Q1 2018/2019, 5 cases have been identified for SJR and have been found
to have received ‘poor care’ following the first stage SJR. The details of these and the learning associated is
summarised in the table below:

Patient
Date of
death

SJR
Completed

Overall
score

Outcomes / findings

1 02/10/2017
August
2018

2 - Poor
Care

This case was found to have ‘Strong evidence of avoidability’
following a second stage SJR. The review of this case has been
delayed subject to being within the coronial process. This level
2 result has been escalated and is now within the SUI
investigation process.

2 17/10/2017
January

2018
2 - Poor

Care

This case was found to be ‘Definitely not avoidable’ following
a second stage SJR and was re-graded as ‘Good care’.
Feedback was provided to the initial reviewer.

3 31/12/2017
February

2018
2 - Poor

Care

This case was found to have ‘Slight evidence of avoidability’
following a second stage SJR. Learning from this case in
respect to Acute Kidney Injury care has been fed back within a
focussed session at a Divisional QuaSH half-day.

4 19/01/2018
March
2018

2 - Poor
Care

This case was found to be ‘Definitely not avoidable’ following
a second stage SJR and was re-graded as ‘Good care’.
Feedback was provided to the initial reviewer.

5 22/03/2018 July 2018
2 - Poor

Care

This case was found to be ‘Definitely not avoidable’. Although
some elements of the care were found to be ‘poor’, these
were found not to have led to the death of the patient.

Learning in relation to clinical handovers and documentation
resonate with overall learning points from Q1. Timely
prescription of anticipatory medicines and exploration of
earlier start to night shift to be shared.
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5. LEARNING FROM DEATHS
Since the implementation of the SJR processes in October 2017, two avoidable deaths have been identified
through the SJR process. Problems with care have been identified in a further 28 cases but these were not
found to have led to death.

There are a number of learning points to be shared from the SJRs completed in this period. For example, we
have identified in the majority of reviewed cases that assessment and treatment of our patients is timely,
consultant delivered and family / patient centred with good identification of end of life care and
conversations involving DNAR decisions.

We have also seen, though less frequently, delays in the movement of these patients to appropriate clinical
areas and some evidence of poor legibility and completion of documentation. Some of the few examples of
poor care have been slow progression of patient management and resuscitation decisions were either the
discussion has not occurred early enough or the decision itself have been judged to be poor.

In all cases where the SJR has identified problems with care, these have been shared with 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.

Finally, work will begin in September to review in more detail (and using the SJR process) a proportion of the
in-hospital deaths from December 2016.

SHARING LEARNING IN THE ORGANISATION
Since October 2017, a number of changes have been made to the process for collating and sharing the
learning from completed SJRs.

There is an on-going review of Divisional M&M arrangements to both ensure robust discussions are
occurring but also to identify and share good practice throughout the organisation. This review piece is
being led by the Chief of Patient Safety with an initial focus on the Medicine Division as this area represents
the largest proportion of patient mortality.

The learning from deaths (LfD) project team are currently working on the first of a one-page learning
Infographic as used successfully within other Quality projects within the Trust. This will summarise and
disseminate the key learning points from the SJRs in Q1 2018/2019

The inaugural Trust-wide LfD event was held on the 15th August this year. This was based on the successful
Schwartz-type model and explored two recent SJRs with a learning panel and over 50 attendees from across
the organisation.

This initial event explored openly the feeling of having cases reviewed and feedback has been overwhelming
positive. A video of this event is shortly to be circulated and the advertising for the next event, on the 19th

October, is about to go live.

The first SJR reviewer peer group meeting is due to take place on the 25th September to provide both
support and a level of quality assurance to our reviewer panel.

Finally, a number of members of the project team will be attending the first National Mortality Case Record
Review annual conference event at the Royal College of Physicians on 10th October and will share their
experience and learning from others with the wider team.
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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



APPENDIX B – SUMMARY OF MORTALITY AND SJR DATA
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Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18

91 102 114 140 108 133 96 109 91 105

10 7 8 13 2 10 7 5 4 6

81 91 104 126 103 119 88 101 85 101

85% 86% 88% 94% 94% 92% 93% 88% 84% 73%

13 15 13 17 12 17 15 12 12 25

12 13 11 12 8 12 14 6 8 0

92% 87% 85% 71% 67% 71% 93% 50% 67% 0%

1 0 1 0 0 1 0 0 0 0

0 1 0 0 0 2 1 1 0 0

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

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

70% 72%

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

Total number of deaths in organisation

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

A&E deaths (in scope from July 18)

Percentage of SJRs completed (by quarter) 88%

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


