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We are recording today’s session so that we can capture 
discussion.

Please feel free to use the chat box for comments or 
questions during the session.

Housekeeping



Agenda 



Who is in the room? 

What role do you have in Learning from Deaths?

Slido



Which organisation do you work for?

Slido Results



What is your role?

Slido Results



Where are you based?

Slido Results



About Aqua & Better Tomorrow

We are an NHS health and care quality improvement organisation working across the NHS, care providers and local authorities to identify, refine and embed sustainable strategies 

for high-quality care and regulatory excellence.

Established more than a decade ago, we provide improvement expertise, specialist learning and development, and consultancy services for health & care organisations through long-

term membership and project-by-project consultancy.

We provide our customers with the skills, expertise, and trusted advice to deliver safe, high-quality care in any setting from an experienced team of public servants with an 

established UK-wide and international network.

Expertise

We are delighted to be able to provide the Better Tomorrow programme. We have worked with the team previously operating out of NHSE to co-design support and are 

confident that we will build on the considerable success and learning from the programme to date and offer value for trusts needing support on learning from deaths.

The Better Tomorrow programme originated from a passion for improving care and a respect for Learning from Deaths. The main aim of the programme is that we learn together 

and together we improve care for patients. Expertise includes providing intensive support to the trusts and systems the clinical and patient safety leadership, leading trusts to 

embed the quality improvement initiative and thus enhancing patient care services. 

SJR Plus tool

As all users will be aware, Aqua recently took over running the SJR Plus app after NHSE’s decision to stop supporting from the end of this fiscal year (2023/24). 



Aqua have worked with the Better Tomorrow team to design a 

package of products for Trusts or systems to commission to help 

them successful implement and sustain a learning from deaths 

approach. The Better Tomorrow team, have until recently been 

working for NHSE and have considerable experience and expertise.

The work is underpinned by good understanding of current 

state (diagnose) making the most of a tried and tested 

implementation approach (support) with a view to changing 

practices and cultures of learning (sustain).  

Our expertise and experience: Aqua’s Better Tomorrow

Jean MacLeod (Clinical Lead)                        Tracey Sparkes (Programme Lead) 

Jean is a consultant in Internal Medicine and Lead Medical Examiner for North of Tees 

in North-East England. She has had a variety of clinical and patient safety leadership 

roles, all focussed on quality improvement, including long experience in incidence 

investigation and in undertaking mortality reviews, describing and learning from the 

good as well as not good enough. 

Over 3 years within NHS I then NHSE she developed and led the Better Tomorrow 

programme with Tracey Sparkes. The programme spread well beyond the initial 

cohort of intensive Support for Challenged Trusts and Systems, with interest from 

acute mental health and community health providers, and moved to Aqua in 2023 to 

continue supporting organisations.

She has contributed to guidance for NICE, Diabetes UK and NCEPOD; worked as 

Clinical Ambassador for GIRFT in N East England and N Yorkshire; and served as 

Director of Quality for the Royal College of Physicians of Edinburgh. She continues to 

sit on the Northern Clinical Senate and Board of the Costing for Value Institute of 

Health Care Finance Managers Associations. 

Tracey trained as a nurse and health visitor. Her career has focused on 

working with health and social care organisations to improve quality and 

efficiency through standards development, consultancy, training and audit. Her 

previous roles include Regional NHS Performance Lead at the Audit 

Commission, Primary Care Survey Manager at the King’s Fund and 

Commissioning Lead for Children’s Services in West Yorkshire. As a 

consultant, she has worked on various programmes for the Department of 

Health, NHS Wales, Local Safeguarding Children Boards, NHS Trusts and 

CCGs. 

Tracey is an experienced report writer and has had four Serious Case 

Reviews published as an independent Author. Her academic publications have 

focused on multi-agency and system-wide learning, and include a chapter on 

Mental health promotion in old age In: Norman, I.J. and Redfern, S.J. (eds) 

Mental Health Care for Elderly People, Churchill Livingstone (1997)

Tracey has led two joint county-wide inspections of services for Older 

People. Her work on Learning from Deaths began when she led an external 

review across Leicestershire in 2017. As the programme lead for Better 

Tomorrow, she has applied her knowledge and experience of systems, quality 

improvement, audit and programme management to learning from deaths. 

This has involved working directly with Trusts in England as well as co-

producing a suite of open access tools and materials to support organisations 

in learning from deaths and turning this into improvement in care. 

Paul Greenwood
Programme Manager for Mental 

Health | 

Mental Health Subject Matter 

Expert, Aqua

paul.greenwood@aqua.nhs.uk 

Lismy Cheripelli 

Senior Improvement Advisor | 

Programme Manager and 

Business Contact for Learning from 

Deaths,  Aqua

Lismy.Cheripelli@aqua.nhs.uk 

 

Yiinubari Nwigbo

Principal Business Intelligence 

Analyst, Aqua

yiinubari.nwigbo@aqua.nhs.uk 

mailto:paul.greenwood@aqua.nhs.uk
mailto:Lismy.Cheripelli@aqua.nhs.uk
mailto:yiinubari.nwigbo@aqua.nhs.uk


Who is in the room?

Slido result



SJRs and SJRPlus

Structured Judgement Review



12 |

Principles of SJR

JMacLeod and Tracey Sparkes 2021

• Combines traditional, clinical-judgement based, review methods in a 

standard format

• Usable across services, multi-professional teams and specialties 

• Relies upon trained reviewers looking at the patient record in a 

critical and holistic manner and commenting on specific phases of care 

and treatment

• Requires safety and quality judgements and a score for phases of care

• Uses free text and categorical variables  to capture the quality of care 

delivered

• Identifying good practice and behaviours

• Identifying gaps, problems or difficulties in the care received

SJRs and SJRPlus



SJRs and SJRPlus

https://lfd.ardengemcsu.nhs.uk/MortalityReview

SJRPlus now hosted by Aqua

• Based on RCP and RCPsych mortality review tools

• Demographics

• Extended phases of care:  Admission and Assessment, Ongoing Care, End of Life 
Care

• Includes Elixhauser comorbidity for complexity

• Standardised grading

• Drop down menus

• Problems in care and the Yes No Maybe

• Online data capture

• Exportable data and integrated reporting

• Integrated dashboard



SJRs and SJRPlus

Capturing data about problems in care

Problem with care? Yes/No/Maybe

Previous admissions to psychiatric hospital

Inpatient or community death

Detained under the mental health act

Quality of patient record

Family carer support

Notable staff concerns

Problem with management plan

Problem with management plan (harm)

Problems with community setting

Problems with community setting (harm)



How representative are your reviews?

Discuss



Population inclusion

Finding cases  and describing cases

where family, carers, or staff have raised concerns about care

had been discharged within the 6 months prior to their death
had been discharged from in-patient care within the last month

under a Crisis Resolution and Home Treatment Team at 
the time of death

in-patient in a mental health unit at the time of death 

with a diagnosis of psychosis or eating disorders during 
their last episode of care

under the care of services at the time of their death
where family, carers, or staff have recognised exemplar care?



Addressing inequalities

Finding cases  and describing cases

non canine



How are you sharing information with your local Medical Examiner team?

How do staff prompt case reviews?

Discuss

This Photo by Unknown Author is licensed under CC BY-NC

https://bibliotecadealexia.blogspot.com/2013/06/d-e-vuelta-actores-de-vampire-academy.html
https://creativecommons.org/licenses/by-nc/3.0/


Moving from quantitative to qualitative

Quantitative data outputs on SJRPlus – high level to granular level
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Yes No

Learning Disability?: Hospital site : (All) - Quarter : (All) - 

Month(s) : (All) - n=(65)

Overall care assessment rating for patients with learning disability

Patient with learning disability - overall assessment care rating
Learning Disability? Yes

Overall summary
Admission and 

Assessment Care 
Rating

Ongoing Care Rating
End of Life Care 

Rating

1 (Very Poor)
2 (Poor) 1
3 (Adequate) 1 1
4 (Good) 10 8 7
5 (Excellent) 2 2 1
Grand Total 12 11 10
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Overall Assessment Rating: Hospital site : (All) - Quarter : (All) - 

Month(s) : (All) - n=(65)

1 (Very Poor) 2 (Poor) 3 (Adequate) 4 (Good) 5 (Excellent)

Detailed summary
Admission and 

Assessment Care Rating
Ongoing Care Rating End of Life Care Rating

Patient 1 Good Care Good Care N/A
Patient 2 Good Care Good Care Good Care
Patient 3 Good Care Good Care Good Care
Patient 4 Excellent Care Excellent Care Excellent Care
Patient 5 Good Care Good Care Good Care
Patient 6 Good Care N/A Good Care
Patient 7 Excellent Care Excellent Care N/A
Patient 8 Good Care Good Care Adequate Care
Patient 9 Good Care Good Care Good Care
Patient 10 Good Care Good Care Good Care
Patient 11 Good Care Adequate Care Poor Care
Patient 12 Good Care Good Care Good Care



Moving from quantitative to qualitative

Using SJR captured narrative



Moving from quantitative to qualitative

Using SJR captured narrative

Drilling down to
End of Life Care phase



How easy it is to gather information from your reviews?

Discuss



Coroner

Inquest 

Collate factual statements for Coroner, document accurate chronology of events and 
investigate through internal process, capturing positive and negative lessons Use Duty of 

Candour if relevant. Ensure family &/or carers are aware of referral. Coroner will also liaise 
with family &/or carers for information gathering and let them know processes. Use feedback 

from Coroner Inquests to gather trends and inform improvement plans.

Patient Safety 

Incident, 

Complaint or 

Duty of Candour 

Generate incident report to prompt information gathering. Collate factual information: chronology of 
events and circumstances;  contributory factors; and any positive and negative lessons.  Different 

learning approaches can be used depending on the information gathered.
Use Duty of Candour if it is needed. Liaise with family &/or carers to address their concerns, answering  

complaints directly with available information, involving clinical teams throughout investigation.

Review of care processes and care delivery against a standard operating policy or standard of practice, 
capturing positive and negative lessons. Use improvement methods to complete audit cycle and 

demonstrate progress. Involve family &/or carers in improvement planning based on audits.
Use  an investigation of events and Duty of Candour if any failings influenced an individual outcome.

Audit of care 

bundles or care 

processes

Is this for an investigation or for structured judgement review? One interrogation not duplication of effort

Patient Safety Incident 
Investigation,

Multidisciplinary team 
(MDT) review or After 

Action Review
Refer to Patient Safety 

Incident Response  Framework  

Coroner
Wants to know facts

Expects and values honesty
Appreciates improvement

Gives judgement

Audit   Cycle

D

SA

P

If none of 
above 
applies 
then 
consider 
case for:

Structured 

Judgement

Review 

Judgement based holistic review of care with narrative, ratings and 
grading which captures positive and negative lessons. If SI, Near 
Miss or DoC identified in case review, then investigate as above. 
Involve family &/or carers and system partners in discussion of 

trends and improvement planning. 

Include random cases and exemplars for balance. 

Insight and 
learning comes 

from sharing all of 
these

Information gathering and PSIRF



Information gathering and PSIRF



Who holds the data in and around your organisation?

How are you going to integrate it for deeper understanding?

Discuss



System learning

Sharing the output for impact

• Individual records 

• shared with second reviewer or a mortality review team

• lived experience captures interest

• Collated records 

• shared within a report to understand common themes and findings

• mapping changes over time to ensure organisational memory

• Dashboard 

• displaying information in context for wider audience 

• sharing information in structured way for system or regional learning

Patient demographic 
or shared underlying condition

Same CoD Same concern

Same place Same team

Same drug Same behaviour



System learning



System learning

Common dataset approach

Linking existing data streams

Contextual data 

SJR data

Longitudinal assurance



Who are your stakeholders  in Learning from deaths – who should be 

involved to help you make a difference?

Discuss



What did we touch on?  

✓ SJRs and SJRPlus     

✓ Population inclusion

✓ Addressing inequalities 

✓ Moving from quantitative to qualitative   

✓ Information gathering and PSIRF

✓ System learning

✓ Wrap up and forward planning: if you could change one thing? 

    How could we help? 

Agenda 
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3rd Floor, Crossgate House, 

Cross Street, Sale, M33 7FT
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If you want a further conversation with the team, 
please contact:  

Name Lismy Cheripelli

Email Lismy.Cheripelli@aqua.nhs.uk
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