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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 January to March 2021 

which is Q4 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 Q4 2020/2021 there were 458 inpatient deaths, this figure included two 

paediatric deaths and four neonatal deaths. There were a further 20 adult deaths 

and one paediatric death in ED bring the total in hospital deaths to 479. This 

resulted in a total of 472 adult deaths (inpatients and ED) within the scope of the 

SJR process.  

 

During Q4 2020/2021 we saw the peak of wave two of COVID-19 and the Trust 

recorded 227 COVID-19 deaths; a rise from 83 in Q3.  An up to date (end of 

June 21) report of Covid-19 mortality is contained within the Quality Report going 

to board this month. 

Of these deaths 61% have had an initial screening completed, and 56 cases 

identified for an SJR. Work continues to improve the completion rate.  At the time 

of writing this report, of the total Q4 2020/2021 SJRs, 15 (27%) of these have 

been completed.  
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Of the SJR’s completed for Q4 2020/2021 two raised concerns around the care 

received. One of these cases has had a second stage review which found no 

evidence of avoidability.  

 

Eight patients in Q4 were identified as having learning difficulties recorded, 50% 

of these have been completed.   
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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 2020/2021 there were 479 in-hospital deaths, compared to 314 in Q3 2020/2021. 

 

 
 
The in-hospital deaths comprised of 452 adult inpatient deaths, two paediatric inpatient and four 

neonatal inpatient deaths (total 458 inpatient deaths). There were a further 20 adult deaths and one 

paediatric death in ED. This resulted in a figure of 472 adult deaths (inpatients and ED) within the 

scope of the SJR process. This contrasts with Q4 2019/20 when there were 335 deaths in scope, 

highlighting the excess mortality   

 

Eight patients, all in January, were identified as having learning difficulties (LD) in Q4. Four are still 

awaiting a structured judgement review but they have been reported for Learning Disabilities 

Mortality Review (LeDeR). One of the reviewed cases was given an overall care score of ‘2’ at first 

review, however stage 2 review found no serious issues, this is covered in more detail in section 

4.2. A total of 74% of all 2020/2021 LD deaths having been reviewed by SJR (14 of 19 cases) with 

no evidence of problems in care found in any 

 

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 

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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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.   

 
 

3. COVID-19  

In Q4 2020/2021 the Trust recorded 227 Covid-19 deaths which encompassed the peak of the second 
wave. Previously there had been 83 Covid-19 deaths in Q3 2020/2021, 14 Covid-19 deaths in Q2 
2020/2021, 178 Covid-19 deaths in Q1 2020/2021 and 24 deaths in Q4 2019/2020 all of which 
occurred in March 2020.  A further up to date review of Covid-19 deaths is contained within the Quality 
Report going to Board this month 
The split between Covid-19 and non-Covid deaths is shown below. 
 

 
 

4. STRUCTURED JUDGEMENT REVIEWS AND INITIAL SCREENING 

 

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. 

 

Initial screening review completion stands at 67% in January, 53% in February and 59% for March. 

Actions from the Learning from Deaths working group continue to include chasing all overdue forms, 

now on a weekly basis, and attendance at boards rounds to promote timely completion of forms. 

Additional measures remain in place to identify cases that may need an SJR in the absence of a 

higher initial screening form completion rate; these include checking Datix for staff or patient concerns, 

checking cases that require a post mortem and scrutiny by the Medical Examiner.  Additionally, likely 

hospital acquired COVID infection (a new positive COVID swab result after 15 days in hospital), is an 

automatic trigger for an SJR. 

 

In line with the 2021/2022 quality priorities and the updated target, that in the next 2 years 95% of in 

hospital deaths will have an initial review within 2 days, with a 60% improvement in year one, from 

April 2021 we have started measuring the number of forms completed within 48 hours to give a 
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baseline. Going forward this figure will be reported alongside the current data which shows total 

completion rate irrespective of the timeframe completed.  

 

 
 

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 63% for Q3 

2020/2021 (this stood at 31% when reported in Q3 2020/2021 LfD report to Board).  The overall 

position for 2020/2021 at present is 58% (104 of 180 triggered) 

In Q4 2020/2021 56 cases were identified for SJR. Of the total Q4 2020/2021 SJRs, 15 (27%) have 

been completed to date. The completion of SJR’s has been affected by the response to the second 

wave of the Covid-19 pandemic and there is currently a backlog to clear before new cases can be 

allocated. A business case has been approved to fund dedicated paid sessions for reviewers to 

complete SJR and for a Mortality Lead post. This new role is expected to reinvigorate the mortality 

review process, ensuring better engagement and involvement for families, that reviews are carried 

out in a timely manner and to promote shared learning across the Trust and our partners.  

 
 

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 Q4:  
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There are two cases from January 2021 where a query of poor care has been raised at first review. 

Case 1 is awaiting second stage review but case 2 has now received a second stage review.  

Case 1, the first stage review raises a possibility of hospital acquired COVID-19 as the patient had a 

number of admissions in a short period time. The patient was consistently COVID negative during 

previous admissions and tested positive on emergency readmission three days after previous 

discharge. 

Case 2, this SJR was carried out due to the patient having learning disabilities. The patient was 

admitted with COVID-19 and was very dehydrated with AKI stage 3. The stage 1 reviewer felt there 

was evidence of a good plan of care but little indication that this was carried out. The patient was 

found dead unexpectedly on day 2 of the admission. The subsequent stage 2 review found no 

evidence of avoidability.  

 

 Due to delays in SJR completion there is an additional case from Q1 2020/2021 which has had a first 

stage review in Q4 2020/2021 and has raised a question around poor care.  

This case, is a patient death from April 2020. The first stage review suggested there should be a 

second stage review due to the nature of the death as the patient was found disconnected from the 

BIPAP ventilator, having seemingly done this themself. This case is part of an SI cluster (W67845) 

whose report is awaiting finalisation.  

 

There was only one stage 2 review completed from Q4 2020/2021, which is ‘case 2’ from January 

2021 detailed above. The findings from the second stage review are summarised in Section 5. There 

is currently a total of five cases awaiting their second review 

 

 

Triangulation of SJR and Serious Incident (SI) cases 

It had been identified in the Q3 LFD report that three deaths had been raised at SI’s, at that time two 

of them had received their first stage reviews which recorded a query of poor care so were awaiting 

a second stage review. The third was awaiting it’s first SJR review. All of these SI’s are now overdue 

to CCG; there were no SI’s related to adult deaths closed in Q4 2020/2021. To aid monitoring and 

triangulation of potentially avoidable deaths, these cases have been recorded in the table below which 

will be updated in subsequent reports. There have been three deaths in Q4 2020/2021 raised as SI’s 

which are included in the table below. There is discussion underway to agree that any cases within 

the incident investigation framework, where the investigation centres on the death, do not also require 
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an SJR as it would be unlikely to add value and we  should redirect limited reviewer resource to other 

cases.   

 
 
 
 
 

Incident 
date 

Description SI outcome SJR stage one SJR stage two 

W72973  
Nov 2020 
 

Death following 
elective hip 
surgery 

Report 
overdue to 
CCG 

Completed Nov 20, overall care 
score 2 ‘poor’. Main concern 
patient not seen in high risk 
anaesthetic clinic pre-
operatively 

To be completed 

W72861  
Nov 2020 
 

Medication 
issue 

Report 
overdue to 
CCG 

Completed Nov 20, overall care 
score 2 ‘poor’. Concern patient 
was on two oral anticoagulants 
and suffered a stroke 

To be completed 

W74040  
Dec 2020 
 

Death following 
bariatric 
surgery 

Report 
overdue to 
CCG 

To be completed (N.B SJR is 
allocated to same clinician 
leading on SI) 

 

W75677  
Feb 21 
 

Hospital 
acquired 
COVID 

Report 
overdue to 
CCG 

Awaiting allocation to a 
reviewer due to backlog 

 

W75912 
Feb 21  

missed/delayed 
diagnosis of 
aortic 
dissection 

Report 
overdue to 
CCG 

Patient died after transfer to 
Barts for repair of aortic 
dissection so not classed as an 
in-hospital death. At present we 
do not have resources to 
routinely review mortality after 
discharge through the LFD 
process.  

 

W76558 
March 21 
 

Bleeding post-
surgery 

Investigation 
underway 
due 
28/06/2021 

Patient was on SAUV list so not 
classed as an in-hospital death. 

 

 

 
5. ASSESSMENT OF CARE 

 

Once case from Q4 2020/2021 has received stage 2 review.   

 

The patient was 79 years old, lived in a care home and had a recorded learning disability.  

The patient was admitted via ED in the evening and was seen by an ED doctor and the medical team 

of the evening of admission. COVID 19 and acute renal failure were diagnosed. The patient was 

reviewed the next morning on a medical ward by a consultant. 

Appropriate treatment with antibiotics, intravenous fluids and VTE prophylaxis was started. The 

medication doses were correctly adjusted in the face of the renal impairment. Their AKI stage 3 was 

noted and discussed with St Heliers tertiary renal team. A ReSPECT form was completed on 

admission by the on-call team with an appropriate ceiling of ward based care, this was confirmed the 

next day by the consultant.  

The ReSPECT form could have been more complete in respect to discussion with Next of Kin (NoK) 

however there were annotations in the patient record that there were incorrect NoK numbers recorded 

and this was to be addressed in the morning after admission.  
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After St Heliers discussion the advice was followed to give more fluid though there is no evidence in 

the notes that this was highlighted to the ward team to speed up the present fluid so the additional 

prescribed fluid was not started. It was not felt by the reviewer that this would have had a significant 

effect on care.  

The patient remained on hourly observations the following day and overnight, which were stable with 

a NEWS of 5. There were records of the patient removing their oxygen mask throughout the night 

however their oxygen saturation remained at a safe level overnight. The patient was then found 

unresponsive with a time of death recorded as 05.05.  

In summary, the second stage review found the care was good overall and excellent in parts, 

particularly in the speed and clarity of management at admission, clear ceiling of treatment and 

reviews over the day by the medical team.   

The only learning point was a lack of discussion with NoK but there appeared to be mitigating factors 

relating to wrong contact details in the notes. 

  
 

6. LEARNING FROM DEATHS 

 

Learning from SJR’s is now a standard agenda item for speciality governance meetings with 

completed SJR outcomes part of a new report template devised in Q1 2021/20222.   A selected 

number of the cases will be put forward by the speciality for discussion at the relevant Quality and 

Safety Half (QuaSH) Days. Departments and Divisions also hold regular Morbidity & Mortality (M&M) 

meetings throughout the year to allow time to review and reflect on learning from cases. Part of the 

new Mortality Lead role will be to facilitate shared learning from the M&M meetings and ensure this is 

fed back into the governance processes and that deaths reviewed through M&M meetings are collated 

and contribute to figures for the total number of deaths reviewed by the Trust.  

 

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. The learning events continue virtually on MS Teams.  

 

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 an LfD gap analysis report within this meeting 

as a live document. 

 

7. PERINATAL DEATHS  

 

During Q4 2020/2021, seven perinatal deaths occurred; four of these were classed as neonatal 

deaths and three stillbirths.  All seven cases met 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. 

 

 

 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 
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 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 

  

The PMRT is not designed to support the review of the following perinatal deaths: 

 Termination of pregnancy at any gestation; 

 Babies who die in the community 28 days after birth or later who have not received neonatal 

care; 

 Babies with brain injury who survive. 
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Cases that meet criteria for PMRT 

Month Gestation/ 

age 

Category of 

death 

In/ex 

utero 

transfer 

Cause of death 

January 25/40 Stillbirth No Undetermined 

January 29/40 Stillbirth Yes Yet to be agreed by MDT panel, report 

not yet complete 

January 37+3/40 Stillbirth No Intrauterine hypoxia most likely due to the 

combined effect of identified placental 

pathologies.  Awaiting HSIB report into 

case. 

February 7 days 

(Term 

baby) 

Neonatal Death No Severe Grade 3 HIE, herniation of 

brainstem, feto maternal haemorrhage 

February 

 

4 days  

(Term 

baby) 

Neonatal Death Yes Severe hypoxic ischaemic 

encephalopathy following postnatal 

collapse at home. Awaiting coroners PM 

report 

February 

 

Day 0 

(born at 

23+4) 

Neonatal Death No Extreme prematurity secondary to 

infection 

March 

 

Day 28 

(Born at 

25+3) 

Neonatal Death Yes Necrotising enterocolitis, small bowel 

perforations and bilateral intraventricular 

haemorrhages.  PMRT report yet to be 

completed 

 

One baby born elsewhere was transferred via ambulance following a neonatal collapse at home. All 

cases have been reported via PMRT to meet CNST requirements and have undergone a multi-

disciplinary team review.  Two PMRT reviews are yet to be published as further MDT reviews of the 

cases have been scheduled to enable completion. One further PMRT review has been completed but 

we have yet to receive a completed external HSIB report for the case. All completed PMRT reviews 

have been shared with the families. 

Actions implemented as a result of learning identified from reviews: 

 

 The use of partograms are not embedded when staff are caring for women who are delivering 

at a premature gestation or when it is known that the baby has died.  This will be included in 

a checklist that will be included on Badgernet which forms part of the project being completed 

by the Bereavement working group. 

 The documentation around bereavement and arranging follow ups is inconsistent between 
cases. A bereavement pathway is currently being developed by the Bereavement Working 
group which aims to clarify the processes and requirements. 
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 The use of trust approved interpreter services is inconsistent. This forms part of an ongoing 

drive to improve care for women whose primary language is not English.  Access to phones 

in all clinical areas has been improved and information on accessing interpreters is shared 

with staff regularly. Further translated patient information leaflets have been added to 

Badgernet. 

 

8. PAEDIATRIC MORTALITY 

 In Q4 2020/21 there were three cases reported as paediatric deaths. Two of these were infants being 

cared for in NICU beyond the first 28 days (see table below). The third case was a 21 month child 

who sadly died in Paediatric ED following an extensive resuscitation effort in the community. The child 

had a history of brittle asthma and had been unwell for 2 to 3 days, their twin had also been unwell 

with the same respiratory illness. After awaking in the night the child became unresponsive and 

parents commenced CPR.  This case will be investigated by the Child Death Overview Panel (CDOP) 

process as it was an unexpected child death. 

 

 
 
These cases, although classified as paediatric deaths, are being reviewed as part of PMRT as per 

perinatal deaths section above 

Month Age Category of 

death 

In/ex utero 

transfer 

Cause of death 

March 

 

Day 91 

(Born at 

26/40) 

Neonatal 

(paediatric) 

Death 

Yes Extreme prematurity and chronic lung 

disease 

PMRT report is in pre publish stage. 

Anticipated date to share with family 

21/06/21 

March 

 

Day 156 

(Born at 

26/40) 

Neonatal 

(paediatric)  

Death 

No Bronchopulmonary dysplasia, In utero 

Growth Restriction and extreme 

prematurity 

 
 
 
 
 
 
 



12 

 

 

9. MEDICAL EXAMINER (ME) 

 

 

Performance for review of deaths by a Medical Examiner is show in the below table. Improvement 

seen in the number of deaths scrutinised increased as the team became fully established, and 

performance is expected to continue to improve. 

2020/21 Q1 Q2 Q3 Q4 TOTAL  

Total Deaths 

ASPH 358 340 321 479 1498 

Scrutinised  143 258 299 472 1172 

 39.94% 75.88% 93.15% 98.54% 78.24% 

 

From April 2021 we have started measuring data for the new 2021/22 quality priority of 100% of 

eligible Medical Certificate of Cause of Death (MCCD) to be issued to families within 72 hrs.  
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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 

update chart 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


