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EXECUTIVE SUMMARY 

 
In January 2017 174 inpatients died at Ashford and St Peter’s Hospitals NHS Foundation Trust (ASPH) and, 
following this special cause variation, a review was carried out to identify any trends or themes. A report 
submitted to the Quality and Performance Committee in May 2017 recommended that a further, more in-
depth notes review should be commissioned. 
 
In 2018, the Chief of Patient Safety, was asked to lead a review of case notes from January 2017 using the 
Structured Judgement Review (SJR) approach, in order to establish if there was a disproportionate level of 
poor care during this period, any evidence of avoidability of death and if any further learning could be 
taken from this.  
 
20 cases from January 2017 were identified for review and these were completed between October 2018 
and March 2019.  From the sample of 20 cases from January 2017, 18 cases were found to have received 
Adequate, Good or Excellent care. 
 
In 2 (10%) patients were found to have received ‘poor care’ and in both cases the reviews found that the 
patients had significant co-morbidities and neither case was found to have strong evidence of avoidability 
despite this evidence of ‘poor care’. 
 
This audit of a representative sample of deaths from January 2017 is able to provide additional assurance 
to TEC, Trust Board and the public that there is neither evidence of disproportionate poor care nor any 
evidence of avoidability in respect to mortality within this sample group.  The poor care related to the two 
cases from the group triangulates with present areas of priority within the Trust.  
 
The report describes the themes identified in this review and how these align with work previously 
undertaken and that which forms part of the quality improvement priorities for the year ahead.  The 
report also describes the proposed next steps.  
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REVIEW OF IN-HOSPITAL MORTALITY - JANUARY 2017  
 

1 - BACKGROUND 
 
In January 2017 174 inpatients died at Ashford and St Peter’s Hospitals NHS Foundation Trust (ASPH), which 
was a significant increase on previous months and remains the highest number of inpatient deaths recorded 
in a single month. 
 
Following this special cause variation in the in-hospital mortality in January 2017, the Trust liaised with NHS 
Improvement and a review was carried out to identify any trends or themes “reviewing many variables to 
identify correlation &/or causation, including comparison by month & previous years utilising many variables 
including but not limited to; Age, Ethnicity, GP, Residence location, Care Home, Ward, Day/Time of 
Admission, Day/Time of Death, Hospital Consultant, Ward, Condition, & whether re-admitted”  However no 
clear correlation was found. 
 
A report submitted to the Quality and Performance Committee in May 2017 found that “The statistically 
significant increase in our mortality rate… led the Trust to look closely at operational and practice issues 
within this time”.  It also found that the review did not single the Trust out from the rise in deaths nationally. 
 
The report commented that “Although the variance in mortuary space distribution between hospital and 
community seems to be greater for us when compared with our peers, a coinciding factor was a concurrent 
change to hospice configuration in North West Surrey during that time.” 
 
Finally, the report concluded that the “special-cause variation in the Trust’s crude mortality at this point 
remains inconclusive. There is no obvious cluster of quality and safety concerns specific to our hospitals with 
which we can triangulate this rise. However, a further, more in-depth notes review will need to be 
commissioned to supplement the work that has gone on thus far.” 
 

MORTALITY REVIEW PROCESS 
 
The report submitted to Quality and Performance Committee in May 2017 noted that the “mortality review 
process is embedded but needs further improvement”.   
 
In addition, In March 2017, the National Quality Board released the first edition of the ‘National Guidance on 
Learning from Deaths’ which aimed to initiate a standardised approach to the review of and learning from 
deaths.   
 
In response to this, and aligned with the Royal College of Physicians work to implement the National 
Mortality Case Record Review programme, the Trust revised our policies and processes 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. 
 
Earlier in 2018/2019, the Chief of Patient Safety, Dr Paul Murray, via the Trust Executive Committee (TEC) 
was asked to lead a review of case notes from January 2017 using the SJR approach, in order to establish if 
there was a disproportionate level of poor care during this period, any evidence of avoidability of death and 
if any further learning could be taken from this. 
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REVIEW OF JANUARY 2017 CASES 
 
20 cases from January 2017 were identified for a Structured Judgement Review (SJR) using the standard 
criteria for identification of cases (x11) as well as a random selection of cases from the period (x9).  These 
reviews were completed between October 2018 and March 2019. 
 
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). A summary of the SJR 
assessments of the phases of care is shown in Appendix A. 
 
As part of the SJR, reviewers are also 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. 
 
From the sample of 20 cases from January 2017, 18 cases were found to have received Adequate, Good or 
Excellent care.  Two patients were found to have received ‘poor care’. 
 
In the first case there was found to have been a delay in senior review prior to surgery.  In the second case, 
there was found to have been no documented discussion about DNAR on admission which may have led to 
an inappropriate effort at resuscitation.  In the same case, the patient with suspected Sepsis was found to 
have received inadequate doses of antibiotics. 
 
In both cases, the reviews found that the patients had significant co-morbidities and neither case was found 
to have strong evidence of avoidability despite this evidence of ‘poor care’. 
 

PROBLEMS IN CARE 
 
Problems with care were identified in 5 cases, which included cases of poor escalation, delayed senior input 
and problems with medication. The learning from the cases reviewed, and specifically those identified as 
having received ‘poor care’, is aligned with learning from other cases reviewed through the SJR process in 
2017 and 2018, this includes: 
 
i) DNARs 
In a small number of cases reviewed in 2017 and 2018 the SJRs found that there was poor documentation in 
respect to a ‘Do Not Attempt Resuscitation’ (DNAR) status which could lead to inappropriate resuscitation 
attempts.   Learning has been identified relating to the use of the new ReSPECT form, which has 
subsequently been implemented across the organisation. 
 
ii) Sepsis and Antibiotic Administration  
The treatment of Sepsis and timely antibiotic administration has been a focus for SJRs in 2018 and the 
findings from a detailed audit of sepsis-related mortality was completed and shared with the Board in 
January 2019.  This learning around sub-optimal sepsis identification forms part of the Infection Control 
safety priority for 2019/2020 and was the focus of a recent Trust-wide learning event. 
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CONCLUSIONS AND NEXT STEPS 
 
This audit of a representative sample of deaths from January 2017 is able to provide additional assurance to 
TEC, Trust Board and the public that there is neither evidence of disproportionate poor care nor any evidence 
of avoidability in respect to mortality within this sample group.  Additional data has been previously 
presented detailing the increased mortality in January 2017 and that this increase was mirrored through the 
local Network, Region and Nationally (Appendix B). 
 
The poor care related to the two cases (10%) from the group triangulates with present areas of priority 
within the Trust. These themes have already either been reviewed and changed (DNAR to ReSPECT) or have 
been under additional scrutiny that have informed and enabled Quality Improvement plans alongside the 
Trust Infection Control strategy (inpatient sepsis). Such robust SJR work serving to highlight improvement 
themes for QI projects follows the ideals set out in the NMCRR Learning from Death documents.     
 
The Chief of Patient Safety would like to utilise this thematic review approach for SJRs in future work and the 
next proposed area of focus would be to work with Critical Care to review those deaths related to the ward 
rescued deteriorating patient. Such work would link with NEWS2 observational monitoring and the related 
National Safety Alert (https://improvement.nhs.uk/documents/2508/Patient_Safety_Alert_-
_adoption_of_NEWS2.pdf). 
 
The Chief of Patient Safety would like to recognise and thank the SJR reviewers for the additional work they 
have done to complete this important review on behalf of all stakeholders. 

 
 
 

https://improvement.nhs.uk/documents/2508/Patient_Safety_Alert_-_adoption_of_NEWS2.pdf
https://improvement.nhs.uk/documents/2508/Patient_Safety_Alert_-_adoption_of_NEWS2.pdf
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APPENDIX A – STRUCTURED JUDGEMENT REVIEW SUMMARY  
 
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). 
 
A summary of the 20 cases from January 2017 is shown below. 
  

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: 
 

     
 

     
 

  
 

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


 7 

APPENDIX B – MORTALITY ANALYSIS 
 

The following charts provide a 6 year overview, including a number of useful analyses at the national, 

regional, local (data published 8th Jan 2019) & ASPH levels for comparison; 

 

6yr Deaths ENGLAND 

England FY2013 FY2014 FY2015 FY2016 FY2017 FY2018

Apr 46,352 38,729 42,286 43,828 36,422 43,470

May 39,475 36,880 36,713 38,695 41,383 39,953

Jun 33,503 36,058 39,289 39,361 39,447 37,214

Jul 37,260 38,512 37,916 36,453 35,940 38,062

Aug 33,322 33,640 33,823 37,989 38,341 37,613

Sep 34,350 38,339 38,876 37,720 37,535 34,685

Oct 39,585 40,201 39,458 37,828 40,745 41,463

Nov 37,322 36,967 38,883 43,509 42,690 40,971

Dec 39,974 46,481 42,495 42,434 42,295

Jan 45,929 57,034 44,356 53,640 60,082

Feb 38,566 43,727 42,995 44,767 45,907

Mar 38,573 44,809 45,286 45,544 47,646
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6yr Deaths SOUTH EAST 

South East FY2013 FY2014 FY2015 FY2016 FY2017 FY2018

Apr 7,652 6,359 7,030 7,339 5,937 7,143

May 6,534 6,148 5,978 6,347 6,822 6,504

Jun 5,539 5,981 6,464 6,431 6,429 6,019

Jul 6,168 6,389 6,117 6,006 5,837 6,159

Aug 5,620 5,432 5,483 6,038 6,299 6,190

Sep 5,651 6,283 6,494 6,163 6,130 5,787

Oct 6,419 6,540 6,359 6,302 6,736 6,704

Nov 6,104 6,240 6,319 7,261 6,866 6,690

Dec 6,578 7,324 6,899 6,931 6,998

Jan 7,683 9,606 7,166 9,042 10,011

Feb 6,266 7,160 6,948 7,399 7,323

Mar 6,326 7,140 7,462 7,399 7,771
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6yr Deaths SURREY 

Surrey FY2013 FY2014 FY2015 FY2016 FY2017 FY2018

Apr 980 777 915 953 711 879

May 848 741 704 845 850 792

Jun 733 787 875 834 826 740

Jul 793 798 761 724 673 704

Aug 710 654 676 777 774 770

Sep 716 809 833 817 796 678

Oct 826 805 834 826 805 839

Nov 756 804 781 886 820 806

Dec 819 913 922 905 889

Jan 1,048 1,262 906 1,178 1,159

Feb 809 934 852 959 888

Mar 817 920 906 883 971
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6yr Deaths ASPH 

ASPH FY2013 FY2014 FY2015 FY2016 FY2017 FY2018

Apr 96 74 115 98 91 89

May 83 95 94 108 117 104

Jun 88 72 90 82 100 87

Jul 84 88 87 86 74 99

Aug 74 70 82 92 93 95

Sep 91 71 100 89 97 94

Oct 82 91 89 114 81 103

Nov 83 116 81 111 95 85

Dec 100 124 99 149 106

Jan 104 125 108 174 127

Feb 81 106 104 115 106

Mar 89 92 112 119 123

%

1%

-9%

15%FY16 vs FY15 %

Variances

FY18 vs FY17% 

FY17 vs FY16 %

0

20

40

60

80

100

120

140

160

180

200

D
e

at
h

s

Deaths - ASPH

FY2013

FY2014

FY2015

FY2016

FY2017

FY2018

 

 

Community: Hospital Ratio 

 

Deaths occurring within the Ashford & St Peters Hospital area – Hospital & Community 

The total number of deaths in the ASPH community area have marginally reduced over the past 12 months (-

1.0%) compared to the previous 12 months [Oct-Nov 2018=1997 vs. Oct-Nov 2017=2018].  

Although whilst the number of deaths occurring in the community have increased by 59 (10.2%) [Oct-Nov 

2018=638 vs. Oct-Nov 2017=579], the number of deaths occurring in hospital have reduced by 72 (-5.0%) 

[Oct-Nov 2018=1367 vs. Oct-Nov 2017=1439]. 

 

 

 
 


