
structured judgement review with 
sjrplus  In learning from deaths

Dr Jean MacLeod, Clinical Lead  
Tracey Sparkes, Programme Lead 



SJR Training session



L
fD

Community of pract
ic e



Slido Results



Slido Results



LfD - why bother?

•

•

•

•

•



guidance and governance



SJR among other sources

Gathering a 
full picture 

of care
PLICs

Audit 

Peer review 
GIRFT

Feedback

Complaints 
PSIRF

ME scrutiny

Coroner

SJR

Special 
reviews 
(LEDER 

MBRRACE 
CDOP HSIB)

Coding & 
mortality 
metrics

Learning from deaths

Thematic analysis
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Filtering cases 

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.
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Include random cases and 
exemplars for balance. 

“Capturing the everyday care”



usING THE DATA FROM structured judgement 

review (SJR)



Output from SJR



usING SJRPLUS data 
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The story of Mrs B….



Using a structured judgement review (SJR) 

approach to reviewing mortality



Principles of SJR
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Phases of care, places of care



Making judgements 
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Optimising consistency

Ways of promoting consistency include:

Using standardised terms for the assessment of care
Using drop down menus where possible
Using locally agreed terminology – site names?

Using a co-located multidisciplinary team of 
reviewers so that they can discuss cases together

Reviewing output as opportunity to learn together



Reviewer responsibilities
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REVIEWER benefitS

Benefits of  for an inclusive panel

Benefit for quality of reviews

• Wealth of expertise and valuable perspectives

• Medical usually consultants and specialist registrars

• Nursing usually specialists or autonomous in role

• Allied health professionals broad range relevant to care provision

• Non-training grade doctors often long relationship with trust and patient facing

• Clinicians in training less inclined to normalise or accept

Benefits for reviewers

• Influence on personal practice: act of reviewing changes the reviewer

• Transferrable skills and potential career path: skilled reviewer, trainer, LfD lead, 

QI, Patient Safety and Human Factors, Patient Safety Specialist, MEO, ME……..



data entry on SJRPlus 







Addressing inequalities?

Finding cases  and describing cases – checking understanding of the population

non canine









https://future.nhs.uk/BetterTomorrow/view?objectId=143330917
Working wth Elixhauser



This should not have happened

I’m dismayed to read this

Perfunctory? The basics were done

Yes that’s what I’d want my team to do

Wow this is impressive



Case studies

Case 2 – excellent first 24-hour care

35-year-old male in 24-hour care Mobilises in wheelchair and non-verbal. 

Evidence of lower limb contractures on admission.

Emergency care was prompt and thorough; presentation was with severe acute hypoxic respiratory failure, 
this was recognised by ED and immediately escalated to ICU. Intervention was swift with well documented 
and reasoned decisions to provide invasive mechanical ventilation. The process of initiation of mechanical 
ventilation was well managed as was the cardiovascular and ventilatory strategy selected.

Communication with family was done appropriately as was the recognition of potential legal / safeguarding 
issues.

The investigative strategy was comprehensive recognising the atypical presentation of covid pneumonitis 
(raised neutrophil count) and appropriately covered and investigated for community acquired pneumonia.

usING SJRPLUS narrative data 





✓ Consent 

✓ Appropriate – can do, should do

✓ Correctly done, timely

✓ After care

✓ Documentation 





Problems in care – thematic analysis

usING SJRPLUS data 



standard outcome descriptors



1. Review outcome 

(RCP inclusion)

Expected death:

an expected death is the result of an acute or gradual deterioration in a patient’s health status, usually due to 

advanced progressive incurable disease. The death is anticipated, expected and predicted. 

A sudden or unexpected death:

an unexpected death is a death that is not anticipated or related to a period of illness that has been identified as 

terminal. 

Wilson, Laverty and Cooper (2016) definition for BMA 

2. Preventability scale 

definitions

(Hogan)

2017 Learning from deaths guidance still in place

Organisations must investigate and report those deemed > 50:50 

SJR escalates to investigation

Individual reviewers may find it difficult to assess so a team approach helpful

3. NCEPOD definitions Good practice: A standard that you would accept from yourself, your trainees and your institution.

Room for improvement: Aspects of clinical care that could have been better.

Room for improvement: Aspects of organisational care that could have been better.

Room for improvement: Aspects of both clinical and organisational care that could have been better.

Less than satisfactory: Several aspects of clinical and/or organisational care that were well below that you 

would accept from yourself, your trainees and your institution.

Insufficient data: Insufficient information in the case notes to assess the quality of care.

standard outcome descriptors





Category and 
number of times featured

Representative comment from notes or reviewer

Good involvement of 
specialist teams

18 Regular reviews recorded including advice from specialist teams

Evidence Trust has a hospital alcohol team who provide support and care to patients

Evidence of lovely caring notes from physio team who saw people on ward 7. Taking 
time to explain what has happened to patient

Clear and responsive 
treatment plans 

18 Involvement of ITU and move to level 3 age agnostic

Recognition of O2 issue (high flow and hypercapnia in COPD)

CT Scan reported quickly, and patient taken to surgery timely

Good initial clinical assessment and treatment for sepsis in ED

Responsive and flexible care as she rallied and exceeded her ceiling of care, treatment 
recommenced.

Positive lessons learned with qualitative illustrations 

usING SJRPLUS narrative data 



Second reviews

Identifying a second reviewer 

• Expert perspective

• Validation of perspective

• Collective opinion



Using structured judgement review (SJR) data



usING SJRPLUS data 



usING SJRPLUS data 



Organisational data

Broad appreciation of organisation  and system issues

Dashboard, SHMI, ME feedback, problems in care 

National and regional alerts, organisation/system improvement projects 

Divisional/Team data

SJR output including lessons and 
problems, cohort findings and trends, ME 

feedback, clinical audit, complaints, 
litigation, other smoke signals 

Improvement projects and planned QI

Case discussion 
of examplars 

Sharing examples 
for improvement The story of Mrs B….

Action and learning log

Changing the structure and content of M+M meetings

So what do we change?
 How could we do it? 

How will we know it worked?
Timescale?

Mortality report

Mortality 
dashboard

Case report

Themes and 
trends from 

other sources



Find us on FutureNHS



Evaluation

Here is the link to evaluation: https://www.surveyhero.com/s/15012025_LFD

QR code: 

https://www.surveyhero.com/s/15012025_LFD


reACH us in Aqua – how can we help?
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