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NMCRR programme - aim

To establish and rollout a standardised methodology 
and process for retrospective case record review for 
adult acute deaths in England and Scotland to improve 
understanding and learning about problems in care 
that may have contributed to a patient’s death.



NMCRR programme

• Initially a stand-alone programme

• March 2017 ‘Learning from Deaths’ a wider mortality 
structure implemented by DoH

• Mortality reviews mandated but not Structured 
Judgement Review



The role of Structured Judgement Review 
(SJR)

• The review system can be used for individual cases (e.g. prioritised cases 
or morbidity and mortality reviews) and for selected groups of cases

• Results highlight good care as well as poor care (good care is much more 
frequent)

• The information provided allows units or organisations to ask ‘why?’ 
questions about things that happen, to enable understanding, 
improvement and action where required

• Like all mortality review programmes, a robust governance support 
process is required 



Phases of care

• Admission and initial care – first 24 hours approximately

• Perioperative and procedure care

• Ongoing care up to end of life (or discharge of the 

patient) – this may cover a prolonged period in hospital 

and may take some time to review

• End-of-life care (or discharge care)

• Overall care



The phase of care score

1 Very poor care

2 Poor care

3 Adequate care

4 Good care

5 Excellent care



NMCRR programme – training 

• Approx 500 Tier One trainers

• Minimum 2000 hospital reviewers

• Continue to respond to need

• Scotland and England dates 2019



RCP National Mortality Review tool –
on-line platform

• Implementation continues

• Around 60 Trusts/Health Boards have implemented

• Further 32 Trusts implementing/expressed interest

• 888 registered users

• 2183 cases currently on the platform

• E-learning tool to provide training and on-going 
support released October 9 2018 



NMCRR programme

• First Annual Report published October 4 2018

• First Annual Conference Wednesday 10 October 
2018

• Toolkit launched 7 June 2018

• Collaborations: Medical Examiners, Learning from 
Deaths NHSE/I, other mortality programmes



Planning for the future
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www.rcplondon.ac.uk/mortality

clare.wade@rcplondon.ac.uk

Over to you!

http://www.rcplondon.ac.uk/mortality
mailto:clare.wade@rcplondon.ac.uk

