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• The National Mortality Case Record Review Programme is in place to 
assist acute care hospitals in England and Scotland to review the safety 
and quality of care of adults who die in hospital

• The national programme supports hospitals in the use of an evidence-
based review method called Structured Judgement Review [SJR]

• SJR provides both quantitative and qualitative information on care that 
goes well, or not so well



• The review system can be used for individual cases [e.g. prioritised cases 
or ‘M&M’ 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, the support of a robust governance 
support process is required 



• It examines both interventions and holistic care – which means that the 
whole record must be reviewed, including nursing notes 

• Reviewers are trained to give written short explicit clinical judgements on 
safety and quality of phases of care (the structure)

• Reviewers give phase of care scores and an overall care score to 
accompany the judgements

• SJR is usually based on one reviewer’s judgement, with a second stage 
review where there is cause for concern at first review.



• Admission and Initial care – first 24 hours approx.

• Perioperative and procedure care

• On-going 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



• 1 Very poor care
• 2 Poor care
• 3 Adequate care
• 4 Good care
• 5 Excellent care



• In this section reviewers comment on whether specific types of problems 
were identified and if so, whether harm was caused e.g. – no, or if yes, 
please identify problem type(s) from selected list and indicate whether any 
led to harm

• There are 8 problem categories e.g.:
• Problem related to treatment and management plan. Yes [ ]
• Did the problem lead to harm? 
• No [ ]  Probably [ ] Yes [ ]

• Adapted from PRISM 2 study documents, with permission 2016



• 112 anaesthetists judged appropriateness of care for 21 cases with
temporary or permanent adverse events. Then researchers produced 
plausible alternative outcomes set

• In 15 cases, appropriate care ratings decreased 31% when outcome 
changed temporary to permanent and increased 28% when outcome 
changed permanent to temporary

• Caplan R et al JAMA 1991, 265;15:1957-1960



• In most cases, less done better is more (so far as information and learning 
is concerned)

• Conform to the hospital policies
• For a service review 40 - 50 cases will cause a significant workload but is 

usually manageable and will produce breadth and depth of information 
• Review cases early where possible in view of potential duty of candour 

needs



• Any identified as of possible concern by initial brief review in the Governance 
process

• All deaths where bereaved families and carers, or staff, have raised a 
significant concern about the quality of care provision

• All deaths in a service specialty, particular diagnosis or treatment group where 
an ‘alarm’ has been raised with the provider

• All deaths in areas where people are not expected to die, e.g. in relevant 
elective procedures

• Deaths where learning will inform the provider’s existing or planned 
improvement work e.g. management of sepsis, end of life care or other areas 
of interest



• Care scores – use these to identify patterns in phases or aspects of care 
for further exploration 

• Judgement commentaries – draw out the themes, e.g. ‘Early senior 
planning in complex cases means care goes well’ 

• Contrast good and poor assessments within the themes – why does 
practise variation happen?



Care score Initial 
management

Continuing 
care

End of life 
care

Care overall

5 Excellent 7 8 6 7

4 21 19 14 17

3 17 16 18 22

2 3 3 7 3

1 Very Poor 2 1 2 1

Total 50 47 47 50 (47)
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• Contrasts occurred in areas such as:

• Opportunities taken and missed
• EWS score recognition
• Senior review and case review timing
• Recognition of change
• DNACPR management
• Documentation
• Fluid management





• Reviewers have a tendency not to be explicit but rather to imply a view, 
thus:

• Well looked after on the whole (meaning?)

• No ABGs (Arterial Blood Gasses) and patient was tachypnoeic and hypoxic 
(this doesn’t answer the ‘So what’ question - there is no ‘because’)

• A subsequent reader, such as a member of the mortality review group, 
has to impute what the reviewer was trying to say – this is not helpful 



• Clear concise admission notes, early senior review, appropriate initial 
investigations. Only lacking in consideration of gravity of situation – should 
have been made clear in notes and discussion had with patient and family 
(phase judged 5 - ?why – there is a significant caveat here)

• Although patient discussed with consultant once and SpR once, for 4 days 
only seen by junior doctor. This is completely unsatisfactory (phase judged 
2)

• Good discussion with family and patient towards the end of the episode (a 
useful holistic comment)

• Continued omission to provide oxygen and respiratory support. Team still 
failed to discuss potential diagnosis with patient. Referral to ITU was too 
late (some useful explicit words and phrases here)

• There was some evidence of good management by overnight team with 
prompt review and intervention (a ‘good’ comment though in a phase 
judged 2)



85 year old female admitted with increasing shortness of breath on 1 
February 2015. 
Treated for a chest infection and atrial fibrillation.
Died on 20 February 2015 following a cardiac arrest. 



• Admission (<24 hours)
• Subsequent care (24h+)
• End of life care

• Overall care score






