
1

Patient 
Safety

Experience of structured judgement 
review in clinical practice



2

Authors

Clare Wade, head of patient safety, Royal College of Physicians (RCP)
Dr Andrew Gibson, clinical lead patient safety,  RCP
Professor Allen Hutchinson, lead methodologist, National Mortality Case Record Review (NMCRR) Programme,  
Yorkshire and Humber Improvement Academy
Dr Michael McCooe, clinical director, Yorkshire and Humber Improvement Academy

Contributors

Dr John Dean, clinical director quality improvement and patient safety, RCP
Jaya Varsani, programme coordinator, NMCRR Programme, RCP
Dan Mason, Research Analytics Programme manager, Yorkshire and Humber Improvement Academy
Dr Tasnim Momoniat, clinical leadership fellow, Yorkshire and Humber Improvement Academy
Jay Kaur, clinical outcomes manager, Barking, Havering and Redbridge University Hospitals NHS Trust
Chioma Obasi, quality and patient safety manager, Bradford Teaching Hospitals NHS Foundation Trust
Julia Phillips, nurse lead for mortality reviews, Buckinghamshire Healthcare NHS Trust
Jo Murray, patient safety manager, Oxford Academic Health Science Network
Dr Susan Robinson, consultant in emergency medicine, Cambridge University Hospitals NHS Foundation Trust
Dr Wendy Makin, medical director, The Christie NHS Foundation Trust
Dr Katja Adie, consultant in elderly medicine, Royal Cornwall Hospitals NHS Trust
Dr Anna Winfield, patient safety and quality manager, Leeds Teaching Hospitals NHS Trust
Sarah Bolton, clinical effectiveness team leader, Lewisham and Greenwich NHS Trust
Bernadine Gallem, quality and compliance lead, United Lincolnshire Hospitals NHS Trust
Dr Benjamin Lobo, consultant geriatrician and medical examiner, Sherwood Forest Hospitals NHS Foundation Trust
Dr Nigel Kennea, consultant neonatologist and associate medical director for learning from deaths,  
St Georges University Hospitals NHS Foundation Trust
Hayley McCaffrey, head of clinical effectiveness and quality, Warrington and Halton Hospitals NHS Foundation Trust



3

Contents

Foreword

Case studies
Barking Havering and Redbridge University Hospitals NHS Trust
Bradford Teaching Hospitals NHS Foundation Trust – Approach to mortality review
Bradford Teaching Hospitals NHS Foundation Trust – Learning disability mortality review process
Buckinghamshire Healthcare NHS Trust and Oxford Academic Health Science Network
Cambridge University Hospitals NHS Foundation Trust
The Christie NHS Foundation Trust
Royal Cornwall Hospital
Leeds Teaching Hospitals NHS Trust
Lewisham and Greenwich NHS Trust
United Lincolnshire Hospitals NHS Trust
Sherwood Forest Hospitals NHS Foundation Trust
St George’s Hospital, London
Warrington and Halton Hospitals NHS Foundation Trust

Sepsis management – further analysis from the RCP Mortality Review Tool

The future of mortality work at the RCP

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

23



4

Foreword 
Dr John Dean, RCP clinical director  
for quality improvement and patient safety

Mortality case review has been a source of learning in 
healthcare from the time of the Crimean War, and National 
Mortality Review programmes have been commissioned by 
the NHS since 1954. Morbidity and mortality case reviews 
have been common practice by clinical teams but can lack 
structure, follow-up actions, and therefore potential impact. 

A renewed focus on ‘Learning from Deaths’ has been in place in the NHS in 
England for the last 2 years.1 In most NHS trusts this has incorporated the use 
of the Structured Judgement Review (SJR) approach, which has underpinned 
the National Mortality Case Record Review (NMCRR) programme. The 
NMCRR programme was commissioned by the Health Quality Improvement 
Partnership (HQIP) on behalf of the NHS in England and Scotland shortly 
before the Learning from Deaths policy for England was agreed. Over the 
3 years of the programme around 800 clinicians have been trained in 
this approach and most acute NHS trusts have integrated SJR into their 
governance and learning systems. 

In our 2018 NMCRR annual report we were able to illustrate not only how 
trusts, boards and teams were using this approach systematically, but most 
importantly how they had developed or refocused improvement programmes 
based on the learning from this approach – and were beginning to see 
improved care processes and outcomes. 

The NMCRR programme was commissioned in response to the Care Quality 
Commission (CQC) report Learning, candour and accountability: A review of 
the way NHS trusts review and investigate the deaths of patients in England 
in December 2016.2 The CQC’s follow-up publication: Learning from Deaths: 
a review of the first year of NHS trusts implementing the national guidance3 
in March 2019 notes that while the use of structured approaches to mortality 
case review is now in place in hospitals in the NHS in England, the translation 
of learning into improvement practice, the underpinning learning culture, and 
the resulting outcomes will take some time to embed and adapt. 

Our review with other national mortality programmes also identified our four 
core themes and called on clinicians and healthcare organisations to act. 
These are: improving recognition and management of sepsis, early detection 
and appropriate escalation of patients who are deteriorating, denying life-
saving therapies on the grounds of being older, pregnant or having a learning 
disability, and communication, both within and between organisations and 
healthcare agencies.

This year’s report describes examples from healthcare organisations 
and systems on how they have structured their approach to learning 
from mortality case record review, and explicitly developed improvement 
programmes. The approach is naturally contextual to the organisation or 
system. We have also focused learning from the national database on people 
who may have died from sepsis. All of this shows the potential of both a 
national and local approach to learning and improving in this context. 

While the commissioned NMCRR programme has come to an end in England, 
the RCP’s Patient Safety Team is ready, willing and able to work with trusts, 
boards, teams and systems across the UK and internationally to support safety 
learning and improvement actions. The introduction of medical examiners in 
England and Wales will influence the work of healthcare organisations. 

We will continue to work closely with the national medical examiners, NHS 
Improvement, other national mortality programmes, and other patient 
safety programmes to bring collective but context specific wisdom, guidance 
and peer support to organisations as they mature their practice and deliver 
benefits to patients, families and staff. This work has already begun and will be 
shared at our National Mortality Conference.  

References
1  National Quality Board. National Guidance on Learning from Deaths:  

A Framework for NHS Trusts and NHS Foundation Trusts on Identifying, Reporting, Investigating and Learning from Deaths in Care.  
London: NQB, 2017.

2  Care Quality Commission. Learning, candour and accountability: A review of the way NHS trusts review and investigate the deaths of patients 
in England. London: CQC, 2016.

3  Care Quality Commission. Learning from deaths: a review of the first year of NHS trusts implementing the national guidance.  
London: CQC, 2019.
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It has been pleasing over the past year to see 
positive outcomes from structured judgement 
review (SJR) emerging from trusts outside of our 
early adopters of the methodology. Following a 
call for abstracts, a selection of the submissions 
received have been translated into case studies 
which are illustrated in this section. 

The themes identified in these case studies include 
work on:

> reducing pneumonia mortality rates

> the impact of the medical examiner system

> the impact of SJR in the emergency department

> reducing mortality in stroke patients

> using SJR to improve hip fracture care.

Case studies
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Sepsis management  
– further analysis from the  
RCP Mortality Review Tool

Introduction
This review expands on the preliminary analysis of cases, first reviewed in 2018, 
that were identified as having at least a working diagnosis of sepsis of any cause. 
Within the platform, which now comprises more than 3,000 cases, the term sepsis 
is the only diagnostic word to emerge from the 50 words most frequently identified 
by the integrated word analysis search engine. In excess of 600 cases (of 3,000+) 
now concern the management of sepsis in some way. 

As we reported in 2018, clinical staff from the NMCRR programme team were 
able to access reviews entered by all contributing hospitals, but had no access 
to any identifiable patient information. Additionally, no data are available to 
indicate what proportion of any particular hospital’s deaths is being included in 
the dataset. Nor is it possible to determine what the selection criteria were used 
to select each case entered. Therefore, the results from this analysis cannot be 
attributed to the work of any particular hospital, 30 of which contributed to the 
platform.

Review approach
A thematic review of judgement comments was undertaken on a pragmatic 
sample of 50 review cases selected from the RCP National Mortality Review Tool 
(online platform) in June 2018. This number of reviews was chosen because we 
already know that 40–50 mortality reviews of a service or a particular patient 
journey (such as sepsis) are likely to be sufficient for an organisation – both to 
praise staff for their care, and to provide a focus for quality improvement initiatives. 
Further analysis has been undertaken during 2019, benefiting from thematic 
analyses of other selected datasets from the online platform.

Case selection
Thematic review cases were selected by using the platform word analysis tool 
to identify a subset of cases within the whole dataset in which the word ‘sepsis’ 
was written in the initial management judgement comments. Fifty cases were 
then selected from the overall 200+ ‘sepsis cases’ by commencing with a random 
number and then further selecting every third case. 

The difference between a local and a national 
analysis of the data
There are two key differences. In terms of selecting the review topic, a national 
level analysis can use any of the available platform criteria to select the topic (and 
there are likely to be many more cases available for analysis). But an individual 
hospital is also likely to know how and why each case was selected for review in the 
first place, as well as holding the original case records.

Secondly, the hospitals know the context in which the care elements were provided. 
Both of these elements add a richness to the analysis and its meaning that a 
national analysis cannot provide. Nevertheless, analysis across the whole dataset 
may be able to identify trends that individual hospitals might wish to explore, in 
order to determine whether such trends are also to be found at a local level.

As the cases come from multiple hospitals, this thematic analysis is different 
in principle from that which would be done in an individual organisation. 
Nevertheless the ensuing themes have subsequently been found to be similar 
to those that have emerged from other reviews of database material relating to 
different clinical topics.

Undertaking the review
All of the textual explicit judgement review comments for each case were included 
in the analysis, from each of the relevant phases of care phases of care.  
This usually included:

> admission/initial management phase
> ongoing care phase
> end-of-life care phase.  

Overall management comments were included with each phase analysis, where 
appropriate, as were procedure care review comments.
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The first stage of the thematic review involved reading each of the 50 SJRs in full 
across all care phases, so that the analyst could have an understanding of the type 
of language reviewers were using to describe their views on care. This also assisted 
exclusions of incorrectly selected cases.

Box 1 shows an example set of case review comments of the type used in the 
thematic review. (Edited to ensure anonymity.)

Box 1. Example case review comments

Detailed re-reading of each case enabled the analyst to use the textual data to 
develop some initial thematic review headings (which act as ‘clustering words’). 
Some of the issues, such as recognition and timeliness are clearly highlighted in the 
review in Box 1. Additionally, the contrasts in a theme are also visible, for example 
in ‘timeliness’, with entries such as ‘Timely appropriate antibiotics’ and ‘Timely 

consultant review’, while later in the care process there is a ‘Lack of timely decision 
making’.

Thematic development is not a static process. Where initial theme names may 
seem appropriate, they will be of limited value if very few comments fall into the 
category, and should therefore be reviewed or discarded (for example as happened 
in this review to a theme entitled ‘missed opportunities’). In other areas, such as 
commentaries on therapy, two closely related themes were subsequently brought 
together where there was deemed to be little loss of information, or there seemed 
later in the analysis to be an artificial separation. Furthermore, themes are not 
‘static’ within themselves, as they usually contain contrasts, where care is good in 
one case, or phase of care, and poor in another. The weighting of those contrasts 
may be important in selecting an area for a quality improvement (QI) focus.

In this analysis the cases come from multiple sources and the ‘why’ QI questions 
cannot be addressed in the level of detail that a hospital would be able to bring. 
Nevertheless, one can still get a sense of the diversity of quality of care, where 
clusters of judgements of both good and poor care exist under the same theme 
heading. This is also a feature of some individual reviews, where care in a phase 
goes well at some points and is judged poor at another time, even within a 24-hour 
time period. These contrasts are shown in Boxes 2–4.

Sepsis care – thematic review overview results
Overall, in the admission phase, 25 themes emerged, some with only a few items. 
A few of these initial themes, which contained few comments, were later merged 
during the analysis.

The 10 themes with the most ‘entries’ have been chosen for the admission and 
ongoing phases of care and are shown in the results section below. In most of the 
judgement comments there is a binary feel to the judgements: either the care 
is good or it is judged poor. There are relatively few comments at the ‘adequate 
judgement’ mid-point. 

Many theme types are found in two phases of care, particularly in the admission 
phases and in ongoing care, although some others (such as sepsis pathway use) 
are phase specific.

Initial management
Recognised severe mental health issues
Early recognition pneumonia. Early/timely appropriate Sepsis 6 actions
Timely appropriate antibiotics. Admission assess appropriate
Appropriate escalation decision. Appropriate DNACPR decision.  
Timely consultant review
Management plan/ceiling of treatment appropriate

Continuing care
Daily junior doctor review. Appropriate.   
No consultant review. poor. Consultant advice had to be sought.
Appropriate observations. Fluid balance monitored. Appropriate  
Failure to monitor regularly
Management plan poor
Failure to recognise end of life. EoL decision making poor. Failure to plan EoL care
Failure to recognise need of appropriate symptom relief

End-of-life care
Poor and limited EoL
Lack of timely decision making

Overall care
There was lack of timely clinical re-review on treatment pathway
Failure to recognise lack of response to clinical treatment
Failure to plan for end-of-life care in a more timely manner
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Box 2. Admission / initial management phase (approx first 24 hours)

Ten most common themes with judgement weightings  
(the ratio of poor to good comments)

If these results were to be reflected at a local level, the balance of judgements on 
good and poor care might suggest priorities for further exploration in antibiotic 
management and sepsis management. However, QI priorities must take account 
of local issues and challenges. Consequently, what at first seems like the obvious 
choice for review may obscure other issues that require attention.

In Box 3, which concerns the ongoing care phase, some of the priorities change 
and some new issues come into contention. For example, challenges around 
enabling timely senior review, decision-making and appropriate care management 
may be linked. New priorities such as patient/relative/staff communication 
emerge, while decision making in the text of the individual reviews in the dataset 
often relates end-of-life care plans.

Box 3. Ongoing care

Ten most common themes with judgement weightings

If these results were to be reflected at a local level, the balance of judgements 
on good and poor care might suggest priorities for further exploration in: review 
process, overall care management, perhaps including medication/therapy and 
recognition (of change).

End-of-life care
In the dataset of 50 cases there are some people who were very ill on admission 
and died of their acute illness before there was any apparent recognition of their 
end-of-life needs. Thus there are fewer entries overall in this phase than in the 
initial management and ongoing care sections. Additionally, there was a tendency 
among this group of reviewers to provide a briefer commentary on quality of care 
than was the case in the earlier phases of care. Thus there are only the four themes 
containing ten or more judgements reported here.

Antibiotic management poor 16 good 23

Recognition of condition 

or change                      
poor 6 good 28

Sepsis pathway use poor 16 good 13

Referral/handover poor 5 good 21

Management plans poor 9 good 25

Senior review poor 7 good 17

Documentation failure to record

Sepsis management  poor 4 good 16

Assessment poor 5 good 16

Escalation poor 5 good 11

Senior review poor 12 good 18

Appropriate care and /or

management                     
poor 13 good 14

Management plans     poor 6 good 16

Escalation poor 6 good 16

Communications with 
patient and/or relatives

poor 2 good 16

Medication/therapy       poor 7 good 10

Investigations   poor 4 good 10

Review process poor 7 good 7

Decision-making poor 5 good 10

Recognition  poor 7 good 5
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Box 4. End-of-life care

The stand-out issue from the end of life section, reinforced through a further set of 
reviews not reported in detail here, is that poor care often seems to be related to 
late referral, or failure to plan for or involve, the palliative care team.

Commentary on the results overall 
So far as the quality of the SJR reports are concerned, the great majority available 
in the dataset are undertaken well and are insightful and explicit. Phrases such as 
‘timely appropriate antibiotics’, ‘deterioration well managed’, ‘failure to recognise 
end of life’ and ‘timely end-of-life care plan commenced’ are exemplars. Poor 
quality reviews which tell stories or repeat what is written in the case notes but 
make no judgements, are few – but do stand out.

The purpose of clustering is, of course, to identify what is going well and where 
and where does care not go so well – for QI action may be needed to improve a 
situation where there is a relatively regular issue identified. The hospitals know the 
where and team information, but the database does not hold this.

There are usually many more examples of good care in the themes than there are 
of poor care – this represents contrasts in the themes. Yet were these contrasts 
to be reflected across a single hospital’s cases, there are still enough judgements 
of poor care in some themes to provoke further questions on ‘why – what is 
happening here?’ This is the start of the QI cycle. 

Some of the judgement comments pick out concerns about the care 
management or the setting of care, demonstrating how engaged reviewers can 
become in seeking to improve standards. Examples include adverse judgements, 
such as the lack of a side ward when a patient is in need of palliative care or when 
someone has been in the Emergency Department for an extended period of time. 
An external analysis of reviews can only record this. But the information becomes 
much richer in context for the individual hospital when it analyses its own reviews.

The value of this thematic review is to demonstrate how to identify ranges of care 
quality and enable a focus on particular clinical issues or care quality issues (for 
example, the ability of the institution to respond rapidly, or otherwise, to a person 
with rapidly deteriorating health). 

It is worth emphasising that this is a review of SJRs – no case records are accessible. 
These reviews from the online platform cannot however demonstrate what is 
happening in individual hospitals. Only a thematic review of the cases from each 
hospital, and undertaken by staff in the hospital who know the clinical settings 
and the available services, can provide for a real exploration of the ‘why’ questions 
underlying care variation. 

Professor Allen Hutchinson

Recognition of end of 
life        

poor 3 good 13

Discussion with 

patient/relatives                      
poor 5 good 24

End-of-life care overall poor 9 good 15

Use of palliative care 
plan/path   

poor 5 good 8
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The future of mortality work at the RCP
Following the huge success of the National Mortality Case Record 
Review programme, the RCP Patient Safety team is keen to 
continue working in this important area.

RCP mortality will now sit alongside other important areas of 
patient safety as we help our members, fellows and healthcare 
organisations to strive for the very best for their patients and staff.

From 2020 the Patient Safety team plans to offer the NHS a 
bespoke service based on an organisational health check, followed 
by a period of support, co-production and collaboration to advance 
and optimise the patient safety culture.

As a critical friend we will discuss and explore each organisation’s 
needs, and together we will decide the options required to form 
the framework on which to build an improvement strategy. We will 
then support delivering training, facilitated discussions and tailored 
implementation guidance for a mutually agreed period of up to a 
year. Evaluation will enable adjustments to the plan to ensure we 
remain on the best possible track to realise each trust’s potential 
and a report will document the journey taken, outcomes and 
potential next steps.

Fees for this bespoke package will be dependent on the level of 
input required and the improvement plan timeframe. 

Please contact clare.wade@rcplondon.ac.uk to discuss details.

Patient 
Safety

www.rcplondon.ac.uk
© Royal College of Physicians, 2019


